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Short Communication

American cutaneous leishmaniasis in a northeast Brazilian 
city: clinical and epidemiological features
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Abstract
Introduction: This study characterized the clinico-epidemiological profile of American cutaneous leishmaniasis (ACL) cases in 
Barbalha, Ceará State, Brazil. Methods: Medical records of 363 patients visiting Federal University of Cariri between 2009 and 
2014 were analyzed. Results: ACL was more prevalent in men with low education level from rural zones. The main presentation 
was a single ulcer, mainly in the lower limbs, and 49.8% also presented lymphadenomegaly. The annual incidence ranged 
from 2.83 to 22.60 per 10,000 inhabitants. Conclusions: The rates observed in this study indicate the importance of additional 
research to contribute to the control of this endemic disease. 
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According to the World Health Organization (WHO), the 
epidemiology of cutaneous leishmaniasis in the Americas is 
complex, with wide variation in transmission cycles, hosts, 
vectors, clinical manifestations, and response to therapy, with 
multiple circulating Leishmania species1.

Brazil is one of ten countries responsible for more than 
70% of all cutaneous leishmaniasis cases2. The inoculation of 
parasites is responsible for cutaneous lesions in the entrance 
area3.

Data analysis from DataSUS4 showed that from 1980 to 
2010, Ceará State had the higher number of cases of American 
cutaneous leishmaniasis (ACL) in the Northeast region. 
Additionally, one of the most affected areas in the State was 
the Cariri region.5 Silva6 showed that the highest incidence of 
leishmaniasis in Cariri occurred mainly in plateau areas near the 
foothills of the sierra, particularly the cities of Crato, Juazeiro 
do Norte, Jardim, and Barbalha.

Despite the high prevalence in Barbalha, there is a lack of 
clinico-epidemiological data regarding this region. Thus, this 
study aimed to determine the clinico-epidemiological profile 
of the ACL cases based on data from patients diagnosed at our 
service.

The data collection was performed at the Tropical Medicine 
Outpatient Clinic of the Federal University of Cariri, located in 
Barbalha. This city is within the Cariri region, in the Southern 
region of Ceará State, Brazil.

A retrospective and descriptive cross-sectional analysis was 
performed based on the medical records archived from January 
1, 2009, to December 31, 2014. The inclusion criteria were a) 
patient from Barbalha; b) diagnosis of ACL; c) sufficient data 
about the case; and d) non-repeat patient. The data collection 
followed two standardized protocols. The first included 
identification data and socioeconomic variables, while the 
second included clinical data. In this study, the variable “size of 
lesions” was defined as the sum of the diameters of all lesions in 
each patient. The results of laboratory tests were also included 
in the second protocol. The techniques and procedures of 
parasitological diagnosis were performed as described previously7.

ACL cases were confirmed clinically and epidemiologically. 
In addition, Montenegro’s test was also used. The collected 
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information was tabulated and processed in a Microsoft Office 
Excel® 2010 spreadsheet. These data were presented using 
descriptive statistics. 

Information from the aforementioned outpatient clinic was 
compared with epidemiological indicators obtained from the 
State Secretariat of Health of Ceará8. This study abides by the 
Resolution N°466/2012 of the Brazilian Ministry of Health 
and was approved by the University’s Ethics Committee under 
registration number 1.793.646.

Among the 363 included cases, 205 patients were male 
(56.47%) and 158 were female (43.53%), with an average age 
of 34.7 years (Table 1). The main occupations for both genders 
were farmers and students. Most patients (89.53%) were from 
rural zones. Other demographic data are shown in Table 1. 
The annual incidence of cases attended at our service ranged 
from 2.83/10,000 inhabitants in 2012 to 22.60/10,000 in 2010  
(Figure 1). Figure 1 also presents data from Brazil and three other 
countries (Peru, Colombia, and Paraguay) among the 12 high-
burden ACL countries in 2014, according to WHO2. Nicaragua 
and Panama were also evaluated because they had the highest 
incidence rates in 2009–2014 based on data from PAHO9.

Moreover, 316 cases included data on the type of lesion and 
237 included data on the lesion size. The lesion types included 
papule in five patients (1.38%), pustule in nine patients (2.48%), 
ulcers in 292 patients (80.44%), scar in one patient (0.28%), 
nodule in one patient (0.28%), plaque form in one patient 
(0.28%), and mucocutaneous form in three patients (0.83%).

