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ABSTRACT

Rationale: American tegumentary leishmaniasis comprises

cutaneous and mucocutaneous manifestations caused by parasitic 

infections by various Leishmania species. This report details the

clinical interventions for a patient with American tegumentary 

leishmaniasis in Mendoza, Argentina, a non-endemic region.

Patient concerns: A 43-year-old male was admitted to a tertiary

care hospital in Mendoza, Argentina Republic with a history of 

progressive nasal discharge, septal perforation, facial pain, and 

pruritus. Despite treatment for presumed nasal myiasis and vasculitis 

with granulomatosis, symptoms persisted.

Diagnosis: American tegumentary leishmaniasis.

Interventions: Intravenous liposomal amphotericin B.

Outcomes: Follow-up at 30 days showed no recurrence of symptoms

with a remarkable clinical improvement of the nasal lesion.

Lessons: This case sheds light on the necessity of accurate

identification for timely intervention and the need to recognize the 

diverse manifestations of American tegumentary leishmaniasis to 

avoid misdiagnosis.
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1. Introduction

  In the Americas, cases of American tegumentary leishmaniasis 

(ATL) extend from the southern United States to northern Argentina. 

In regions where the disease is endemic, elevated morbidity rates 

are observed, while in areas where it is less common, it is frequently 

misdiagnosed as other granulomatous skin pathologies[1]. The

diagnosis of ATL can be challenging due to the variety of clinical 

manifestations, the limited sensitivity and specificity of serological 

tests, and the risk of superinfection in the lesions[2,3]. However,

the main issue lies in the lack of knowledge among healthcare 

professionals regarding neglected tropical diseases[1]. To the best of

our knowledge, no similar case has been reported in the literature in 

our region. This is the first reported case of ATL masquerading as 

myiasis and granulomatous vasculitis. This article describes a case 

of concurrent ATL in a patient with a recent history of nasosinusal 
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myiasis infestation, initially misdiagnosed as vasculitis with 

granulomatosis. This case highlights the importance of including 

American tegumentary leishmaniasis as a differential diagnosis, even 

in areas where the disease is not prevalent. Furthermore, maintaining 

a broad differential diagnosis is critical, even when dealing with 

lesions that seem characteristic of a particular condition, as many 

infectious agents can present with similar features.

2. Case presentation

  A 43-year-old male was admitted to a third-level hospital in 

Mendoza, Argentina. The patient was born in the Plurinational State 

of Bolivia, with a history of frequent travel to the rainforests. The 

patient reported the presence of small, immobile ectoparasites and 

whitish larval remains in the nostril for two months. The day before 

hospitalization, he reported extracting two larvae from the nostril and 

applying basil leaves. The physical examination showed the presence 

of larvae in the nasal fossa with erythema and tenderness of the 

facial area. Devitalized tissue and septal perforation were found in 

the nasal cavity. Blood tests revealed leukocytosis with neutrophilia 

and an elevation of systemic inflammation markers as erythrocyte 

sedimentation rate with 66 mm/h (reference value: 0-15 mm/h) and 

C-reactive protein with 28 mg/L (reference value: 0-5 mg/L).

  A diagnosis of cutaneous myiasis (sinonasal myiasis) was made, 

and the patient was prescribed clindamycin (600 mg every 8 hours 

intravenously) and ampicillin-sulbactam (1 500 mg every six hours 

intravenously). The patient underwent rhino-sinusal videoendoscopic 

Figure 1. Vascular damage in the nasal mucosa of a 43-year-old male is characterized by endothelial swelling, thickened walls, and extravasated 

erythrocytes, 40× magnification (A). Granuloma in deep reticular dermis, 40× magnification (B). At higher magnification, empty vacuoles are seen within 

giant cells in a necrobiotic granuloma, 60× magnification (C). Three months after treatment failure due to misdagnosis, the patient's nasal lesions tissues 

were sent for culture, and Leishmania spp. promastigotes was observed under optic microscopy, 40× magnification (D). Zoom of Figure 1D (E).
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surgical exploration to remove larvae and devitalized granulomatous 

mucosa.

