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William Beaumont A.rmy Medical Center

MCHM-PMS 15 March 2ffi4

Subject: SOP for Triage, Evaluatio& Diagnosis, and Treatrnent of Soldiers with Possible Culaneous
Leishmaniasis

Purpose: Description of recommended nunagement of servic€ memberc redeploying to CONUS with
possible cutaneous leishmadasis and those desiring waluation of skin lesions that they believe may be
leishmaniasis.

Scope: As many as l0olo of service members deployed to Iraq, Kuwait, or Afghanistan may have been
exposed to the parasite that causes cutaneous leishmaniasis (CL). As many as 10olo of some units (e.9.,
those ofthe l0l't ABN who traveled to or were located in Tal Afar). arc known to have cutaneous
leishmaniasis (determined by tissue smear and PCR).

L To date, all patients ftom OIF with CL have been infected with L. (Leishmania) major, which is only
one of the several species known to exist in soulhwest Asia (SWA). Cutaneous leislmaniasis from l.
major is a self-limlted, spontaneously resolving disease that almost always alfects skin only. While many
service members may elect to receive no therapy for their CL (because of ariticipated sponlaneous
resolulion of non-bothersome lesions), many SMs should receive specific therapy for their CL (because of
extensive disease, complications, etc.--see b€low).

2. The current standard-of-care for all forms of leishrnaniasis is treatment witl lhe p€ntavalent
antimonial, Pentostam@. However, there are otlrcr fieatment modalides that m,ay be more appropriate for
various clinical situations. As described in Secretary of Defense Memo, Medical Advisory -
Leishmaniasis, dated.12 September 2003. Because ofa combination of medical, psychosocial, and military
reasons, it is imperative that screening, evaluatio4 diagnosis, and tleaunenl be conducted promptly,
thoroughly, and appropriately. A database or a leishmaniasis registry must be maintained and patient
follow-up must be assured for the next 12 months and reporting of cases tlrru RMES will be ensured.

3. Screening and taxonomy will be IAW the Deployment Health Clinical Center @HCC) clinical
guidelines as indicated in Secretary ofDefense Memo, Medical Advisory - Leishmaniasis.

4. It is anticipated tlut withn l0 days back on US soil, SMs will be given prolonged leave ("block
leave"; 10-30 days for Army) and are expected to disperse across the country. It is essential to address
patienl concems, ascertain patient dispositions, provide education, and initiate diagnostic work-ups prior to
the 30{ay block leave period. This SOP will describe the process and procedures necessary to accomplish
this mission.

I. Screenine and Initial Clinical Triaee:

A) Initial Screening

l) The soldier arrives at Fort Bliss and begins Soldier Readiness Program (SRP) Processing.
Deployment medical records, including Post-Deployment Health Assessment questionnaire (PDHA), arc
collected and reviewed by SRP persormel. Questionnaires or records with documentation of non-healing
skin lesions or clinically suspicious lesions are "flagged." Soldiers indicating non-healing skin lesions are
directed to see tie SFMC leishmaniasis provider (currently Dr. Howard Eskanazy at 915-569-3844), for
examination at the leishmaniasiVskin screening clinic. Enough material will be presented to educate the
soldiers about the disease, including a descriDtion ofclassic lesion momhologv and its natual historv.



2) Patients receiving a consult to the Dermatology/Leishrnaniasis Diagnosis Clinic should be
seen by providers at that site witldn 48 hours. This clinic will see not only the Emergency or acute patients
but also follow-up pos. Leishmaniasis patients. Patients should be instructed to bring their medical
rccords.

B) Clinical Triage and Disposition of Patient at Dermatology/Leishmaniasis Diagnosis Clinic
(DLDC).

l) Patients will be seen on a "walk-in" basis as described in I-A-2 above. Service member will
present hivher ID card. The DLDC is located on lhe 3d floor, Bradley Bldg. WBAMC, and the
receptionist can be contacted at 915-569-2667.