Analysis of the number of lesions revealed that single 
lesions (68.04%) prevailed over multiple lesions (27.0%). 
Four (1.10%) cases presented disseminated disease and it was 
not possible to identify the number of lesions in 3.85% of 
cases. Lymphadenomegaly was present in at least, one region 
of the body in almost 50% of the patients, most commonly in 
the inguinal lymph nodes. There were cases in which patients 
had no visible lesions, only lymphadenomegaly. Later, some 
developed ulcers which were observed and registered during 
follow-up (information provided by the staff of the service). 
Among the 304 patients (83.75%) with lesions on only one part 
of the body, the most affected body region was the lower limbs 
(164 patients, 45.18%). The other regions included the upper 
limbs 82 (22.59%), head 34 (9.37%), and trunk 24 (6.61%). 
There was one case with a lesion with an atypical presentation 
at the glans of the penis that measured 10 mm. The smallest 
lesion registered was 2 mm, while the largest affecting one 
single patient was 190.6 mm in diameter (based on the sum of 
diameters). The mean size of the lesions was 23.4 mm.

Regarding comorbidities, 52 patients (11.57%) had 
hypertension, nine (2.47%) had diabetes, and five (1.47%) had 
asthma. In contrast, 299 patients (82.37%) had no comorbidities.

Regarding the diagnostic methods, 199 (54.82%) cases 
were confirmed by laboratory tests. Table 2 shows the results 
of the tests used, as well as the numbers of patients who tested 
negative or had a combination of positive results. A total of 120 
cases were positive for Leishmania (Viannia) braziliensis by 
immunohistochemistry.

According to Americas data from PAHO, 69% of the cases 
were men, and approximately 50% were aged between 20 and 
50 years9. In line with these data, our study showed a slight 
predominance of male subjects (56.47%), with ages ranging 
from 19 to 40 years. The prevalent labor activity was farming, 
reported by almost half of the male patients, similar to the reports 
from Bustos et al.10 and Teles et al.11.

The transmission of this disease is related to human activity 
in the vectors’ habitat. This pattern also occurs in Barbalha, in 
which mainly men are affected, as those in the Cariri region 
usually work outdoors in fields within the vectors’ habitat during 
the peak vector activity. 

Teles et al.11 reported that in addition to the prevalence 
of leishmaniasis in people living or working in rural areas, 
the vector is also adapting to peri-urban areas. Similar to 
Bustamante et al.12, 10.18% of the patients in the present study 
did not live in rural areas, which might indicate the transmission 
of this disease outside these regions. However, we cannot 
exclude the possibility of cases caused by recreational or casual 
visits to rural areas.

In the present study, 198 (54.6%) patients were frequenting 
or had frequented the elementary school. The high rate of 
patients with low educational level suggests that this disease 
affects mainly people with low socioeconomic status, as has 
been reported in Argentina10.

The clinical presentation of cutaneous leishmaniasis lesions 
can mimic several other disorders, thus confounding physicians 
and leading to a delay in precise diagnosis13. In the present study, 
the atypical presentations included a plaque form, a scar lesion, 
and a penile lesion. Gontijo and Carvalho3 described a great 
plurality of clinical conformations of ACL in an endemic area, 
which was also found in our sample. However, ulcers were the 
most prevalent lesion type.

Since the lower and upper limbs are generally the parts of 
the body most exposed to the vector due to the tropical weather 
in the Cariri region, they were also the most affected parts of 
the patients’ body, followed by the head, mainly the cheeks. 
This finding demonstrates the necessity to develop methods to 
better protect these parts of the body from parasite inoculation.

According to the literature, simultaneous presentation 
of lymphadenopathy and cutaneous lesions are found in 
Leishmania (Viannia) braziliensis infections10. Another study 
in Ceará reported that 77% of the patients presented with 
lymphadenopathy in addition to skin lesions and that Leishmania 
braziliensis should be considered in cases of unexplained 
lymphadenopathy in endemic areas14. In line with this report, 
the prevalence of lymphadenopathy in the present study was 
about 50% and all 120 cases submitted to immunohistochemical 
examination were positive for L. (Viannia) braziliensis.

Although the Brazilian Ministry of Health recommends 
diagnosis confirmation through laboratory methods before 
initiating treatment, this delay allows a pure clinico-
epidemiological diagnosis, especially when the patient is 
from an endemic area15. In this study, 54.82% of the cases 
underwent at least one confirmatory test. Resource limitations 
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TABLE 1: Sociodemographic characteristics present in the analyzed records of the Tropical Medicine Ambulatory.

