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Case Report: Acute Pancreatitis and Acalculous
Acute Cholecystitis in a Patient with
Leptospirosis

Olgu Sunumu: Leptospirozlu Hastada Akalkuloz Akut
Kolesistit ve Akut Pankreatit

Ozgiir Tanriverdi

Safak Health Group Goztepe Private Hospital, Department of Internal Medicine and Emergency
Service, Istanbul

- SUMMARY

. Leptospirosis has been associated with hyperamylasaemia and it has been suggested that leptospirosis should be
included in the differential diagnosis of acute pancreatitis and acalculous cholecystitis. In this report, we presented
a case of an acute pancreatitis and acute acalculous cholecytitis when it was diagnosed during Leptospirosis treat-
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OZET

? Leptospirozizde hiperamilazemi gorilebilir ve bu durum akut kolesistit ve akut pankreatit ayinc tanisinda Leptospirozun

.« akut pankreatit olgusu sunulmustur,

INTRODUCTION

Leptospirosis is a common zoonosis caused by a spi-
rochetal bacterial infection. It causes several clinical
illnesses in humans.'* This zoonosis is especcially seen
in farmers, veterinerians, trappers, rice field workers,
and sawage system workers which commonly in some
other parts of the world.® Infection mainly affects liver
and Kidneys. Rarely, other organs such as lung, heart,
gallbladder. brain, and ophthalmic tissues are involved,
mainly due to vasculitis pathogenesis.™ Although
hyperamylasemia is a common laboratuary finding in
this infection, pancreatic involvement is an uncommon
manifestation for Leptospirosis, Therefore, the diagnosis
of acute pancreatitis with or without abdominal pain is a
controversial situation in this infection.*" Acute chole-
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da yer almasi gerektigini gbsterir. Bu yazida Leptospiroz tedavisi sirasinda tamsi konulan akut akalkiiloz kolesistit ve

AnAHTAR KELIMELER: Leptospiroz, Akut pankreatit, Akut akalkuloz kolesistit, Hiperamilazemi

cystitis in the absence of any detectable stones is known
as acute acalculous cholecystitis (AAC).* In this report,
we presented a case of an acute pancreatitis and acute
acalculous cholecytitis when it was diagnosed during
treatment for Leptospirosis.

CASE REPORT

A previously healthy 67-year-old woman was admitted
to our emergency service for nausea, fever, diarrhea,
malaise, general muscular pain, and weakness with a 2-
days history. She had no history of systemic disorders,
smoking, alcohol consumption and drug abuse, She was
a housewife and she had been well and denied any infec-
tious diseases contacts or recent travel abroad.

On physical examination, she was in poor general condi-
tion with fever and her temperature was 38.9 C, pulse
rate was 110/min, blood pressure 145/85 mmHg and
she was tachypneic with no cyanosis. Urine output was
normal. Her head and neck were normal and no palpable
lymphadenopathy was detected. The lung and heart ex-
amination were normal and there was no organomegaly,
arthritis, skin lesions, or neurological deficits.
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Admission electrocardiogram showed
tachycardia with non-specific ST-T
wave's changes. Chest radiography
was unremarkable. Laboratory studies
on admission to our hospital showed
leucopenia, thrombocytopenia, hy-
ponatremia, hypokalemia, anemia,
increased levels of C-reactive protein
(CRP), blood urine nitrogen (BUN),
creatinin, creatin kinase (CK), as-
partat aminopeptidase (AST), alanin
aminotransferase (ALT), and, Other
biochemical tests and peripheral
blood smear were a normal. Patient’s
abnormal laboratory findings at ad-
mussion and sequent days are shown at
Table 1. Abdominal ultrasonography
(USG), computed tomography (CT)
for abdomen and thorax were normal.
Ampicilline sulbactam four times per
day (2g/day) was given to the patient
intravenously and intravenous fluid
resuscitation was given.

