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SUMMARY

An unusual case of Kala-azar is described. The patient had generalised
lymphadenopathy along with irregular pyrexia and hepatosplenomegaly. Bone-
marrow examination revealed LD bodies.

INTRODUCTION

Kala-azar was first detected in this area in garo-hills region and adjacent
places of Assam as early as in 1880 (Leading Article, 1978). During fifties
kalazar was one of the major public health problems. It gradually disa-
ppeared with the large scale use of DOT in Malaria Education Programme.
In 1971 it appeared in epidemic form in India. During 1980-85, 477 cases
were reported in Bangladesh (Country Report in South East Asia, 1985).

Patients with kala-azar usually present with irregular fever, weight loss,
anaemia and progressive splenomegaly. Unusual features of kala-azar such as
mild splenomegaly without fever have previously been reported from this
Institute (Enayetullah et ai, 1985). Since some special problems were encoun
tered in the diagnosis of the present case, it was considered worth reporting,

Case Report

A 50 years old male session judge from Chapai Nawabganj was keeping
well until middle of May 1986 when he developed fever which was remittent
in nature and was accompanied by dry cough. He was advised cotrimoxazole
and antimalarial (Sulphadoxine plus pyrimethamine) which caused temporary
remission for about four days. No investigation was done. His appetite was
reduced and he noticed significant weight loss during one month of his illness
prior to his admission in IPGMR. He had history of kala-azar at the age
of twelve years and was treated with urea stibamine and he became symptom
free. Three years back he developed symptoms of angina which was relieved
with dipyridamole (150 mg/day). He was a smoker (20 sticks/day) and gave
up smoking after this.

Examination revealed moderate anaemia. There was no pigmentation.
Pulse rate was 104/min, blood pressure 100/65 mmHg. and temperature IOIOP.
His submandibular, left supraclavicular, left axillary, left inguinal group of
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lymph nodes were enlarged. These were 3-4 em in diameter, firm, discrete,
mobile and non-tender, Liver was enlarged 6 em below right costal margin in
mide clavicular line and was smooth. firm, non-tender. Spleen was also
enlarged 7 em below left costal margin. Examination of other systems did
not reveal any significant finding. Investigations done immediately before
admission into hospital and his haemoglobin was 7.5 g%, ESR 150 mm
in first hour, TLC 1500/mm3, P 54%, L 34,%;, monocyte 12%. Blood film did
not show malaria parasite. Bone marrow examination revealed that it was
hypercellular with increased myeloid and erythroid ratio. Erythropoiesis
was active and normoblastic. Granulopoiesis was also active and was
maturing to segmented forms. Plasma cells were increased as were histio-
cytes and many atypical cells could be identified. No parasite was found. The
possibility of Iympho reticular malignancy or preleukaemia was suggested
by the consultant haematologist.

Observing the results of above investigations along with clinical features
certain possibilities were considered; viz. lymphoma, leukaemia, cirrhosis of
liver, chronic malaria, disseminated tuberculosis and kala-azar.

After admission laboratory examination revealed haemoglobin 7.4g%, TLC
2,500Jmm3 with P 32%, L 46%, M 8% and 14% atypical cells. Platelet count
was normal. Ova of AD was present in stool. Urine examination, blood
sugar and urea were in normal ranges. S. total proteins was 80g/1 with
S. albumin 199/1 and S. glob. 61g/1.

AFB could not be detected in sputum and ordinary culture showed
moderate growth of E. coli. Bleeding and clotting times were normal. Mala-
ria parasite and LD bodies were absent in blood film examination. Skiagram
chest was normal. CFT for kala-azar was negative while Aldehyde test showed
moderately positive reaction. Test for HBsAg was negative and endoscopic
examination of upper GI tract was normal. ECG showed evidence of inferior
myocardial ischaemia.

Left supraclavicular lymph node biopsy was done. Histopathological
report sugge.,ted malignant lymphoma diffuse lymphocytic type and poorly
differentiated. A reexamination of the tissue was requested. The earlier report
was confirmed.

A course of CVP(cyclophosphamide, vincristine, prednisolone) was given.
There was no appreciable response. Blood examination showed features of
iron deficiency anaemia. Leucopenia with relative lymphocytosis persisted.
Urine examination including culture sensitivity test was insignificant. Blood
culture showed no growth.
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Since there was no improvement, the patient desired to send the tissue
abroad for opinion. It was reported as hyperplastic lymph node with numerous
minuto organisms in histiocytes highly consistent with histoplasmosis and/or
leishmaniasis. Repeat eFT for kala-azar was negative but AT and CT were
both strongly positive. Rcversal of A : G ratio was as before. Bone marrow
(sternaD study revealed cellular marrow with normal ME ratio erythropoiesis
was active and normoblastic, granulopoisis was also active and maturing to
segmented form. There were some histiocytes, some of which contained LD

bodies. Megakaryocytes were normal. Culture in NNN medium was negative.
A diagnosis of kala-azar was made. Sodium stibogluconate, 600 mg (6ml) i.v.
was given daily for six days. The patient began to improve gradually and
temperature came down to normal on the third day.