2) The WBAMC Dermatology/Leishmaniasis Diagnosis Clinic will ensure adequate supplies and
personnel to meet the patient demand requirements. Each room will be supplied witl the following:a) Two

(2) Mayo stands

b ) G a u z e 4 x 4 ' s

c) Telfa Pads

d) Tape

e) Bandaids

0 Kerlex Wraps

g) Coban traps

h) ChrL\ pads

i) Glass slides

j) Gloves, non-sterile exam

k) Plastic glass-slide holden

l) Alcohol swabs

m) 4 mm punch tepines

n) 4-0 nylon suture rnaterial

o) Pmch kits (needle drivers, forceps, iris scissors)

p) Drysol (Aluminum chloride)

q) Cotton tipped applicators

r) Lidocaine 1%c&sepi

s) 3 ml Luerlock s,'ringes

t) 20G. 30G needles

u) No.10 blades

v)No. ll blades

w) #15 blades

w) 1.5 ml Nunc cryotubes

x) dlgital canera & accessories

y) Gentamicin ointmenl 15 gn tube

3) Digital photographs will be taken of each lesion; th€re must be a rulo with markings in
mr/cm in each photo to apportion scale to the image. A photo of the LABEL (with palient's name and



4) Patients will present with lesions that can be clinically stratified into I of 3 categories:
a) Classic cutaneous leishmaniasis: obvious to the average medical provider with even

mininul training

_ b) Possible cutaneous leishnaniasis: lesion rzay be clinically consistent with leishmaniasis,
but has features that are suspicious enough to warraft a diagnostic procedure.

c) Unlikely cutaneous leishmaniasis: It is clearly apparcnt that the patient does not have
leishmaniasis, but may have another skin malady that tle observer can diagnose with confidence. (Note:
maladies tlnt the examiner determines are clearly Nor leishmaniasis, but for which a confident
dermatologic diagnosis cannot b€ made without be seen by the dermatologist.)

. If the lesion and clinical history are consistent with cutaneous leishmaniasis. lesions
will be scraped as detailed below except:

l) when a diagnostic work-up has already been initiated elsewhere (i.e.. in theater or
pnor to arrival in coNUS) and is verifiable (i.e., smear, culture or pcR results are verified at the walter
Reed Army Institute of Research-Leishmania Diagnostic Laboratory (WRAIR-LDL) and,/orl

2)when the patient's history is such that:

a. lhe lesion(s) is/are resolving spontaneously:

b. lesions are limited in nurnber (< 5-10);

c. lesions are not located on the face, ov€r joints or limiting joint mobility; AND

d. the patient agees with the provider that simple observation and follow-up are the
best lreatment options.

. I.E: ifa patient's lesions appear to be consislent with cutaneous
leishmaniasis, but are in tle spontaneous resolution phase ofthe naturat history oftle disease, and the
physician's judgmenl (and patient's agreem€nt) is that observation and follow-up are the best treatrnent
options, then it is unnecessary to obtain scrapings for diagnostic work-up (since medical and./or physical
ablative treatment modalities will not be used in such cases).

o If lesions are determined to require fiutler diagnostic wort-r-p, the physician
or PA will annotate the physical exam findings on a DA4700 and scrape a r€presentative lesion for:

a) Smear on 2 separate labeled glass slides (for light microscopy)

b) Transfer of scrapings into ethanol-filled lab€led cryotube (for pCR)

c) Self-adherent labels (containing name, SSN, date) will be affixed to the
NON-SMEAR side ofthe glass slides (so as not to interfere with the automated stainer, per COL Berg).

d) Cryotubes will be labeled with the patients name, SSN, and the date.
. On orders from WBAMc-Demotology Services, scraping will be performed

at the FSMC ( POC: Dr. Howard Eskanazy at 915-569-3844).

. Patient disposition will generally be satislied as follows:

o Small, solitary (or few), resolving lesions ) require no ftIther medical or
ablative therapy. Observation and follow-up.

o Facial lesions, numerous (> l0) lesions, or lesions over joints (lesions that
might impair fimction or cause disfigurement) ) consider referral to BAMC or WRAMC for pentostam
treatment. (immediate vs. after block leave to be determined after discussion with patient).

o Active, enlarging, non-healing but few (< 5-10) lesions ) plan to procoss
diagnostic material during block leave and b€gtn treatnent after block leave Thermomed (vs.
cryotherapy) or referal.

o Fluconazole as a treatment modality is ,.possibly eftcacious,,' and will
likelv nol be nsed wilh sionificrnr frenrmcw
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o Fluconazole as a treaunent modality is "possibly efiicacious," and will
likely not be used with significant ftequency.

o A dressing will be applied to the lesion if necessary and the palient will be
given a tube of gentamicin ointment to apply to the lesion(s) daily.

