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HUMAN LEISHMANIASES: EPIDEMIOLOGY AND PUI;1L1C HEALTH ASPECTS 

P. Desjeu~ 

The leishmaniases are a group of globally wide
spread parasitic diseases of multifaceted clinical 
manifestations (cutaneous, mucocutaneous, diffuse 
cutaneous and visceral). They are caused by several 
species belonging to the genus Leishmania - a 
flagellate protozoa transmitted exclusively by the 
bite of the female of the phlebotomine sandfly. The 
sandfly becomes infected when taking blood from 
reservoir hosts, which include man or domestic and 
wild animals. Most leishmaniases are zoonotic and 
humans are infected only accidentally when exposed 
to the natural transmission cycle. However, in the 
anthroponotic forms man is believed to be the 
unique reservoir host. 

Parasite 

The old concept of three or four species of Leish
mania, each causing a separate clinical disease, has 
been disproved - at least 20 species of Leishmania 
are pathogenic for humans. There is no absolute 
correlation between Leishmania taxa and the clinical 
disease produced. This diversity has vast impli
cations for the control and treatment of the disease 
and requires the identification of the parasite in each 
focus. A list of these species, their geographical 
distribution, epidemiology and disease mani
festations are given in Boxes 1-5. 

The only identified vectors are sandflies of the genus 
Lutzomyia in the New World and Phlebotomus in the 
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Old World. Sand~ les are 2-3 mm varicoloured in
sects, differentiatt" by pointed velvet wings, arched 
back and big dar eyes. They are abundant all year 
round in tropical areas and during the summer in 
temperate zones~More than 500 species and sub
species are kno n throughout the world but less 
than 35 have bee proved to be vectors of human 
leishmaniasis. Thel.. haematophagous sandfly females 
feed all through [(he night but especially at dusk. 
However, they cain also bite during the day when 
disturbed in their~resting places. The insect absorbs 
the Leishmania arasite with the blood from an 
infected host. The parasite life cycle in the sandfly is 
4-7 days, after w ich the parasite can be inoculated 
in another anima or human when the fly takes a 
new bloodmeal. the sandfly breeding sites remain 
largely unknown, ialthough some have been identi
fied, such as rodert burrows, tree trunks and organic 
debris. ! 

I 

Reservoirs 

I 

Most of the leiSh~aniases are zoonoses of wild or 
domestic animal . Visceral leishmaniasis involves 
canines (dogs, jac als and foxes) whereas cutaneous 
leishmaniasis de ends on rodents, sloths, mar
supials, hyraxes, I primates and other mammals. A 
Leishmania speci~s in a given area is usually main
tained by a Sin11e reservoir host, even if other 
mammals may s metimes be infected. Identification 
of the reservoir s a prerequisite for the selection 
and application 0 selective control methods; in case 
of anthroponoses man is believed to be the unique 
reservoir. 

Box 1. Visceral leishmaniasis - Old World 
i 

Leishmania species 

L. infantum 

L. donovani 

a Rare manifestation. 

Clinical features 

VL 
CLa 

VUPKDL 

Epidemiology 

Zoonotic 
(ZVL) 

Anthroponotic 
(AVL) ? 

Vectors 

P. ariasi 
P. perfi/iewi 
P. perniciosus 
P. major 

P. langeroni 
P. chinensis 
P. longiductus 

P. smirnovi 

P. martini 
P. orientalis 

P. argentipes 
P. alexandri 

AVL = anthroponotic visceral leishmaniasis; CL cutaneous leishmaniasis; PKDL 
ZVL -= zoonotic visceral leishmaniasis. 

Wld hlth statist. quart., 45 (1992) 

Reservoirs i 

i 
Dog/fox I 
Dog/fox I 
Dog I 

Dog/fox/j~ckal 

I Dog , 
Dog/rac09n dog 
Dog/fox/j~ckal 

Badger 

Man 
Rodent? 
Carnivor9us? 
Man I 
Man? ! 