Characteristics
Female Male Mean

n % n %

Age (years) 34.76

1–18 33 9.09 52 14.32

19–40 71 19.55 87 23.96

41–60 28 7.71 41 11.29

>60 25 6.88 23 6.33

Not reported 1 0.27 2 0.55

Schooling

Under age 8 2.20 4 1.10

Illiterate 14 3.85 23 6.33

Literate 0 0.00 1 0.27

Elementary school 55 15.15 105 28.92

High school 29 7.98 33 9.09

Higher education 7 1.92 2 0.55

Not reported 45 12.39 37 10.19

Occupation

Under age 8 2.20 4 1.10

Student 35 9.64 56 15.43

Farmer 38 10.47 87 23.97

Retired 18 4.96 12 3.31

Teacher 6 1.65 1 0.28

Merchant 1 0.28 4 1.10

Housewives 31 8.54 0 0.00

Other 7 1.93 29 7.99

Not reported 14 3.86 12 3.31

Zone

Urban 19 5.23 18 4.95

Rural 139 38.29 186 51.23

Not reported 0 0.00 1 0.27

Time until firstconsultation 
(months)

< 1 53 14.6 80 22.04

1–3 91 25.07 110 30.3

>3 8 2.2 6 1.65

Not reported 6 1.65 9 2.48
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FIGURE 1: Comparative data of ACL incidence rates from the Tropical Medicine 

Outpatient Clinic (Barbalha) with: a) rates from Brazil and other Latin America 

Countries (Paraguay, Colombia, Peru, Brazil, Panama, and Nicaragua); b) and Brazilian 

geographic regions (North, Northeast, Southeast, South, and Midwest).
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FIGURE 1: Comparative data of ACL incidence rates from the Tropical Medicine Outpatient Clinic (Barbalha) with: a) rates from Brazil 
and other Latin America Countries (Paraguay, Colombia, Peru, Brazil, Panama, and Nicaragua); b) and Brazilian geographic regions (North, 
Northeast, Southeast, South, and Midwest).
a. Country rates were calculated based on data from an epidemiological report of the Pan American Health Organization - PAHO (reference 9).
b. Data on Brazilian regions were obtained from DataSUS, Ministry of Health, Brazil.
*Incidence rate (cases/10,000 inhabitants).
**The PAHO report contained no data from 2013.
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TABLE 2: Summary of the Diagnostic Methods performed at the Tropical Medicine Ambulatory of the Faculty of Medicine, Federal University of Cariri.

Diagnostic Methods
Positive 

(%)
Negative (%) Discarded (%) Not performed (%)

Histopathological 99(27.3) 54(14.9) - 210(57.9)

Imprint 137(37.7) 7(2) - 219(60.3)

Montenegro test 168(46.3) 17(4.7) - 178(49)

Culture 80(22) 1(0.3) 44(12.1) 238(65.6)

Immunohistochemistry 120(33.1) 0 - 243(66.9)

Number of confirmatory tests 
in each patient 0 1 2 3 4

Number of cases (%) 164(45.2) 58(16) 45(12.4) 49(13.5) 47(12.9)

for routine laboratory examinations led to delayed diagnosis 
in the remaining cases, which were based mainly on clinico-
epidemiological features and therapeutic response.

Based on WHO data2, the percentage of diagnoses confirmed 
by laboratory tests in our service was less than those in other 
countries in 2014, including Paraguay, Colombia, and Peru 
which covered 100% of cases, and even Brazil (89%). From 
a continental perspective, our service presented values similar 
to those of Nicaragua and Mexico and greater than that of 
Argentina (approximately 20%) in 20149. However, it is 
necessary to expand the use of confirmatory tests; although the 
diagnosis of ACL is a hard task, it is essential considering the 
toxicity profiles of the available drugs.

A lower incidence rate was observed in 2012 in our service 
during the study period, similar to the rates reported in Peru 
and Colombia but higher than those in Brazil and Paraguay2. In 
addition, in 2009–2011, the rates in Barbalha were higher than 
those in Nicaragua and Panama, the countries with the highest 
rates in that period9. It is worth noting that Barbalha registered 
case numbers higher than those in some Latin American 
countries, including Paraguay.

In summary, the main clinico-epidemiological features 
were the predominance in men aged 19–40 years from mainly 
rural areas, with a single ulcerated lesion generally less than 
30mm in any part of the limbs. Half of the cases presented 
with lymphadenopathy. The absence of confirmatory laboratory 
tests in 45.2% of the cases along with the non-identification 
of Leishmania species in the majority of the samples were 
the major limitations of this study. However, the rate of non-
confirmed cases by laboratory tests was less than those from 
other Latin American countries. Finally, the incidence rates 
showed the relevance of ACL in the Cariri region and indicate 
the need for additional research in order to better characterize 
this disease throughout the country, provide information to guide 
effective health public programs, and improve the management 
of this illness among clinicians working in regions with similar 
features.