. An education handout and a card rvith the phone number ofthe case manager
(cunmtly MAI K. Johnson at 915-569-2667), to call in the event of @nc€rns or questions will be given
and the patient wiU be instructed to follow-up after block leave. The patient may receive bandage and
drcssing rnaterials (eg, BandAids, tape, gauze 4 x 4's and Telfa pads) as needed.

. The Dermatology clinic personnel will hand-carry specimens to the lab
within 60 minutes. Delays in sample analysis or storage at the $rong temperature will invalidate the
results.

6) Case Manaeement

. At least two personn€l will be assigned to maintain the leishmaniasis case database,

. The assigned personnel will also be required to ensure appropriate follow-up reporting of
patient results of scrapings.

o The Case Manager will be notified of all patients who arc refened to the DLDC.

. The Case Manager will report all referred patients to Prevenlive Medicine Epidemiology
and Disease Control.

IL Diegnosis

A) Touch Preps and cryotubes:

l) Touch prepvsmears will be fixed in methanol and stained with Wright-Giemsa or similar stain.

2) Cryotubes containing scrapings will be held in abeyance in case initial smears are inconclusive
or nondagnostic.

3) Analysis will be performed by WBAMC on-site pathologists, possibly with augmentation by
palhologists or microscopists from outside WBAMC who arp skilled in parasite detection .

4) ff positive, ihe results will be reported as "amasligotes se€n."

5) Ifno parasites arc seerq a preliminary result will be issued and reported as "NO amastigotes
seen." The smezlrs and cryotubes will then be sent to WRAIR for analysis and PCR.

B) Surveillance of diagnostic results and database updating:

I ) The Case Manager will report all patients referred to DLDC to PM-Epidemiology and Disease
Control Sectior! current POC Ms. Bissell al 915-569-5737, who will look up the lab results ofall patients
who underwent diagnostic scraping in the Leishmaniasis Clinic.

2) The Case Manager must update Leishmaniasis database daily to assure Foper tracking of
patients and lab results.

3) The Case Mamger must contact by telephone or email patients regading their results and give
insructions for follow-up examinalion or interview.

C) Prevenlive Medicine-Epidemiology and Disease Conuol Section will report all cases of posidve
cases of Leishmaniasis to Army Medical Surveillance Activity (AMSA) and appropriate civilian
authorities.

IIL Trcatment



5

Brooks Army Medical Center (BAMC) will accept Leishmaniasis patients for T€xas and the Great
Plains Region. The treaftnent phase will usually begin as soldiers start to retum ftom the 30-day
block leave period. This phase will likely be able to be executed using the "routine medical
model" ofpatient appointments versus dedicated clinic half-days for heatment.

A) Thermomed:

I ) lt is anticipated that the majority of patients will be able to be teated at WBAMC or
BAMC with thermomed devices.

2) Training on the use ofthese units TBA pending WRAMC coordination

B) Cryotherapy:

1) This modality is widely used in the Middle East, but th€re is no experience with its us€
in the USA.

2) Consideration will be given to initiation ofa research protocol comparing Thermomed
to liquid nitrogen treatment.

C) Observation and follow-up

I ) Those patients who opt for observation are those whose disease is resolving
spontaneously. Monthly follow-up to assure conlinued resolution is imperative.

2) Patient will be re-assessed as to n€ed for medical or ablative treatment versus

continued observation and follow-up,

D) Pentostam

l) Patients whose disease requires this modality are detailed above. They will be sent to
BAMC or WRAMC for l0-20 days of therapy, depending on site of involYement and
number of lesions.

2) The care coordinator/case manager will obtain status reports fiom BAMC or WRAMC

to ensure patients have been appropriately treated and released.

3) Patients will follow up in the dermatology clinic at 3, 6, and l2 months post-tleatm€nt.

Point ofcontact for the above SOP is CPT James J. Houlihan at 915-569-3492 and the undersigned.

4L-
PAUL R. CORDTS

COL, MC

Deputy Commander for Clinical Servtces