I 

Geographical distribution 

Southern Europe, North 
Africa 

Eastern Mediterranean, 
South-Western Asia 
Egypt 
China 
Azerbaijan, Georgia, 
Kazakhstan, Tajikistan, 
Turkmenistan, Ukraine 
(Crimea), Uzbekistan 
Pakistan 
Kazakhstan (Kzyl-Orda) 

East Africa 

Indian Subcontinent 
China 

post kala azar bermal leishmaniasis; VL visceral leishmaniasis; 

I 



Leishmania species 

L. major 

L. tropica 

L. aethiopica 

• Rare manifestation. 
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Box 2. CU1taneous leishmaniasis - Old World 

Clinical features 

CL 

Epidemiology 

Zoonotic 
(ZCL) 

Vectors 

P. duboscqi 
P. papatasi 
P. salehi 

CL (Recidivans) Anthropono1tic P. sergenti 
VLa (ACL) 

CL,DCL Zoonotic 
(ZCL) 

P.longipes 
P. pedifer 

Reservoirs 

Rodent: 
Arvicanthis spp. 
Meriones spp. 

Psammomys spp. 
Rhombomys opimus 
Tateraspp. 

Dog (victims?) 
Rattus rattus 
(victims?) 

Hyrax: 
Dendrohyrax spp. 
Heterohyrax spp. 
Procavia spp . 

Geographical distribution 

Arabian Peninsula 
Africa 
Kazakhstan, Tajikistan, 
Turkmenistan, Uzbekistan 
India, Pakistan 
South-Western Asia 

Eastern Mediterranean 
Greece 
India, Pakistan 
North Africa 
South-Western Asia 

East Africa 

ACL = anthroponotic cutaneous leishmaniasis; CL 
ZCl = zoonotic cutaneous leishmaniasis. 

cutslneous leishmaniasis; DCl = diffuse cutaneous leishmaniasis; Vl visceral leishmaniasis; 

Box 3. Cu1:aneous leishmaniasis - New World 

Leishmania species Clinical features Epidemiology Vectors Reservoirs Geographical distribution 

L. peruviana CL Zoonotic: Lu. ayacuchensis Dog? Peru, 
"uta" (ZCl) Lu. peruensis Rodent? Ecuador? 

Lu. verrucarum 

L. amazonensis CLJDCL Zoonotic Lu. flaviscutelfata Rodent Central and South 
VLa (ZCL) Marsupial America· 

L. mexicana CL Zoonotic Lu. olmeca o/meca Rodent Central and South 
(ZCL) America 

a Rare manifestation. 

CL = cutaneous leishmaniasis; OCl ... diffuse cutaneous leishmaniasis; Vl = visceral leishmaniasis; Zel = loonotic cutaneous leishmaniasis. 

Box 4. Visceral 81nd cutaneous leishmaniasis - New World 

Leishmania species 

L. infantum/ 
chagasi 

L. guyanensis 

L. panamensis 

L. braziliensis 

Clinical features 

VL 
CLa 

CL 

CL/MCL 

CL/MCL 

Epidemiology 

Zoonotic 
(ZVL) 

Zoonotic 
(ZCL) 

Zoonotic 
(ZCL) 

Zoonotic 
(ZCL) 

Vectors 

Viscera/leishmaniasis 
Lu. longipalpis 

Lu. evansi 

Cutaneous leishmaniasis 

Lu. umbratilis 
Lu. whitmani 
Lu. anduzei 

Lu. t~~PidOi 
Lu. yl philetor 
Lu. p namensis 
Lu. g mezi 

SYIVff:iC: Lu. IIcomei 
Lu. c rrerai 
Lu. y cumensis 
Lu. 11 nosmartinsi 
Lu. sfinicrassa 
semi-,urban: 
Lu. i1termedia 

! 

Reservoirs 

Dog/fox 
{Lycalopex vetulus} 
(Cerdocyon thous) 
Marsupial 

Sloth 
Anteater 
Marsupial 

Sloth 
Procyonid 
Monkey 

Unknown? 

