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Kala azar also called as visceral leishmaniasis is a slowly progressive parasitic 

infection caused by protozoan of Leishmania genus transmitted by infected bite of 

female Phlebotomus.(1,2) Known endemic region of the world are rural India, 

Bangladesh, Sudan, Nepal and Brazil.(3) In India, kala azar is prevalent in hot and 

humid climates in eastern Indian states with most cases reported from Bihar, Bengal, 

Jharkhand and Uttar Pradesh,(4) with few sporadic cases reported from sub 

Himalayan part of north India including Uttarakhand, Jammu and Kashmir and 

Himachal Pradesh and few cases from Gujrat.(5,6,7) Diagnosis of kala azar is based on 

clinical suspicion of the disease along with diagnostic tests that include parasitic 

demonstration in splenic aspirate and amastigote form of LD (Leishmania donovani) 

bodies in bone marrow aspirate.(8) Splenic aspirate has a very good sensitivity index 

but is not generally the preferred diagnostic test because of its difficulty technique 

and risk of fatal haemorrhage, hence bone marrow aspirate is most commonly 

performed diagnostic test. 

Kala azar is endemic in four states of India i.e. Bihar, Uttar Pradesh, West Bengal 

and Jharkhand. But it can be seen in any part of the country as people move from one 

place to another to earn their livelihood. Repeated attempts of eliminating this 

disease has been met with failures. After missing the recent deadline of 2017, 

Government of India is yet to set a new goal. To succeed all the health professionals 

should come together to increase awareness about the disease. Here we present a 

case of a young boy who reported to us with prolonged fever, splenomegaly and 

pancytopenia. After eliminating other possibilities and as a workup for pyrexia of 

unknown origin, bone marrow aspiration was done. Initially kala azar was 

considered as a differential diagnosis, and it was confirmed by demonstrating LD 

bodies in the marrow aspirate. 

 

 
 

 

PRE SE NTA TI ON O F CA S E  

 

 

A 20 years male, permanent resident of Uttar Pradesh presented to our department 

with chief complaints of fever for 3 months, abdominal discomfort for 1 month, 2 

episodes of nasal bleed 3 days back, and black coloured stools for one day. For the 

past 3 months patient was being treated at his native place where he was transfused 

with 4 fresh frozen plasma and 4 platelet concentrates 1 month back, but the 

condition of the patient kept on deteriorating despite their efforts. Subsequently the 

patient was referred to our tertiary care centre. Patient was admitted in our hospital 

and initial assessments revealed presence of jaundice and pallor, on per abdomen 

examination liver was palpable 6 cm below right costal margin and spleen was 

palpable 12 cm below left costal margin, rest of the systems were normal on 

examination. 
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Peripheral blood film was suggestive of pancytopenia. Red 

cell morphology was microcytic hypochromic with moderate 

anisocytosis, total leucocyte count was 1300/cmm, platelet 

count was 15,000/cmm. Liver function tests of the patient 

reported total bilirubin–4.12 mg/dl, transaminases were 

elevated with AST of 108 IU/L, ALT- 105 IU/L, and albumin 1.3 

g/dl. Blood cultures report was negative and Viral marker 

serology (hepatitis A, B, C, E and HIV) were also negative. As 

diagnostic tests for dengue and malaria were also negative, 

patient was ordered a bone marrow examination on clinical 

suspicion of Kala Azar (visceral leishmaniasis). The bone 

marrow picture of the patient showed LD bodies (figure 1). 

The patient was immediately started on Amphotericin B 

injections at the dosage of 1 mg/kg every alternate day, after 5 

infusions patient was symptomatically improving but patient 

left against medical advice and patient did not show up for the 

remaining dosing and was lost to follow up. 

 

 

Figure 1. Microphotograph of the bone marrow aspirate revealing 

numerous extracellular amastigote forms of Leishmania donovani 

with characteristic double dot appearance (arrows)                                    

(May–Grünwald–Giemsa stain, oil immersion) 

 

 
 

 

DI SCU S SI ON  

 

 

First reported case of kala azar was in Jessore district in 

Bengal, which is now in Bangladesh, in 1824.(9) It is known 

endemic disease in 62 countries, there are estimated 500,000 

new cases reported annually of which 90 % cases are from 

countries with rural population like India, Bangladesh, Nepal, 

Brazil and Sudan, Nearly one half of the cases occur in India.(10) 

Kala azar has an incubation period ranging from 10 days to 

2 years.(11) Protozoan of visceral leishmaniasis infects the 

macrophages and monocytes (circulating and fixed phagocytic 

cells) responsible for immune response in the body. The bite 

of sand-fly transmits the flagellate promastigote form in the 

body. The macrophages present in the bone marrow, spleen 

and liver phagocytose promastigote form and transform it to 

aflagellate amastigote. This intracellular amastigote form is 

called as LD (Leishman - Donovan) Body. These LD bodies are 

2–5µm in length, oval in shape and can be identified by the 

nucleus along with extranuclear densely stained kinetoplast 

on microscopy.(12) For the treatment of kala azar liposomal 

amphotericin B in dosage of 3 mg/kg/day for 7 days given                   

(1st to 5th day, then 14th and 21st day). Because of high cost of 

amphotericin B, sodium stibogluconate has been the preferred 

treatment agent in India. Recently single dose of 10 mg/kg of 

liposomal Amphotericin B is being advocated. Moderate 

success has also been achieved with oral miltefosine and 

paromomycin.(13) 

Early diagnosis of kala azar has always been difficult 

especially in non-endemic regions as early infection usually 

presents with a triad of fever, splenomegaly and pancytopenia 

which is common in many infectious and non-infectious 

diseases making it extremely difficult to suspect on initial 

assessment.(14,15) Via this case report we want to emphasize on 

the fact that clinical suspicion in such cases is extremely 

important, lack of diagnosis can lead to fatal outcomes in such 

patients. Our patient was initially treated at his hometown 

where he underwent multiple diagnostic tests and various 

treatments but a diagnosis was not reached upon. We would 

also like to stress upon the importance of geographical 

information of the patient like in our case Haryana state is not 

an endemic region for kala azar however our patient was a 

resident of Uttar Pradesh state which is a known endemic 

region for kala azar. Similarly, various cases have been 

reported about patients from these endemic regions working 

outside of the state or with history of travel to these endemic 

areas, presenting in non-endemic regions. Kala azar may be 

difficult to diagnose, but it is definitely treatable. 
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