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S U M M A R Y 

Leptospirosis, an infectious disease that affects humans and animals, is considered the most 
common zoonosİs İn the wortd. The infection causes a systemic illness that often leads to renal 
and hepatic dysfunction. Eighteen year old woman admitted to our clinic wİth cough, sore 
throat, fever, fatigue, maculopapular rash and monoarthritis. Joundice, hepatosplenomegaly 
and ascites were noted on physical examinatİon. Pericardial and pleural effusion in addition to 
ascites were seen on computed tomography. Weü's syndrome was diagnosed with direct mi-
croscopy and ELISA test of the bİood sample. Despİte Ihe prompt initiation of peniciIlin-G 
treatment with daily 24 miilion units in six equal doses, the patient died in 48 houıs. Six weeks 
later blood culture result was reported as Leptospira icterohaemorrhagiae. Polyserositis is a 
rare clinİcal finding in leptospirosis. Together with fever, joundice, organomegaly and arthri-
tis, Weif syndrome must be inciuded in the differential diagnosis of polyserositis. 
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INTRODUCTION 

Leptospirosis is a globally important zoonot-
ic disease that affects humans mostly in tem-
perate and tropical climes. Leptospirosis is a 
disease of the environment; transmission de-
pends on interactions between humans and 
mammalian reservoir hosts, especially rats 
<5>. Clinical signs are high fever, severe mal-
aise, muscular pain, and conjunctival con-
gestion. Jaundice and bleeding disorders can 
be seen in severe forms ( 2 \ In this report, a 
leptospirosis case was presented with the in-
itial finding of polyserositis which is unusu-
al in the clinical course of this disease. 

CASE REPORT 

Eighteen year old woman was admitted to 
our clinic with cough, sore throat, high fever 
and fatigue. One month ago maculopapular 
rash and monoarthritis had occured and 

computed tomography shovved pericardial 
and bilateral pleural effusions with ascites. 
She was pale and had joundice. Tachypnea, 
tachycardia, a pansystolic murmur and third 
heart sound was detected. Hepatosplenome­
galy and ascites were found on physical ex~ 
amination. Erythrocyte sedimentation rate 
was 80 mm/hour. Laboratory examination 
revealed, anemia (Hgb 84 g/L), thrombocy-
topenia (platelet count of 92000/mm3), 
blood-urea-nitrogen 22.8 mmol/L, creatinine 
300.1 pmol/L, alanîne transaminase 156 
IU/L, aspartate transaminase 133 IU/L, total 
bilirubin 82.1 pmol/L and direct bilirubin 
61.6 pmol/L. Ascites, pleural effusion and 
moderate pericardial effusion with thickened 
parietal pericardium were reported on CT 
seans (Figüre 1,2,3). Biochemical analysis 
of ascites and pleural effusion samples re­
vealed an exudate. Blood cıılture results 
were negative. Infero-apical pericardial effu­
sion and insufficient left ventricular relaxa~ 
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Fİgure 1. Pericardial effusion vvith thickened pcricardium and pleural effusion 
were seen on computed tomography of the thorax. 

Figure 2. Abdominal computed tomography revealed massive ascites. 
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tion were noted on echocardiography. Anti-
nuclear antibody and anti double-stranded 
DNA antibody tests were negative. Steroids 
(1.5 mg/kg prednisolone/day) was started on 

a presumptive diagnosis of 
Still's disease. During the 
steroid treatment, gingival 
bleeding, epistaxis and mac-
roscopic hematuria devel-
oped. Coagulatıon tests were 
highly suggestive of dissemi-
nated intravascular coagula-
tion. Fresh frozen plasraa 
and thrombocyte suspen-
sions were given. Bone mar-
row biopsy revealed a nor-
mocellular bone marrow. No 
acid-fast bacilli (AFB) was 
noted on pleural effusion and 
ascitic fluid samples. Wright 
agglutination test was nega­
tive. Although being rare, di­
rect microscopy and ELISA 
test were performed from 
blood samples for leptospiro­
sis. After both tests were 
found positive, Weil's syn­
drome was diagnosed and 
penicillin-G 24 million units 
daily in six equal doses was 
started. Platelet counts plum-
meted down to 20000/mm3 

and the patient developed 
extensive mucosal bleeding. 
The patient dicd on the sec-
ond day of the treatment. Six 
weeks later, Leptospira icter-
ohaemorrhagiae grew on 
blood culture. 

DISCUSSION 

Several systemic infections 
including tuberculosis and 
brucellosis are the most fre-
quent causes of exudative 

polyserositis. Inflammatory rheumatic dis-
eases especially rheumatoid arthritis, adult 
onset Still's disease, systemic lupus erytfıe-
matosis (SLE) and polyarteritis nodosa 
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(PAN) are among the less common causes. 
Rheumatoid vasculitis, rarely seen with se­
vere rheumatoid arthritis can involve multi-
organ systems. Serum rheumatoid factor lev-
el is extremely high. In our patient there was 
monoarthritis involving knee joint vvhich is 
not usual in rheumatoid arthritis and serum 
rheumatoid factor was negative. Negative 
anti nuclear and anti double-stranded DNA 
antibodies and lack of response to steroid 
treatment decreased the possibility of adult 
onset Still's disease and SLE. Polyserositis 
can occur in the late stages of PAN secon-
dary to uremic nephropathy. In high grade 
leukemias and lymphomas, rarely multior-
gan failure develops after generalized infil-
tration. 

Few cases have been reported about leptos­
pirosis and involvenıent of the serosal sur-
faces. Pericardial friction rub and related 
electrocardiographic changes were noted as 
pericarditis in one patient but pericardial ef­
fusion was absent <A Non-segmentary opac-
ities caused by alveolar infiltrations, pleural 
effusion and ascites due to leptospirosis 
were reported rarely ( 3- 4 ' 6). Leptospirosis can 

progress to sepsis, named Weil's syndrome, 
presenting with joundice, increased bleeding 
tendency and multiorgan failure ^ \ 

Despite the fact that polyserositis is an un-
common manifestation of Leptospirosis, our 
case suggests that Weil's syndrome should 
be included in the differential diagnosis, es-
pecially in cases presenting with high fever, 
joundice and organ enlargement. 
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