Dog/horse 

a Rare manifestation. I 

CL = cutaneous leishmaniasis; MeL = mucocutaneous leishmaniasis; VL = vif=eralleishmaniasis; ZVL = zoonotic visceral leishmaniasis. 

1I 

Geographical distribution 

Central and South 
America 

South America 

Central America
north of South 
America 

Central and South 
America 

South America 

Rapp. trimes!. statis!. sani!. mond .. 45 (1992) 



~ 
Q. 

". 

S .. 
;; 
ii· ,.. 
.Q 

Iii 
~ 
~ 

l!l 
!::! 

MAP 1. DISTRIBUTION OF OLD WORLD AND NEW WORLD VISCERAL LEISHMANIASIS, 1990 
CARTE 1. REPARTlTION DES LEISHMANIOSES VISCERALES DE L'ANCIEN ET DU NOUVEAU MONDE, 1990 
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MAP 2. DISTRIBUTION OF OLD WORLD AND NEW WORLD CUTANEOUS LEISHMANIASIS, 1990 
CARTE 2. REPARTInON DES LEISHMANIOSES CUTANEES DE L'ANCIEN ET DU NOUVEAU MONDE, 1990 
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Box 5. New species of leishmania pathogenic for humans 

Species 

L. naiffi 

L. shawi 

L. iainsoni 

Situation analysis 

Severity of the problem 

Reservoirs 

Armadillo 
(Dasypus novemcictus) 

Monkey 
Sloth 
Procyonid 

Rodent 

Morbidity/mortality. leishmaniases are important 
diseases in terms of morbidity and some are severe 
in terms of mortality; in man the disease occurs in 
at least four major forms: visceral, cutaneous, muco
cutaneous and diffuse cutaneous. 

• Visceral leishmaniasis (Vl) or "kala azar", char
acterized by irregular fever, malaise, loss of 
weight, splenomegaly, sometimes hepatomegaly 
and/or lymphadenopathies and anaemia; the 
mortality rate is usually 100% if untreated. After 
recovery, patients may develop a chronic form 
called "post kala azar dermal leishmaniasis" 
(PKDL), relevant to transmission, since the nodu
lar lesions contain abundant parasites; they usu
ally require a long and expensive treatment. 

• Mucocutaneous leishmaniasis (MCl) or "espun
dia", which produces an extensive destruction of 
oral, nasal and pharyngeal cavities with highly 
disfiguring lesions, mutilation of the face and 
suffering. 

• Cutaneous leishmaniasis (CL). usually a self
healing ulcer but lifelong aesthetic stigma can 
result from multiple lesions (sometimes more 
than 100) with disabling and disfiguring scars. Its 
most severe form, recidivans leishmaniasis, can 
be particularly destructive and disfiguring if un
treated. 

• Diffuse cutaneous leishmaniasis (DCl) occurs in 
individuals with defective cell-mediated immune 
response. Its severity is due to disseminated 
lesions that resemble those of lepromatous lep
rosy, which never heal spontaneously and tend to 
relapse after treatment. Because of the devastat
ing consequences to the patient, it is recognized 
as a special public health problem. . 

Leishmaniases are a complex of clinical entities 
caused by several Leishmania species with various 
epidemiological patterns in a heterogeneous dis
tribution. The greater the variety of physical and 
geographical conditions, the greater the diversity of 
clinical and epidemiological patterns. 

Geographical distribution. Currently the leishma
niases, prevalent in four continents, are considered 

b Badaro, ft The identification of risk factors associated with the 
transmission of New World visceral leishmaniases. In: Research on 
control strategies for the leishmaniases. Proceedings of an inter
national workshop, Ottawa. Canada, 1-4 June 1987. Ottawa, IORC, 
1988. (Manuscript report 184e). 
'Walton, B. leishmaniases: a global problem. In: Research on 
control strategies for the leishmaniases. Proceedings of an inter
national workshop, Ottawa. Canada, 1-4 June 1987. Ottawa,IORC, 
1988. (Manuscript report 184e). 