Acknowledgements

We thank the National Counsel of Technological and Scientific Development 
(CNPq) for research funding and scholarship granting. We also thank the 
Scientific Writing Laboratory of the Federal University of Cariri, which made 
possible the development of this study. Finally, we thank the State Health 
Secretariat of Ceará, which provided the epidemiologic indicators. 

Conflict of Interest

The authors declare that there is no conflict of interest.

Financial Support

This work was supported by National Counsel of Technological and Scientific 
Development (CNPq) (project number 441965/2014-8).

REFERENCES

1. World Health Organization. Leishmaniasis:Epidemiological 
situation [internet]. Geneva, Switzerland: WHO; 2017 [cited Dec 16 
2017]. Available from: http://www.who.int/leishmaniasis/burden/
en/

2. World Health Organization (WHO). Weekly epidemiological 
record91: 285-96[internet].Geneva, Switzerland: WHO; 2016 
[cited Dec 16 2017]. Available from: http://www.who.int/wer/2016/
wer9122/en/

3. Gontijo B, Carvalho MLR. Leishmaniose tegumentar Americana. 
Rev Soc Bras Med Trop. 2003;36(1):71-80.

4. Negrão GN, Ferreira MEMC. Considerações sobre a leishmaniose 
tegumentar americana e sua expansão no território brasileiro. 
Revista Percurso 2014;6:147-68.

5. Oliveira AR, Fernandes CA. Focos e fatores associados ao 
aparecimento de leishmaniose tegumentaramericana (LTA) e 
leishmaniose visceral (LV) no Cariri cearense. Revista Interfaces: 
Saúde, Humanas e Tecnologia 2014;2(5):1-5.

6. Silva CGL. Socio-epidemiological considerations regarding 
American Cutaneous Leishmaniasis(ACL/CTA) in Cariri, Ceará 
State - Brazil. Tendências: Caderno de Ciências Sociais. 2008;6: 
239-58.

Rev Soc Bras Med Trop 51(6):837-842, Nov-Dec, 2018



842

7. Norões ÍJA, Moraes MO, Feitosa TTS, Souza LSB, Gonçalves Jr J, 
Rolim Neto ML, et al. Avaliation the therapeutic efficacy of Fluconazol 
on Human Tegumentary Leishmaniasis. Int Arch Med. 2015.

8. Instituto de Pesquisa e Estratégia Econômica do Ceará. Perfil Básico 
Municipal [Internet]. Fortaleza – Ceará; 2015 [cited Dec 16 2017]. 
Available from: http://www.ipece.ce.gov.br/index.php/perfil-municipal

9. Pan American Health Organization. Leishmaniasis: data, Maps 
and Statistics. [Internet].  Washington: Pan American Health 
Organization; 2018 [cited May 02 2018]. Available from:http://
www.paho.org/hq/index.php?option=com_topics&view=readall&c
id=6721&Itemid=0&lang=pt 

10. Bustos MFG, González-Prieto G, Ramos F, Mora MC, Hashiguchi 
Y, Parodi C, et al. Clinical and epidemiological features of 
leishmaniasis in northwestern-Argentina through a retrospective 
analysis of recent cases. Acta Trop. 2016;154:125-32.

11. Teles CBG, Medeiros JF, Santos APA, Freitas LAR, Katsuragawa 
TH, Cantanhêde LM, et al. Molecular Characterization of American 

Cutaneous Leishmaniasis in the tri-border area of Assis Brasil, Acre 
State, Brazil. Rev Inst Med Trop São Paulo. 2015;57(4):343-7.

12. Bustamante M, Diaz M, Espinoza J, Parrado R, Reithinger R, 
García AL. Sand fly fauna in Chapare, Bolivia: an endemic focus of 
Leishmania (Viannia) braziliensis. J Med Entomol. 2012;49(5):1159-
62.

13. Meireles CB, Maia LC, Soares GC, Teodoro IPP, Gadelha MDSV, 
Silva CGL, et al. Atypical presentations of cutaneous leishmaniasis: 
a systematic review. Acta Trop. 2017;172:240-54.

14. Sousa AQ, Parise ME, Pompeu MM, Coelho Filho JM, Vasconcelos 
IA, Lima JW, et al. Bubonic leishmaniasis: a common manifestation 
of Leishmania (Viannia) braziliensis infection in Ceara, Brazil. Am 
J Trop Med Hyg. 1995;53(4):380-5.

15. Brasil. Ministério da Saúde. Secretaria de Vigilância em Saúde. 
Departamento de Vigilância Epidemiológica. Manual de Vigilância 
da Leishmaniose Tegumentar Americana. 2nd ed. Brasília: Editora 
do Ministério da Saúde; 2007; 182p.

Grangeiro Júnior CRP et al. - Cutaneous Leishmaniasis in a Brazilian northeast city