Differential diagnostic tests for com-
mon other infectious diseases such
as viral hepatitis, human immuno-
deficiency virus infection, Dengue
fever, brucellosis, salmonellosis,
gastrointestinal infections, and other
causes such as infections, malignan-
cies, and rheumatological diseases
were negative. Specific tests for dif-

ferential diagnosis are shown at Table
IL. Leptospira microagglutination test
was positive (at 1/800, L. icterohem-
orthagica). Spirochetes were seen in
blood on dark-field microscopy.

At the 4th day of her admission, the
patient was feeling entirely well and
had no fever. A septic screen that in-
cluded several blood cultures, sputurm
and urinary cultures were unreveal-

ing.

Serum amylase level was checked
after the 6th day at admission to in-
vestigate hypoglysemia and elevated
lactate dehydrogenase enzyme level
without abdominal pain and nausea.
Serum amylase level was increased
compared to levels at admission.
{Amylase levels at admission and
subsequent days are shown at Table
I). Abdominal USG showed a thick-
ened gallbladder wall (7.2 mm) and
pericholecystic fluid collection. There
was no evidence of biliary dilatation,
gallbladder stones and sludge. An ab-
dominal CT confirmed the USG find-
ings and showed mild pancreatitis.
Therefore, we looked serum lipase
level, pancreatic isoamylase and urine
amylase levels were evaluated and
she had an abdominal USG and then
CT. Serum lipase, pancreatic ispamy-

lase and urine amylase outputs of the
patient were elevated. (These values
were are shown at Table 1). We were
diagnosed acalculous cholecystitis
and acute pancreatitis was diagnosed
with these findings. She was kept
per orally and intravenous antibiot-
ics such as ampicilline-sulbactam 2g
daily treatment. Emergency operation
was no considered for this patient.

Oral intake was started on 5th day for
pancreatitis and cholecystitis clini-
cal picture. Although all laboratuary
findings returned to normal within
10th day, increased lipase level was
continued for 5th day. At the 13th
day of her admission, she was feeling
entirely well and has been free of any
symptoms.

The patient was examined two
months later and she was in a com-
pletely healty condition. All abnormal
laboratories tests were returned to
normal.

DisCcussIiON

Leptospirosis is a spirochetal zoono-
sis that causes clinical illness in hu-
mans as well as in animals."* These
bacteria infect humans by entering

Tablo 1: Patient’s abnormal laboratory results at admission and sequent days

Test unit | NO™Mal | on admission | 2nd day | 4thday | 6thday | 10thday | 14th day
Hemoglobine gfdl 11.7- 16.2 1.8 11.2 10.0 11.1 116 11.9
Hematocrite %a 35-47 345 30.3 27.8 29.2 336 347
Thrambocyte KAl 150- 400 79 73 56 78 98 165
Leukocyte K/ul 4.4-11.3 34 3.3 449 7.1 g4 a1
CRP gyl 05 211.4 199.7 983 47.3 18.61 4.65
BUN migfdi 5- 25 737 B2.55 741 487 292 14.8
Creatinin migfdl 0.5-0.38 5.42 5.46 4.03 3.19 1.13 0.5
AST LA 532 41.8 47.5 50.7 23.47 17.9 14
ALT A 531 32.4 378 41.7 25.75 19.2 15
Total bilirubine mg/dl 0.6-1.2 0.9 1.1 - - 0.96 0.79
CK AL 20- 167 8134 10998 13889 764 248 154
Sodium mEg/L 131- 145 1223 126.4 1328 138.2 138.9 139.4
Potassium mEcgL 34-55 3.1 3.2 36 4.0 4.1 4.3
ESR mrnfhoir <20 16 26 52 64 48 22
Calcium maofdl 8.8- 10,2 B9 - 81 75 8.2 9.1
LDH LWL 90- 223 21585 2384 2889 305.5 234.2 198
Armylase WL 10- 100 324 - 1074 432 96
Lipase UL 23- 6D e 697.2 541.82 142.7
Urine amylase output LI 75- 750 - 918 - 462 ]
Pancreatic isoamylase /L 11- 54 - F 246 B 23
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Acute Pancreatitis/Acute Cholecystitis [l