Wld hlth slalis!. quart.;45 (1992) 

Vectors 

Lu. ayrozai 
Lu. paraensis 

Lu. whitmani 

Lu. ubiquitalis 

Human cases 

Brazil (Amazon as State) 

Brazil (Acre and Para State) 

Brazil (Para State) 

to be endemic in 82 countries (21 in the New World 
and 61 in the Old World) (see Maps 1 & 2). More 
than 90% of the visceral leishmaniasis cases in the 
world are reported from Bangladesh, Brazil, India 
and Sudan; and more than 90% of cutaneous leish
maniasis cases emanate from Afghanistan, Brazil, 
Iran, Saudi Arabia and the Syrian Arab Republic. The 
large number of endemic countries illustrates the 
global importance of the problem, but the problem 
is far greater in a few countries as indicated by 
prevalence data. 

Incidence/prevalence. A common estimate of the 
worldwide annual incidence is 600 000 newly re
ported clinical cases, an overall prevalence of 12 
million cases and an estimated population at risk of 
about 350 million (1). However, it is difficult to 
provide realistic estimates ·of those infected vs. those 
at risk. There is probably an even greater difference 
between the number of cases actually occurring and 
the number usually reported due to several fac 
tors (2). 

• The distribution of transmission sites within en
demic areas is often discontinuous, with sep
arate, widely scattered foci. 

• Numerous cases are undiagnosed, misdiagnosed 
or unreported, especially when patients have no 
access to medical facilities, when diagnostic 
capabilities are scarce or absent, when drugs are 
not permanently available or when only passive 
case detection is used. A study in Guatemala 
showed that active medical surveillance increased 
the number of cases reported 40-fold compared 
with the numbers reported in the same area by 
passive case detection (3). 

• The number of people infected but asymptomatic 
is much higher than the number infected and 
presenting with clinical illness - clinical cases 
are usually only the proverbial tip of the iceberg; 
in an area of Brazil where 7.5% of children were 
reported to become infected with VL each year, 
only 1 among 6.5 manifested the disease in the 
area of highest prevalence.b These data correlate 
with those obtained in Kenya (1 out of 5), 

. Ethiopia (1 out of 7) and India (1 out of 10). 
Asymptomatic leishmania-infected persons de
velop the clinical illness more readily in certain 
circumstances such as co-infectj~ns with HIV or 
other immunosuppressive condit~ns. 

• leishmaniasis is not a notifiable disease in 52 out 
of the 82 endemic countries. Although health 
authorities are aware of the gravity of leishmania
sis some may be reluctant to make the disease 
notifiable since official recognition is ac
companied by the implicit need to solve or at 
least alleviate the problem.c 
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In spite of the scarcity of reliable data it is clear that 
the number of cases occurring around the world is 
considerably greater than that officially reported, 
and the number of infections greater still (2). Making 
leishmaniasis a notifiable disease may not initially 
change the situation of underreporting and poor 
quality of the data. However, the progressive im
provement of both quantity and quality of the in
formation available will prove the relative import
ance of the disease and give support to health 
authorities seeking more external financial support, 
aiming at implementing control activities.d 

Increased severity 

Public health impact:Except for some countries such 
as Saudi Arabia, where cutaneous leishmaniasis is 
so common that it is called in Arabic "little sister", 
or Peru, where the prevalence of the cutaneous 
leishmaniasis called "uta" is so high that parents 
expect it to occur in their children as a childhood 
disease, the public health impact of the leishmani
ases has been largely underestimated, mainly be
cause of lack of awareness of its serious impact on 
health. During the last two decades it has become 
apparent that all forms of leishmaniasis are much 
more prevalent than had been previously suspected, 
both in terms of increasing incidence and geographi
cal spread. This increasing public health importance 
of the leishmaniases is illustrated by the following 
official data: e.g. Tunisia (1 300 cases in 1983, 6000 
in 1990), and northern states of Brazil (2000 cases in 
1980,9000 in 1989).e 

In 1991 in eastern India (Bihar State) the situation 
became epidemic, 38 among 42 districts were facing 
the worst kala azar epidemic since the late 1970s, 
between 250 000 and 300 000 people were believed 
to have the disease (5 times the official data), and 
because of the rapid manner in which the disease is 
spreading, an alarming situation exists. 

