Microbes and Infectious Diseases 2021; 2(4): 819-822

Microbes and Infectious Diseases
Journal homepage: https://mid.journals.ekb.eg/

Case report

Upper eyelid cutaneous leishmaniasis: exceptional and
challenging location
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CASE REPORT INFO

ABSTRACT

Case Report history:

Cutaneous leishmaniasis (CL) is one of the most endemic and neglected diseases
worldwide, still representing an important public health problem. Its clinical
presentations are very polymorphic and sometimes very difficult to diagnose. Among
the variants described as “atypical” or “unusual”, eyelids CL is exceptional with a
prevalence estimated at only 0.27-0.72% in large series. In most cases, eyelids
leishmaniasis is skin-limited disease, but can exceptionally cause serious ocular
complications and may lead to blindness.
We present an original case of isolated upper left eyelid CL in a 28-years-old Tunisian
man. As rare as it is, this atypical clinical presentation of CL deserves to be well known
by clinicians and discussed in front of any palpebral lesion which does not prove itself,
in patient living or returning from a country endemic for this infection.
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Introduction
Cutaneous leishmaniasis (CL) is a
cosmopolitan parasitic infection [1-4]. However,
it remains among the most neglected diseases and
represents a real public health problem in several
countries of the world [2,4], although its
incidence is estimated at two million cases
annually [2].
The most common features of CL are
nodular, nodulo-ulcerative, and ulcero-crusted
lesions [1-6]. However, the clinical presentation
of this parasitosis is characterized by a large
polymorphism (atypical shape or unusual site)
[1,2,6] with so-called “atypical” and “unusual”
forms [2,6,7].
The following forms of unusual/atypical
CL have been described: lupoid, sporotricoid,
eczematiform, verrucous, dry, zosteriform,

erysipeloid, psoriasiform, pseudotumoral, discoid
lupus erythematosus-like, eyelids, squamous cell
carcinoma-like, erythematous volcanic ulcer,
paronychial, chancriform, and annular forms
[2,6,7]. These forms are very challenging for
clinicians, particularly those in the first line and in
nonendemic areas [2].
Among
these
atypical/unusual
presentations of CL, eyelids involvement is
exceptional [8-10], and very difficult to diagnose in
current medical practice [10].
We present an original case of isolated
upper left eyelid CL in a 28-years-old Tunisian
man.
Case report
A 28-years-old Tunisian man, without
pathological medical history, was referred to our
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department for nodular lesion of the upper left
eyelid evolving for a month and non-responding to
topical antibiotics.

Figure 2. Erythematous and nodular lesion of the
upper lid with central crust

Somatic examination noted isolated,
nodular, crusted, 2 cm × 1 cm in diameter, and
painless skin lesion located in upper left eyelid
(Figure 1&2) without involvement of anterior eye
structures (Figure 3). No other lesions or
abnormalities were noted.
The basic biological tests were within
normal limits: total blood count, erythrocyte
sedimentation rate, C-reactive protein, fast
glycaemia, creatinine, calcemia, serum ionogram,
transaminases, muscle enzymes, uric acid, lipid
parameters, thyroid hormones, and serum protein
electrophoresis.
May
Grunwald
Giemsa-stained
examination of a slit-skin smear taken from the
palpebral lesion confirmed the diagnosis of CL by
objectifying
numerous
Leishman
bodies.
Polymerase chain reaction from the lesion was
positive for L. major.

Figure 3. Cutaneous leishmaniasis of the left upper
lid without involvement of the anterior segment of
the eye.

Treated with intramuscular meglumine
antimoniate at the dose of 60 mg/kg/day for 15
days, the evolution was favorable with complete
disappearance of the lesion. No recurrence has been
noted for four years.
Figure 1. Isolated nodular and crusted lesion of the
left upper lid.

Discussion:
Eyelids leishmaniasis is an exceptional
and unusual clinical presentation of CL [8-10],
often reported as sporadic clinical cases [11-16].
In large series of CL, its prevalence is
estimated at 0.27-0.72% (only two cases in Bari et
al. series of 718 patients with CL (0.27% of all CL
and 4.9% of atypical CL) [7], and only 8 cases in
Afghani et al. series of 925 patients with CL
(0.72% of all CL and 4% of CL of the face) [17].
No case was found in Raja et al. series of 1709
patients with CL including 37 cases of very unusual
lesions [18].
The rarity of this localization is mainly
explained by the frequent movements of the eyelids
which prevent the vector from biting and infecting
the skin in this region [9,10].
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The pathologic patterns of eyelids CL
include superficial ulcerative lesion, noduloulcerative lesion, nodular lesion, ulcero-crusted
lesion, and plaque-like lesion [8-18], and clinically
it may mimic chalazion, chronic granulomatous
blepharitis, or infundibular cyst [8-11]. Rarely
other aspect s such as ulcerous, cancer-like, and
phagedenic forms may be observed [10].
The lesion is typically unique, and the
lateral canthus seems to be the most frequently
affected part of the eyelids [8-10].
The palpebral LC can be uni- or bi-lateral
[10,13], involve the upper or lower eyelids [8-10],
isolated or associate with other sites of CL [8]. In
most cases, eyelids leishmaniasis is skin-limited
disease [10,17], but exceptionally infection can
extend and involve other structures of the eye with
serious ocular complications: conjunctivitis,
keratitis, and uveitis [10,19], and may lead to
blindness [10,16].
The differential diagnosis of eyelids CL
can discuss chalazion, sarcoidosis, syphilis,
tuberculosis (lupus vulgaris), histoplasmosis,
dacryocystitis, epitheliomas, basal cell carcinoma,
and eczema [8-17].
The treatment of eyelids CL is based on
systemic (intramuscular) or local (intralesional
injections) meglumine antimoniate, with a
classically favorable recovery [8,10,13].
Conclusion
As rare as it is, this atypical clinical
presentation of CL deserves to be well known by
clinicians, particularly those in first line and
exercising in endemic areas. The diagnosis of
eyelid CL deserves to be discussed in front of any
palpebral lesion which does not prove itself, in any
patient living or returning from a country endemic
for this infection.
This improved knowledge is the only
guarantor of early diagnosis and appropriate
management, in order to avoid serious
complications and blindness.
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