through abraded skin, mucous mem-
brane, conjunctivae.’ It occurs as two
clinically recognizable syndromes:
the anicteric leptospirosis (80-90%
of all cases) and the remainder ic-
teric leptospirosis.” lcteric disease
is known as Weil's disease, which is
characterized by hemorrhage, renal
failure, and jaundice. Weil's disease
is a much more severe disease than
anicteric leptospirosis form (1, 6 and
8). Leptospirosis is characterized
by the development of vasculitis,
endothelial damage, and inflamma-
tory infiltration. This disease mostly
frequently affects tissues of the liver
and kidney. Other tissues such as
the pancreas can be affected due to
vasculitis,'® Leptospirosis present-
ing as AAC and pancreatitis is rare
and has only been reported 3 times,
twice in adulis and once in a child.
Early diagnosis requires suspicion
as presentations may be non-spe-
cific.***1" Our case was a non-icteric
leptospirosis.

Oliguria is a significant predictor of
death in leptospirosis.* Urine output
was normal in this our case but she
had acute renal failure caused by
may be dehydratation due to diahrrea
and the fever becaue renal function

was revealed normal with following
hydration and treatment for Lepto-
Spirosis.

There were moderate rises in trans-
aminase levels in our case. Hepatic
dysfunction occurs but resolves in
Leptospirosis, and it is rarely the
cause of death.** Leptospirosis has
been associated with hyperamylas-
aemia and it has been suggested that
leptospirosis should be included in
the differential diagnosis of acute
pancreatitis. Edwards and Evarard
reported that 23% of patients with
leptospirosis  had elevated serum
amylase 3 times above the normal
level without any other causes for
the elevation.’

For the diagnosis of acute pancre-
atitis, a simultaneous determination
of both amylase and lipase levels is
recommended for the evaluation of
patient without abdominal pain ®!"
Elevation of lipase level with serum
amylase is important for the diag-
nosis of acute pancreatitis.'" And,
elevation of pancreatic izoamylase
level also supports the diagnosis of
pancreatitis."
also can be seen in leptospirosis due
to renal function alterations or other

Hyperamylasemia

Tablo 2: Specific tests results for differential diagnosis

| Results
HEsAQ Megative
Anti-HCW Megative
Anti-HIV Megative
Wright Megative
Gruber Widal Megative
Mycoplasma pneumoniae Ighi Megative

| Legionelia pneumnophiliae Ight Megative
Blood Culture Megative
Unne Culture Megative
Faecal Culture Megative
Sputum Culture Megative
Antinucleer antibody Megative
Romatoid factor Megative
Anticardiolipin antibodies lgM and IgG Meaningless
Cancer antigen125 Meaningless
Carcnoemriogenic antigen Meaningless
Cancer antigen 19.9 feaningless
Mucine Breast Antigen 153 Meaningless
Alpha- Fetoprotein heaningless
ELISA Igh for Leptospirosis =160 titer
Dark Freld Microscopy Positive
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unknown reasons.’® CT scan is a
gold standard in diagnosis of acute
pancreatitis, as shown by many au-
thors who use it. This diagnostic test
has 100% specificity and over 90%
sensitivity for pancreatitis,” We di-
agnosed acalculous cholecystitis and
acute pancreatitis due to those labo-
ratory results and imaging methods
findings.

The treatment of acute pancreatitis
in leptospirosis includes antibiotic
treatment against leptospira and sup-
portive treatment for acute pancreati-
tis.** In our case, the diagnosis was
based on the strongly positive ELISA
IgM, clinical features and laboratory
investigations  thalt were  support-
ing the diagnosis. ELISA IgM for
leptospira has been reported to have
low sensitivity due to cross reactions
with other organisms, giving false
positive results.” However, we are
certain in our case that the etiology
is due to leptospirosis as extensive
investigations failed to reveal any
ather possible causes.

In conclusion, pancreatitis may be
seen in this infection. Early diag-
nosis and appropriate treatment is
essential for life saving.
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