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Localized Lymphadenopathy 
Due to Leishmanial Infection

G. Harms, J. Zenk, S. Martin, M. Kokozidou, W. Püschel, U. Bienzle, H. M. Seitz

Abstract
A 25-year-old female patient presented with an isolated
cervical lymph node enlargement several months after
having returned from Spain and Latin America. She had no
other signs or symptoms of disease. Leishmania
infantum/chagasi was identified as the causative agent. With
extended travel activities localized lymph node enlargement
due to leishmanial infection should be included in the
differential diagnosis of lymphadenopathy of unknown
origin.
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Introduction
The leishmaniases have been considered classical tropical
infections. However, due to the increasing international
travel activities and the inclusion of visceral leishmaniasis
as a complication of AIDS, they have become a topic of
general medical concern in the developed world.

Commonly, visceral leishmaniasis is a chronic infectious
disease of the monocyte-macrophage system characterized
by fever, pancytopenia, hepatosplenomegaly and weight
loss. Cutaneous leishmaniasis presents as single or multiple
papular, nodular or ulcerous skin lesions.We describe a case
of an isolated cervical lymph node enlargement due to
leishmanial infection without any cutaneous or systemic
manifestations.

Case Report
A 25-year-old German student presented to the otorhinolaryn-
gology outpatient department with an indolent left supraclavicu-
lar lymph node enlargement of 1-month duration. She did not
complain about any symptoms. She had been on a 2-week hiking
tour in the Pyrenees of northern Spain 4 months before, to
Guatemala and Mexico 16 months before and to Ecuador and
Peru 40 months before the onset of the lymph node swelling. She

recalled occasional insect bites during these travels but no skin le-
sions.

Apart from the isolated lymphadenopathy, the physical ex-
amination and an abdominal ultrasonography were unremarkable.
No skin abnormalities indicative of current or healed cutaneous
lesions were detected. Laboratory tests including hematological
(RBC, WBC, differential and platelet count, erythrocyte sedi-
mentation rate) and biochemical parameters (aspartate and ala-
nine aminotransferase, IgG, IgM) were all normal. Since sympto-
matic and antibiotic treatment showed no improvement, the lymph
node was excised. Histological examination revealed Leishmania
amastigotes within macrophages.Antibodies to Leishmania dono-
vani were detected in low concentration (1 : 160) by immunofluo-
rescence (IFT). A culture from biopsy material grew Leishmania
which were identified as Leishmania infantum/chagasi by DNA-
fingerprinting. The search for Leishmania in peripheral blood by
PCR was negative. Due to the lack of any signs or symptoms in-
dicative of systemic disease, further invasive investigations such as
a bone marrow aspirate were not done. The patient was not in-
fected by HIV or otherwise immunocompromised.

The patient was treated with liposomal amphotericin B (Am-
Bisome®, 3mg/kg/d on days 1–5 and on day 10).Titers of antibod-
ies to L. donovani had decreased to marginal concentrations (IFT
1 : 20) 2 and 6 months after treatment. Ultrasonography of the
neck performed 2 and 6 months after treatment did not reveal any
further lymph node enlargement.

Discussion
Due to the preference of Leishmania parasites for the
monocyte-macrophage system, generalized lymph-
adenopathy can occur with classical visceral leishmaniasis
[1]. Lymph node enlargement associated with cutaneous le-

                    

G. Harms (corresponding author), U. Bienzle 
Institute of Tropical Medicine and Medical Faculty Charité, Humboldt
Universiy Berlin, Spandauer Damm 130, D-14050 Berlin, Germany;
e-mail: gundel.harms@charite.de 
J. Zenk
Dept. of Otorhinolaryngology, Head and Neck Surgery, Saarland Univer-
sity, Homburg/Saar, Germany
S. Martin, M. Kokozidou, H.M. Seitz
Institute of Medical Parasitology, Bonn University, Bonn, Germany 
W. Püschel
Dept. of Pathology, Saarland University, Homburg/Saar, Germany

                                                    



sions caused by Leishmania tropica or by Leishmania major
has been reported [2]. In the New World, lymphadenopa-
thy may accompany or even precede skin lesion due to the
Leishmania braziliensis complex, indicating that spread from
the skin to lymph nodes occurs early in the course of in-
fection [3–5]. However, localized lymphadenopathy with-
out cutaneous or systemic manifestations is unusual and has
been rarely reported [4–15]. Most cases were diagnosed by
surgical biopsy because of a suspected lymphoma. Inter-
estingly, in most of these patients the lymph node enlarge-
ment affected the left neck without further specification. In
our case, the affected lymph node was located on the left
neck at the junction of the ductus thoracicus which drains
the lymph system of the viscera. It may be speculated that
this particular location hints at a visceral involvement.

Although certain Leishmania spp. are more commonly
associated with certain clinical syndromes than with others,
there is a spectrum of clinical manifestations that can be
seen with infections caused by the same species.This is par-
ticularly true for L. infantum which may cause the whole
spectrum of disease, namely visceral, cutaneous and mu-
cosal manifestations.The mechanisms underlying tissue tro-
pism are poorly understood. However, the extent of the or-
gan involvement in infections with Leishmania spp. mainly
depends on the ability of the host to generate an effective
cellular response [16]. Accordingly, dissemination of the
parasites increases with decreasing immunocompetence. In
fact, in patients with advanced HIV disease, parasites will
eventually invade all organs including the skin and can ap-
pear in considerable numbers in the peripheral blood.

The absence of organ and laboratory abnormalities and
the confinement to one lymph node indicate that our pa-
tient was able to control the infection over a period of sev-
eral months. However, a change in immunocompetence,
such as that occurring during pregnancy, might initiate
generalization of the infection.

We assume that the infection was most likely con-
tracted in northern Spain; all cases reported in this region
so far were caused by L. infantum and the patient’s visit to
Spain was the most recent one. Due to the genetic similar-
ities between L. infantum and L. chagasi, a differentiation
of the two species is hardly possible.

The patient was treated with liposomal amphotericin B
(AmBisome®), a drug which concentrates in macrophages,
the target cells of Leishmania. It is currently the most ef-
fective and least toxic drug and, due to its short application
schedule, the most practical treatment for leishmaniasis
[17–19].

We conclude, that localized lymph node enlargement
due to infection with Leishmania needs to be included in
the spectrum of unusual presentations of leishmanial in-
fections and should be considered in the differential diag-
nosis of lymphadenopathy of unknown origin.
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