Recent reports from the western Upper Nile 
(southern Sudan) speak of 40 000 deaths due to kala 
azar over the past 5 years in a population of less 
than 1 million (4); initially the outbreak was confined 
to a relatively small area but is now spreading to 
adjoining areas. 

Development as a factor of increasing severity. The 
increased importance of the leishmaniases is due to 
several factors, many related to development. 

• New settlements in endemic areas, and coloniza
tion schemes as illustrated in Andean countries, 
where, to solve the problems of overpopulation 
and lack of land to be cultivated, people migrate 
from the high plateau to the low tropical plains 
where transmission risk is very high. 

• Large-scale migration of populations for occu
pational reasons, e.g. people crossing the border 
between Bangladesh and India, or Nepal and 
India, and temporary workers in countries of the 
Arabian peninsula. Civil strife and military oper
ations are other reasons for population moves. 

d Guerra. H. Role of national data centres and obligatory reporting 
in control programmes. In: Research on control strategies for the 
leishmaniases. Proceedings of an international workshop. Ottawa. 
Canada. 1-4 June 1987. Ottawa. IDRC. 1988. (Manuscript report 
184e). 

• Desjeux. P. Information on the epidemiology and control of the 
leishmaniases by country or territory. Geneva. WHO. 1991. (Docu
ment WHO/LEISH/91.30). 

• Development of new agroindustrial projects, 
bringing nonimmu~e people to endemic areas 
(road building, oil prospecting, mining, farming, 
forestry development as well as tourism and 
military activity, guerilla warfare). Pressure on 
populations throughout the world pushes people 
into new areas where the infection is endemic, 
exposing many more to the natural vectors and 
an increased risk of infection. 

• Fast-growing (e.g. Kuwait City) and/or unplanned 
urbanization (e.g. Manaus), encompassing neigh
bouring rural areas where the zoonotic cycle 
occurs, and deterioration in social and economic 
conditions in the poor suburbs of cities, where 
low-income populations concentrate due to the 
massive rural-urban migration (e.g. Kabul). 

• Man-made environmental changes (building of 
dams, irrigation systems, wells), as in the Amazo
nian Basin, Saudi Arabia or Tunisia. 

Other factors 

• Reduction in, or termination of, campaigns of 
insecticide spraying for malaria control. After 
years of successful control, several countries now 
face a serious resurgence (Bangladesh, Colombia, 
India, Iran, Peru, Mediterranean countries, etc.). 

• AIDS and other immunosuppressive conditions 
increase the risk for leishmania-infected people to 
develop VL clinical illness. This has resulted in an 
increase in the number of VL cases in southern 
Europe. Another consequence is a change in the 
age distribution - VL was classically a childhood 
disease but now more than 50% of the cases are 
in adults. The risk of leishmania and HIV co
infection is progressively increasing in certain 
areas of the world where both diseases exist: in 
urban foci of VL such as Marseille (France), and 

. Rio de Janeiro and Santarem (Brazil). It has also 
been obserVed in rural areas where VL has been 
endemic and where AIDS is now spreading 
(India, southern Ethiopia, north-eastern Brazil). 

An international registry is to be created in WHO 
to assess the incidence and the prevalence of 
HIV/leishmaniasis co-infection in areas around 
the world where the problem is expected to 
increase. 

• The growing importance of the leishmaniases 
can also be the result of a greater awareness 
among the population and improved case detec
tion and notification systems, especially when it 
is made a notifiable disease. 

