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A case of leptospirosis in a child with unusual clinical manifestation
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ABSTRACT

Leptospirosis is a re-emerging zoonotic disease with a worldwide distribution. In the mild form it may
present as flu like illness. Severe form characterized by jaundice, renal dysfunction and hemorrhagic
diathesis is referred to as Weil's syndrome. Very few cases have been reported in India, and pediatric
cases are extremely rare. We report a case of leptospirosis in a 12 year old girl who presented with
irregular fever, malaise and spontaneous bleeding from nose. She also had headache, vomiting, sub-
conjunctival hemorrhage, photophobia, pain abdomen, cervical lymphadenopathy, myalgia, and
arthralgia. She developed severe coagulopathy, bilateral pleural effusion, ascitis, acalculous cholecystitis
ultimately leading to ARDS and later multi-organ failure. ELISA for IgM leptospira was sent which came
to be positive. She was given several units of packed cell, platelet concentrate, and plasma transfusion,
and later mechanical ventilation and inotropic support. The patient was put on intravenous penicillin G..
which was continued for 10 days. Three weeks following admission, she had made a complete recovery
and was discharged.
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Introduction

Leptospirosis is a zooanthroponosis caused by faiom India was reported in 1929 Baylor and Goyal
pathogenic spirochete of genus Leptospira, the speci@®m Andaman and Nicobar Islanéi.is known to
Leptospira interrogaridt is characterized by a broad occur in sporadic as well as epidemic form in mainland
spectrum of clinical manifestations varying from India. There has been a significant increase in the
inapparent infection to fulminant fatal disease. In theeported cases of leptospirosis from India since 1980s.
mild form it may present as flu like illness with headacheEpidemics have been increasingly reported from
and myalgia. Severe form characterized by jaundic&rissa, Maharashtra, KarnataRamil Nadu and
renal dysfunction and hemorrhagic diathesis is referreglerala34 The primary lesion caused by leptospires is
to asWeil's syndromé The first case of leptospirosis damage to the endothelial lining of small blood vessels
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meninges and musclédow index of suspicion ofthis aspartate aminotransfera80, alanine
disease coupled with the diversity and non-specificitaminotransferade’0, total serum protein 5gm/dl
of the presentation accounts for the significant numbeilbumin:Globulin ratio 1.2: 1, alkaline phosphatase
of cases that go unrecogniZeldeptospirosis is a 320 IU, serum urea 22gm/dl, serum creatinine 0.7gm/
grossly underdiagnosed disease in our country due th, serum sodium 132meq/l, potassium 4megdal
lack of awareness, protean manifestations antest, blood for malarial parasite and malarial antigen
inadequate diagnostic facilities in many areas. Earlyvas non reactive. Blood culture was sent before
diagnosis and appropriate treatment can prevent fatsarting antibiotics.
outcomée,
She was given several units of packed cell, platelet
Case report concentrate, and plasma transfusion. There was no
) _ _ effect on severity of bleeding which became more
A 12-year-old girl was admitted to the medical college . .
) ) ) _ pronounced with the appearance of hemoptysis,
and Hospital, Kolkata iAugust 2004 with a history _ .
hematemesis, melena, and hematuriain the next 3-4

of irregular fever and malaise for ladt days and . - . .
days. Further investigation showed negative serum viral

spontaneous bleeding from nose. On admission, she ) _
P g markers for dengue and chikungunya. Skiagram of

had fever headache, vomiting, sub-conjunctival _ - _
] i _ chest revealed bilateral perihilar fluffy opacity along
hemorrhage, photophobia, pain abdomen, cervical

_ _ with bilateral pleural effusion as shown in Fig.1
lymphadenopathynyalgia, and arthralgia.
Assessment on admission revealed that she lived in . )
_ I%gure.l: Bilateral Pleural Effusion
slum area of Kolkata. She used to take bath with w
water She had not walked barefoot. No other famil v
members became ill in the recent past. There was al g ?

b

history of flood in the local area one month back.

