Differential Diagnosis VL is easily mistaken for malaria. Other
febrile illnesses that may mimic VL include typhoid fever,
tuberculosis, brucellosis, schistosomiasis, and histoplasmosis.
Splenomegaly due to portal hypertension, chronic myeloid leukemia,
tropical splenomegaly syndrome, and (in Africa) schistosomiasis
may also be confused with VL. Fever with neutropenia or
pancytopenia in patients from an endemic region strongly suggests a
diagnosis of VL; hypergammaglobulinemia in patients with long-
standing illness strengthens the diagnosis. In nonendemic countries,
a careful travel history is essential when any patient presents with
fever.

TREATMENT
Visceral Leishmaniasis

GENERAL CONSIDERATIONS

Severe anemia should be corrected by blood transfusion, and other
comorbid conditions should be managed promptly. Treatment of VL
is complex because the optimal drug, dosage, and duration vary
with the endemic region. Despite completing recommended
treatment, some patients experience relapse (most often within
6—12 months), and prolonged follow-up is recommended. A
pentavalent antimonial is the drug of choice in most endemic
regions of the world, but there is widespread resistance to antimony
in the Indian state of Bihar, where either amphotericin B (AmB)—
deoxycholate or liposomal—or miltefosine is preferred. Dose
requirements for AmB are lower in India than in the Americas,
Africa, or the Mediterranean region. In Mediterranean countries,
where cost is seldom an issue, liposomal AmB (LAmMB) is the drug
of choice. In immunocompetent patients, relapses are uncommon
with AmB in its deoxycholate and lipid formulations. Antileishmanial
therapy has recently evolved as new drugs and delivery systems
have become available and resistance to antimonial compounds
has emerged.

Except for AmB (deoxycholate and lipid formulations),
antileishmanial drugs are available in the United States only from