Economic impact. When endemic diseases such as 
leishmaniases debilitate the population and eventu
ally erode the labour force they constitute barriers to 
progress. Economically, the leishmaniases are far 
more important than the number of cases would 
suggest. They are a serious threat to the health of 
approximately 350 million people and the costs in
volved (treatment, depletion of labour force) have 
caused great losses to agricultural or industrial rural 
development programmes. Outbreaks of leishmania
sis have caused delays in the implementation of 
projects, e.g. in Saudi Arabia and the Amazonian 
Basin in Brazil, or even brought them to a complete 
standstill as in Morocco, Saudi Arabia and in the 
tropical areas of Andean countries. In the latter, the 
failure of migration programmes is believed to be 

Rapp. trimest. statist. sanit. mond .• 45 (1992) 
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due in part to the various diseases people had to 
cope with (leishmaniasis, malaria, yellow fever) in 
new settlement areas. The leishmaniases affect 
mainly people from developing countries (72 out of 
82), of which 13 are among the least economically 
developed. Within countries, the affected classes of 
population are those of lowest socioeconomic 
status, who have minimal· political influence and 
very limited capacity to· assume the costs of the 
disease (diagnosis, hospitalization, treatment, etc.). 

Specific first-line treatment1s expensive - between 
US$ 60 and US$120for a WHO-recommended 
course of pentavalent antimonials to which the cost 
of delivery, often in remote areas, must be added; 
cases that do not respond to antimony may be 
treated with second-line drugs of much higher cost, 
such as amphotericin B or pentamidine. In some 
countries, the budget to treat the existing cases 
surpasses the total public health budget. For every 
member of a family afflicted by kala azar, the cost of 
treatment and the loss of wages is enormous, be
cause ofa significant loss in productive working 
days. Frequently the patient has to face logistical 
difficulties: long distance to the treatment centre, 
poor communications, unacceptably costly or time
consuming hospitalization. This often leads to inter
ruptedtreatment and facilitates the appearance of 
resistance, which then implies the use of second-line 
drugs. If not treated, severe leishmaniases become 
chronic and debilitating, incapacitating the patients 
and creating a vicious circle: poverty - malnutrition 
- disease. It has been shown in Brazil that children 
suffering from malnutrition are 9 times more likely 
to develop classical visceral leishmaniasis.b 

A complete evaluation of the financial cost of leish
maniasis for patients should take into account the 

f World Health Organization. Guidelines for leishmaniasis control at 
regional and subregional levels. Geneva. WHO. 1988. (Document 
WHO/LEISH/8S.25). 

following elements: consultations, biological tests, 
treatment, hospitalization, suspension of working 
days and unavailability of service. Very few such 
studies are available, and they are usually incom
plete. 

Control 

Leishmaniases can be controlled by specific inter
ventions directed against the vulnerable pathways in 
the transmission cycles. The control measures are 
however dependent on the specific epidemiological 
characteristics of each focus (1, f). In all foci of 
leishmaniasis, passive case detection followed by 
treatment and case reporting should constitute the 
basis of a control programme and the first step 
towards a national strategy for control. Active medi
cal surveillance involves regular systematic screen
ing of clinically suspected cases through serological 
testing and parasitological diagnosis. Additional con
trol strategies (vector or reservoir host-control) de
pend on up-to-date information on the local epi
demiology: identity of vector species and animal 
reservoir hosts, type of disease (cutaneous or 
Visceral, anthroponotic or zoonotic) and the antici
pated severity of the problem.· Details on leishmani
ases in all endemic areas presented country by 
country are available in the WHO document Informa
tion on the epidemiology and control of the leishma
niases by country or territory (WHO/LEISH/91.30), 
recently issued in English and in French. The docu
ment includes data on parasites,proved or sus
pected vectors and reservoirs, geographical distri
bution and main foci, severity, prevalence and inci
dence, public health implications, sociocultural and 
economic factors in 82 countries or territories. It also 
reviews the main past or ongoing control activities.e 

The document is available free of charge from CTD/ 
TRY, World Health Organization, Avenue Appia, 1211 
Geneva 27, Switzerland. 

