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A relapse case of HIV-PKDL co-infection associated with diabetes and its microvascular complications
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Dear editor,

   A 38-year old male patient, a relapse case of post kala-azar 

dermal leishmaniasis (PKDL) with HIV presented with type 2 

diabetes and its micro-vascular complications including non-

proliferative diabetic retinopathy and diabetic neuropathy. In 

2008, patient was diagnosed with visceral leishmaniasis and 

assessed by positive splenic aspiration for Leishmania donovani 

bodies. He was treated with single dose injection of liposomal 

amphotericin B (AmBisome) at 10 mg/kg i.v. at Rajendra 

Memorial Research Institute hospital, Patna, Bihar, according 

to the guidelines recommended by World Health Organization/

National Vector Borne Disease Control Program. In 2010, he 

was diagnosed to have HIV with diabetes. He was started on 

antiretroviral treatment by an antiretroviral treatment center 

with tenofovir + lamivudine + efavirenz. He had relapses of 

kala-azar four times during the period of 2011–2015. He was 

treated with AmBisome plus miltefosine in 2011, single dose 

of AmBisome in 2012 and with AmBisome plus miltefosine 

another two times in the year 2015 at primary health center. 

Patient developed nodular skin lesions on face, chest, back, 

hand and leg six months back. Skin biopsy was suggestive of 

PKDL and he was treated with AmBisome 5 mg/kg body weight 

twice a week for 3 weeks. Patient improved clinically and 

parasitologically (0 parasite in the slit skin smear) at the end of 

treatment. After 6 months of PKDL treatment, the patient was 

readmitted at Rajendra Memorial Research Institute hospital 

with complaints of papulo-nodular skin lesions for two months, 

tingling and numbness of hand and foot, along with joint pain 

for same duration. Skin biopsy was again suggestive of PKDL. 

Sputum for acid fast bacilli and serology for hepatitis B and C 

was negative. CD4 count was 152 cells/mm3, CD8 count was 

442 cells/mm3, CD4/CD8 ratio was 0.34 (0.57–2.03). Apart 

from serum creatinine and blood glucose, all the hematological 

and biochemical parameters were found within the normal 

range. His serum creatinine was 2.5 mg/dL, urea was 34 mg/

dL, fasting blood sugar was 180 mg/dL, post prandial blood 

sugar was 280 mg/dL, glycosylated hemoglobin was 8.4% and 

there was microalbuminuria in urine examination. After strict 

blood sugar control with regular insulin subcutaneously and on 
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diabetic and renal diet with proper hydration, renal parameters 

became normal. Fundus examination was suggestive of mild 

non-proliferative diabetic retinopathy in right eye and early 

non-proliferative changes in left eye. Diabetic neuropathy was 

diagnosed with clinical features of tingling, numbness, joint pain, 

resting tachycardia, anhydrosis and slowing of nerve conduction 

velocity. These neurological symptoms subsided after strict blood 

sugar control. Patient was treated with miltefosine 50 mg twice 

per day for 12 weeks, according to World Health Organization/

National Vector Borne Disease Control Program guidelines 

for PKDL. At the end of treatment, patient improved clinically, 

hematologically and parasitologically (Figure 1). Slit skin smear 

revealed absence of parasites. 

   Visceral leishmaniasis in HIV is increasingly reported, but 

PKDL is rare in HIV and only few cases are reported in India[1]. 

Parasitic load is high in immunocompromised individual and 

present in severe form, hence nodular skin lesions are more 

common as compared to immunocompetent where it is mainly 

of maculo-papular type[2,3]. Diabetes is known to harbor 

infectious diseases, so its presence increases the fatality of 

the disease. Here we are reporting a relapse case of PKDL in 

HIV associated with diabetes and its complications. Our case 

is unique, because of unusual presentation and recurrence of 

PKDL in HIV and diabetes. There are no specific treatment 

Figure 1. Patient with nodular lesions before treatment (a) and after treatment (b).

(a) (b)

guidelines for this co-infection, especially in such complicated 

cases. Treatment of PKDL in HIV is miltefosine 50 mg twice 

a day for 12 weeks. The other treatment option for PKDL 

is amphotericin-b in the dose of 1 mg/kg in 5% dextrose 

i.v., on alternate days for 20 injections in 3 to 4 courses at 

fifteen day intervals. This treatment regimen is very lengthy, 

requires prolonged hospitalization and has severe side effects. 

Combination studies are needed so that the treatment duration 

is shortened with high efficacy and safety. Treatment and 

diagnostic aspects of these disease combinations are quite 

difficult. These cases are more prone to frequent relapses, drug 

interactions and no proper dose authentication. Hence, more 

attention is needed for these plethoras of diseases when we are 

knocking at the door of kala-azar elimination in the Indian sub-

continent.
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