For academic interest splenic puncture was suggested. This lead to a

complication. The patient developed haemorrhagic shock with intra-abdomi!1al
bleeding. The material was sent for direct microscopy and culture. LD bodies
could not be detected.

The complication was managed conservatively and Injection Sodium stibo-
gluconate was stopped temporarily. This was restarted one week later and

continued for another two weeks. (total 20 days). Size of live-r, spleen, lymph
nodes showed slow regression.

After about one week, patient again developed fever with pain in right
chest. Skiagram chest showed right sided basal consolidation. He was success-
fulIy treated with ampicillin for 10 days. He was discharged 15 days later
At the time of working he is reported to be well.

DISCUSSION

The case presented here is one of kala.azar (visceral leishmaniasis) a
disease which is not uncommon in this country.

The patient presented with remittent fever, anorexia, weight loss, hepa-
tosplenomegaly and generalised lymphadenopathy. Kala-azar may have any type
of fever viz continous, double rise, remittent and even undulating (Manson-
Bahr, 1982). A large scale study by Thakur et al. (1981) showed presence of
anorexia in about 10% cases. These authors also pointed out pigmentation in
only 4.5% cases. Our patient was free of pigmentation. The most confusing situ-
ation was generalised lymphadenopathy in association with hepato-splenomegaly.
Reticuloendothelial hyperplasia following infection with L. donovani affect

spleen, liver, bonemarrow, lymph nodes and other lymphoid tissues (WHO Tech-
nical Series Report, 1984). Generalised superficial lymph node enlargement has also
been reported as a feature of epidemic Indian kala-azar (Nandy and Chowdhury,

101



Bangladesh Med. Res. Counc. Bull. December, 1986

1984). It is a common feature in African patients. Lymphadenopathy though
considered scarce in Indian kala-azar, it appeared to be conspicious feature in
West Bengal during recent times (Tropical Disease Bulletin, 1985).

Histopathological examination of lymph node biopsy may be confused
with lymphoma as was in this case. Histoplasmosis was also suspected on
examination of biopsy material. Though uncommon the disease can be diagno-
sed in more patients only with high degree ot"suspicion. In fact, first case of active
histoplasmosis has been reported from Bangladesh (Islam and Chowdhury,
1982 ).

Though kala-azar can occur at any age, majority cases are in children
and young adults. Our patient was 50 years old who was given a course of
urea stibamine 38 years back. It has been reported that true second in-
fection with homologous strain of L. Donovani is almost unknown (Roy,
1986). Rahman and Islam (1983) showed in two cases LD bodies were re-
covered (splenics mears and scraping from skin lesions) 20 years after the initial
disease was treated.

This demonstrates that disease can be maintained in subclinical state with

relapses later on. Considering above facts, the case reported here could be
a due to a relapse.

In this case, on the basis of presence of atypical cells in periphe.ral blood
film and bone marrow along with leucopenia preleukaemia was suspected
initially. Clinical features were also to Some extent in favour. Subsequent
marrow examination showed histocytes containing LD bodies. Retrospectively,
those atypical cells were histiocytes in hyperplastic phase - a characteristic
feature of the disease process. In fact, even aleukaemic leukaemia may be
confused initially. Occasionally, megaloblastic change can occur in bone marrow
(Thakur et 01, 1981).

In this case both AT and CT were strongly positive. Complement fixa-
tion test can become positive within 3 weeks of oneset of disease. But false positive
reactions can occur as shown in Indian study in 27% cases (Aikat et ai, 1979).
This percentage came down to 8% in our laboratory (Rahman and Islam, 1979).

Sensitivity and specificity of CFT were investigated using antigen extrac-
ted from promastigolen of L. donovani. Anticom plementary activity was ob-
served in serum of 51~ patients and in 2% cases CFT was negative and doubt-
ful in 5% (Hockmeyer et 01, 1983). Anticomplementary reactions can also
occur in high proportion of test sera. (Sen Gupta and Adhikari, 1952).
While a positive reaction indicated visceral leishmaniasis. a negative or doubtful
reaction did not exclude the possibility of the disease.

102



Vol. XII. No.2
~

UNUSUAL FEATURES IN KALA-AZAR-CHOWDHURY AND ISLAM

In our case CFT wae negative on two occasions. It might be due to
absence of complement fixing antibodies in this particular case.

LD bodies can be found in splenic aspirations in 90-95% cases. (Thakur.
]986). Microscopic examination of splenic smears and culture in NNN medium
of marrow material and smears was negative in this case. This might be
due to prior treatment with Sodium stibogluconate for 6 days.

In cases of kala-azar. secondary infection is common due to supression
of immunity. Our patient developed pneumonia in right lung which was success-
fully treated. Short course therapy has been found to be inadequate and
relapse rate was significant (]3%). It has also been shown that secondary
unresponsiveness also improved with increased dose and duration of treat-
ment (Thakur et aI, ]984). Based on this concept our patient was treated
with sodium stibogluconate for 20 days in a dose of 600 mg daily intrave-
nous]y.
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