SUMMARY 

The leishmaniases are parasitic diseases caused by 
different species of Leishmania, protozoa transmitted 
by sandflies, haematophagous biting insects. The 
reservoir hosts are man (anthroponotic cycle) and 
domestic or· wild animals (zoonotic cycle). In man 
the disease takes four main clinical forms: visceral, 
cutaneous, mucocutaneous and diffuse cutaneous. 
Morbidity and mortality due to leishmaniasis are on 
the increase. Leishmaniasis, which is now found on 
four continents, is endemic in 82 countries (21 in the 
New World and 61 in the Old). The large number of 
endemic countries shows the global scale of the 
problem, though it is particularly severe in certain 
countries (90% of cases of visceral leishmaniasis 
come from 4 countries). 

Annual incidence is estimated at some 600000 new 
clinical cases, officially reported, with a global preva
lence of 12 million cases and a population at risk of 
approximately 350 million. It is very difficult to pro
vide realistic estimates given the frequency of sub
clinical forms of visceral leishmaniasis, the large 
number of undiagnosed or unreported cases, the 
frequent absence of active screening and the fact 
that the leishmaniases are notifiable diseases only in 
a few countries (30 out of 82); nevertheless, it seems 
clear that official reporting of cases considerably 
underestimates the problem. 

Wld hlth statist. quart .• 45 (1992) 

Over the last two decades, it has become clear that 
leishmaniasis is a growing public health problem in 
terms of geographical extent and incidence with the 
occasional severe epidemic, such as that which 
occurred in Sudan. This could be due to a number of 
factors, such as the development of agroindustrial 
projects and the settling of large, non immune popu
lations in endemic zones, large-scale migration be
tween countries, rapid and unplanned urban expan
sion, environmental changes caused by dams and 
irrigation, and the reduction in or termination of 
insecticide spraying for malaria control. 

In economic terms, leishmaniasis is more significant 
than the number of cases might suggest. Seventy of 
the 82 endemic countries are developing countries 
and 13 of them are among the least developed. The 
leishmaniases retard development and burden coun
tries by weakening the labour force, calling for ex
pensive treatment which often exceeds the total 
primary health care budget (US$ 60-120 per patient) 
and slowing down rural development. 

Individual cases of visceral or severe cutaneous 
leishmaniasis are heavy financial burdens because 
of hospitalization, treatment and loss of resources 
for the family, with fewer working days and reduc
tion or loss of salary. 
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The leishmaniases can be controlled by tackling 
various elements of the transmission cycle; control 
methods and strategies must be addressed to the 
epidemiological characteristics of the foci, which 
include the identity of the vector or vectors, animal 
reservoirs, the variety of the disease (cutaneous or 
visceral, anthroponotic or zoonotic) and the severity 
of the problem. 

In all foci; passive case detection, followed by treat
ment and notification, should be the basis of the 
control programme; active medical surveillance 
should be based on screening of clinically suspected 
cases through serological testing and parasitological 

diagnosis. More specific methods such as vector or 
reservoir host control should be selected on the 
basis of up-to-date information on the local epi
demiology. 

Details on leishmaniasis .for the 82 countries or 
territories affected are available in the WHO docu
ment Information on the epidemiology and control 
of the leishmaniases by country or territory (WHOI 
LEISH/91.30) (English and French), which also re
views the main past or ongoing control activities. 
The document is available, free of charge, from 
CTD/TRY, World Health Organization, avenue Appia, 
1211 Geneva 27, Switzerland. 

Les leishmanioses humaines: apidamiologie et aspects de santa publique 

Les leishmanioses sont des maladies parasitaires 
causees par differentes especes de leishmania, pro
tozoaires transmis par la piqure d'insectes hemato
phages, les phlebotomes. Les hotes reservoirs sont 
soit I'homme (cycle anthroponotique), soit des ani
maux domestiques ou sauvages (cycle zoonotique). 
La maladie se presente chez I'homme sous quatre 
formes cliniques principales: viscerale, cutanee, cuta
neomuqueuse et cutaneodiffuse. Les leishmanioses 
revetent de plus en plus d'importance du point de 
vue de la morbidite et de la mortalite. Actuellement 
les leishmanioses, prevalentes dans quatre conti
nents, sont endemiques dans 82 pays (21 du Nou
veau monde, 61 de I' Ancien monde). Le grand nom
bre de pays endemiques illustre bien I'importance 
globale du probleme, qui est toutefois beaucoup 
plus severe dans certains pays (90% des cas de 
leishmaniose viscerale proviennent de quatre pays). 