Empiric treatment with intravenous fluid, antipyretic and
third-generation cephalosporin was staederior
nasal pack was given to arrest the nasal bleed. Initi

laboratory evaluation showed severe pallor
haemoglobin 4gm%, total leukocyte cout@Q0/mnj,
N7LZEL, erythrocyte sedimentation rate 701itht,
grossly reduced platelet 10000/fictivated Partial
ThromboplastinTime 80sec(control 30sec),
Prothrombin time 25sec(control 13sec), total serun
bilirubin 3mg/dl ,unconjugated serum bilirubin 2mg/dl,
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Abdominal sonography showed ascitis, acalculousontinues to occur sporadically in developed countries,

cholecystitis mild hepatomegaly and bilateral pleurakspecially in travellers who participate in water sports.

effusion. Her condition rapidly deteriorated after 5 days

as she developed severe respiratory distresg?ptospirosis should be considered in the differential

hypotension, and circulatory collapse. diagnosis of any acute febrile illn€¥ss there is an
overlap of the clinical features of leptospirosis with

ThusARDS with multiogan failure was diagnosed other infections like influenza, dengue hemorrhagic
which necessitated patient transfer to ICU. Hef€Ver enteric fever and viral hepatifisa high index

laboratory parameters also supported our diagnosfg suspicion is required to diagnose leptospirosis in a

as shown in table 1. Mechanical ventilation, inotropi Cchlld, especially in endemic areas. Differential diagnoses

supportand other supportive management was starté'a.th's 12-year-old girl included malaria, complicated

Blood culture was negativitle made a provisional enteric feverdengue haemorrhagic fev@evere acute

diagnosis of leptospirosis and ELISA for IgM resplr.atory syn(.jrome Was also considered because of
o r‘Ft)romlnent respiratory signs and symptofithough

this is a multisystem disease with varying presentation,
in our cases, prolonged feyagvere bleeding tendency

leptospira was sent which was positive. The pati
was put on intravenous penicillinhtibiotics were
continued for 10 days. Three weeks following . .

o absence of hepatic and renal symptoms and signs were
admission, she made a complete recovery andwas .

_ Conspicuous.
discharged.
Definitive diagnosis is based on demonstration of the

Discussion infecting organism from clinical specimens of blood (first

Leptospirosis is a re-emerging zoonotic disease with €ven days), cerebrospinal fluid (day four to ten) and
worldwide distribution. It was first described in the rom urine (after tenth day) by phase contrast or dark

early 18 century byAdolf Weil and his colleagués. field microscopyHoweverthe skill required and the
high frequency of artifacts limits their us8erologic

fests like microscopic slide-agglutination test (MA

nonetheless likely to be underreported because of ﬂilrédirect hemagglut.inati.on t‘_eSt’ dipstick ELISA ar.1d. dot
lack of awareness of the disease, its non-specifilc:SLISA for IgM antibodies, in the presence of clinical

clinical presentation, and lack of a rapid diagnostic tesﬁymptoms compatible with leptospires establish the
8iagnosi§,as in our case.

Very few cases have been reported in India, an
pediatric cases are extremely rare. Leptospirosis

Leptospirosis is endemic in most tropical countries an
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Table 1: laboratory findings

Laboratory Reference At the time of At the time of
parameters range admission to PICU  discharge from PICU
Hemoglobin (g/L) 132-167 60 110

Total leucocyte coufit 10 /L) 4.0-10.8 19 7.2
Platelet countx 1(°/L) 140-380 17 98
Urea(mmol/L) 3.4-8.9 8 5.8
Creatiningmicromol/L) 44-80 70 55

Total serum bilirubifmicromol/L) <15 23 14
Alanine transaminagéJ/L) <58 170 67
Alkaline phosphatagiJ/L) 105-335 670 287
Sodium (meg/L) 120-145 127 132
Potassium (meg/L) 3.5-5.5 4.9 4.2
Blood gas pH 7.35-7.45 7.20 7.39
PCO2 (kPa) 4.7-6.0 7.6 4.4

PO2 (kPa) 10-13 14 15

Base excess (mmol/L) -2t0 +2 -8 0

A 7-to 14-day course of penicillin G or amoxicillinis Conclusion
the recommended treatment for leptospirosis in Ch"aren-Leptospirosis is not frequently reported in children
In our patient, third-generation cephalosporin was initially o L

_ o _ and adolescent#\ high index of suspicion is
prescribed, then changed to penicillid@idance of
contact with and adequate disposal of urine from afR€cessary to ensure prompt diagnosis. Patients

infected patient is vital becauseptospiraan stillbe  condition can deteriorate rapidly if treatment is
detected in urine several months after the onset of ﬂbeelayed. Leptospirosis should be considered in all
diseasé! In endemic areas, measures to prevent _ _ _ o
leptospirosis include strict rodent control and avoidancfeebrlle patients particularly with a suggestive history
of contact with contaminated water and soil. Wherlike exposure to freshwateesident of endemic area

necessaryrotective clothing, boots, and gloves shouldy; travel to such places, recent flood, rodents in the

be worn and open wounds should be adequately . _
covered residing place, walking barefoot etc.
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