  After two months, during follow-up visits, the patient showed signs 

of inflammation in both vestibules and had a nasal septum perforation 

with partial erosion. He was readmitted for facial cellulitis and 

prescribed parenteral antibiotic therapy with vancomycin (1 000 mg 

every 12 hours intravenously) and piperacillin-tazobactam (4 500 mg 

every six hours intravenously). Nasal mucosa biopsies showed the 

presence of granulomas composed of histiocytes in the mid-dermis, 

multinucleate giant cells, mostly Langhans type, surrounded by a 

peripheral rim of lymphocytes. The nasal mucosa was characterized 

by endothelial swelling, thickened walls, and extravasated erythrocytes 

(Figure 1A). Granuloma in the deep reticular dermis (Figure 1B). At 

higher magnification, empty vacuoles were observed within giant cells 

in a necrobiotic granuloma (Figure 1C). With these results, the patient 

received a diagnosis of vasculitis with granulomatosis. Microbiology 

tests for mycobacteriosis were negative. Even with medical treatment, 

the patient continued to experience nasal discharge with septum 

perforation, facial pain, and pruritus (Supplementary Figure 1A).

  Three months after his last visit to the hospital, the patient's 

nasal lesions did not improve over time, and he was referred to 

the Parasitology Area at the School of Medicine of the National 

University of Cuyo (UNCuyo)/National Council for Scientific 

and Technical Research to diagnosis whether there is Leishmania 

infection. After six days of culture, Leishmania spp. promastigotes 

were observed under an optical microscope (Figure 1D & E).

  After six months of multiple outpatient consultations and two 

hospital admissions, the patient was diagnosed of American 

tegumentary leishmaniasis and treated with intravenous liposomal 

amphotericin B (4 mg/kg/day) for five days; followed by two other 

weekly doses of liposomal amphotericin B (4 mg/kg/dose). Thirty 

days after the end of treatment, a remarkable clinical improvement 

of the nasal lesion was observed (Supplementary Figure 1B).

3. Discussion

  In American tegumentary leishmaniasis, manifestations often 

occur in the nasal mucosa, leading to septal destruction[4]. These 

cases are frequently underdiagnosed in non-endemic areas as the 

patient’s residence, Mendoza, Argentina, due to limited expertise in 

tropical parasites[5]. Nasal lesions are commonly misidentified as 

other conditions such as deep mycoses, squamous cell carcinoma, 

tuberculosis, lupus erythematosus, or myiasis[6].

  ATL is endemic in nine provinces of northern Argentina (located 

between 22°21'S, 64°39'W and 28°22'S, 65°21'W)[7]. Mendoza City, 

positioned over 800 km away, is the capital of Mendoza Province 

(32°53' S, 68°49' W), where the disease has not been reported[5]. In 

Mendoza, ATL is an exotic infection, and previous cases struggled 

with accurate diagnosis within the provincial health system[8]. 

However, this ATL case, initially masquerading as myiasis and 

granulomatous vasculitis, was efficiently diagnosed by academic-

scientific staff and the provincial health system.

  In Argentina, leishmaniasis is underdiagnosed, despite being 

a mandatory notifiable disease to public health authorities[9]. 

Notification is done through the Argentine Integrated Health 

Information System, which standardizes reporting across all 

hospitals. This case report underscores the need for increased 

clinical awareness and adherence to national guidelines regarding 

the diagnosis and management of leishmaniasis. Specifically, 

it highlights the importance of early recognition and reporting, 

which can enhance timely medical intervention. Integrating this 

case into Clinical Practice Guidelines could improve diagnostic 

accuracy in regions where the disease is not prevalent and promote 

standardized treatment approaches. By ensuring each diagnosed 

case is accompanied by appropriate documentation and notification, 

healthcare providers can contribute to more effective disease 

surveillance and better patient outcomes. Moreover, the availability 

of no-cost therapeutic regimens reinforces the need to strengthen 

Clinical Practice Guidelines adherence, ensuring that patients receive 

proper care regardless of financial barriers[10,11]. 

  The rationale for this study is to emphasize the importance of 

strengthening diagnostic capabilities for parasitic infections, 

particularly in non-endemic regions like Mendoza. This case 

highlights the need for technological collaboration between the 

scientific-academic and healthcare sectors to ensure accurate 

diagnosis of parasitoses that might otherwise be missed. Additionally, 

the study aims to address the critical gap in healthcare practitioners' 

knowledge about diagnosing and managing both endemic and non-

endemic parasitic infections. Given the increasing global spread of 

these infections due to migration, ongoing education and awareness 

are essential for improving diagnostic accuracy and patient outcomes 

in areas beyond traditional endemic zones.
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Supplementary Figure 1. Granulomatous mucosa with erythema, scaling, and 



thickening of the nose skin, accompanied by erosion of the nasal septum and 

columella, and compromise of the nasal architecture (A). Post-treatment examination 

reveals the resolution of skin alterations, with the nasal and facial skin appearing 

healthier. However, the absence of the nasal septum and evident deformities in the 

nasal architecture persist (B). 
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