On estime I'incidence annuelle a environ 600000 
nouveaux cas cliniques, officiellement signales, avec 
une prevalence globale de 12 millions de cas et une 
population a risque de 350 millions de personnes 
environ. 11 est toutefois tres difficile de fournir des 
estimations realistes quand on sait la frequence des 
formes infra-cliniques de la leishmaniose viscera le, 
le grand nombre de cas non diagnostiques ou non 
signales, I' absence frequente de depistage actif et 
enfin le faible nombre de pays ou les leishmanioses 
sont de declaration obligatoire (30 sur 82). Toutefois, 
il apparait clairement que le nombre de cas officiel
lement signales represente une large sous
estimation du probleme. 

Au cours des deux dernieres decennies, il est deve
nu de plus en plus apparent que les leishmanioses 
representaient, en termes de santa publique, un 
probleme croissant: extension geographique, aug
mentation de I'incidence avec parfois I'apparition 
d'epidemies tres severes, telles que celle du Soudan, 
et que cela pourrait €ltre rattache a divers facteurs 
tels que: le developpement de projets agro
industriels et I'implantation massive de populations 
non immunes en zones d'endemie, les migrations de 
populations a grande echelle entre les pays, I'urbani
sation rapide et non planifiee, les modifications de 
I'environnement (barrage, irrigation), et enfin la re
duction ou I'arret des pulverisations d'insecticides 
dans le cadre de la lutte contre le paludisme. 

Economiquement, les leishmanioses sont plus im
portantes que ce que suggere le nombre de cas; 70 
parmi les 82 pays endemiques sont des pays en 
developpement et 13 d'entre eux sont parmi les 
moins avances. 

Les leishmanioses representent un frein au develop
pement, une charge pour les pays en termes d'affai
blissement de la population active, du coOt eleve du 
traitement qui de passe souvent, a lui seul, le budget 
global des soins de sante primaires (US$ 60-120 par 
malade) et du retard dans les programmes de deve
loppement rural. 

Individuellement, les leishmanioses, viscera le ou cu
tanee severe, se traduisent par une charge financiere 
due a I'hospitalisation, au traitement et a la diminu
tion des ressources familiales (reduction des jour
nees de travail, diminution ou perte de salaire). 

Les leishmanioses peuvent et re controlees en s'atta
quant aux differents elements du cycle de transmis
sion; les methodes et strategies de lutte doivent etre 
detinies en fonction des caracteristiques epidemiolo
giques des foyers, y compris I'identite du ou des 
vecteurs, du ou des reservoirs animaux, le type de la 
maladie (cutanee ou viscera le, anthroponotique ou 
zoonotique) et enfin la severite du probleme. 

Dans tous les foyers, la detection passive des cas, 
suivie de leur traitement et de la notification, doit 
constituer la base de tout programme de lutte; la 
surveillance medicale active se basera sur la suspi
cion clinique, la serologie et le diagnostic parasitolo
gique. Les methodes de lutte plus specifiques telles 
que la lutte contre le vecteur ou lelles reservoirs 
animaux seront decidees sur la base d'une analyse 
recente de la situation epidemiologique dans chaque 
pays. 

Un document intitule Information on the epidemio
logy and control of the leishmaniases by country or 
territory vient de paraitre, en anglais et en fran~ais, 
sous la cote WHO/LEISH/91.30. 11 presente, pays par 
pays, une mise a jour des donnees epidemiologi
ques pour les 82 pays ou territoires concernes par 
les leishmanioses; il fait egalement le point des 
principales activites de lutte passees ou en cours. Ce 
document peut etre obtenu gratuitement en s'adres
sant a: CTD/TRY, Organisation mondiale de la Sante, 
avenue Appia, 1211 Geneve 27, Suisse. 
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