SOURASKY MEDICAL C




er vital signs were: BP 127/75 mm Hg, puls
temperature 36.3°C, normal respiratory rate
n 96% while breathing ambient air. |

nation the patient’s skin,subglossal mucosa an
diced, there were telangiectasias ,pruritus sig
yular rash on the limbs and trunk (with palm:
g). The abdomen was soft and not tender,
examination-no meningeal signs, disc
muscle strength and reflexes and
1 were normal.




Lab Tests

Hemoglobin (1_7-15.5 g/dL)
MCH (26-34 pag)

MOCW (80-96 L)

RDWY (0O-15 20)
Reticulocytes (0-2%0)
Reticulocytes No.

VWWBC (4-11 103 ul)

PLT (150-450 103/lL)

Glucose (FO-110 mogldL)
BUN (5-25 mg/dL)

Creatimine (0.6-1_1 mg/dL)
K+ (3. 5-5.3 mmaol/L)

ALT (5-35 U/L)

AST (7F—-40 /L)

GGT(6-28 U/L)
Alk_Phosph. (25-100 UW/L)
Bilirubin (O_1-1_2 mg/dl)
Direct bilirubin (O-0_3 mg/dL)
LDH (208-378 LU/)

CRFP (0O-5 mg/L)

PT (10.03-12_.43 sec)

PTT (25-34 sec)

Fibrimogen (180-470 mag/dL)
D dimer (0-0_49 FEU mqg)

OnNn admission
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>80 mg/L (387-2108)
no schistiocytes or blasts; toxic granulz

evealed 25 WBC/uL, BLD 1 mg/dL, bilirubin

diment- granular casts, few WBC and RBC
showed no opacities or pleural effusions
iogram-normal sinus rate
ater was inserted- 400 cc rest.

yicillin and fluids were administerec
1d urinary cultures.




tory of : hypertension, dislipide
epression, s/p right THR

st: aspirin, enalapril, omepradex, simvasta

wvell until two days before admission, when she
ile talking with her son on the phone.

of admission her neighbours found her confusec
ce. She had no domestic animals and hadn’t tra

admitted to ICU.
ninistered upon admission.
vas transferred to ou




e was performed one day afte
orotein -195 mg/dl (12-60) glucose
82% PMN, 12800 RBC. Gram stain re

obic and anerobic cultures were sterile.




RENAL FAILURE

JAUNDICE

ASEPTIC
MENINGITIS




eoplastic:

/ndrome (associated with a number o
S: Hodgkin lymphoma’” medullary thyroid
oma, renal sarcoma, T cell lymphoma,
inal malignancies.

EBV, HIV

ial disease (Meditteranian spotte
disease, syphilis




N cause confusion and chol

diseases:
explain leukocytosis

are without pulmonary involvement




bgical panel including C3, C4, RF, ANA,

or HBV, HCV, CMV, EBV, HIV, Q fever, lepto:
onorii and typhi; Brucella melitensis, Barto

arkers: CEA, CA19-9, CA15-3, CA125, a fetop

hromia, protein -195 mg/dl (12-60) glucc
)), 147 WBC, 82% PMN, 12800 RBC. PC
ospira was sent to the laboratory.

ontotemporal slowing




nathologic fidings

normal gallblader w/o stones, no

ad without the administration of contre
eal any pathological findings

head-Minimal periventricular hyperinte

e temporal focalisation on EEG and p
inistered until negative PCR for







Serology for leptospira!
(PCR negative from blood, urine and CSF)




a zoonosis caused by the spiroche

)st often become infected after exposure t
ental sources, such as animal urine, conta
r soil, or infected animal tissue.

entry include cuts or abraded skin, mucous
anes or conjunctiva. The infection is rarely acc
on of food contaminated with urine or via ae

is is associated with a variable clinical cou

nay manifest as a subclinical illness follc
ion, a self-limited systemic infectior
illness accompanied by m




eadache in 75- 100 % of patle
period of 2- 26 days (average 10 day

e an associated nonproductive cough ar
ately 50 % experience nausea, vomiting ar

common symptoms include arthralgias, bo

oat, and abdominal pain; acalculous cholec
hildren .

nirosis has classically been described as
than 50 % of cases exhibit a bipha




equently overlooked sig
s is not a common finding in othe
d its presence in a patient with a no
ess should raise the diagnosis of leptosp

patients can have muscle tenderness, splen:
denopathy, pharyngitis, hepatomegaly, musc
al respiratory auscultation, or skin rash.

eningitis can be documented in 50 - 85% of

amined after seven days of illness. The meni

to be secondary to a host immune response
rather than to direct infection.




stress syndrome, myocard
generally reversible and not a cause «

liguria, WBC counts above 12,900/mm3,
on abnormalities on electrocardiograms, a

chest radiography have been associated
omes.

h necrosis of extremities may be seen i




s a nonspecific clinical illness
sts are similarly nondiagnostic.

s are generally< 10,000/mm3 but ma
/000 and 26,000/microL; a shift to the
bout two-thirds of patients. |

i frequently shows proteinuria, pyuria, g

d occasionally microscopic hematuria .

CPK is found in 50 % of patients and may
e for the diagnosis

itely 40 % of patients have minimal tc
evations of transaminases (usuall

ommon in severe leptc




d in patients wit
of leptospirosis. Patients wi
oatic and renal dysfunction and he
atients, the serum bilirubin concentratic
o /dL (1026 to 1368 mmol/L).

ytopenia is uncommon, but a poorly understc
agic diathesis may occur in the absence of
rable coagulation defects or severe thrombocytc

oenia has been reported as the presenting mani
ports with complete resolution following treatr
cillin. |

ay show a neutrophilic or lymphocytic pleoc
to moderately elevated protein conce




0sis can be confirmed by culture of the
in appropriate media. Blood and CSF speci
the first 3-10 days of the illness. Isolation of the c
od is successful in approximately 50 % of cases. Urine
sitive during the second week of the illness and remain ¢
ays after the resolution of symptoms.

serological tests are most often used for confirmation. A
gic tests are employed, including the microscopic agglutinat

), macroscopic agglutination test, indirect hemagglutinatio

tandard is considered to be the MAT .Unfortunately, this
e organisms, considerable expertise, and is performed ¢

ater rise in titer is detected between acute and
m specimens. However, a single titer of >1:8
or recent infection with leptospira. Cra
ociated with syphilis, relapsing




dily available, anc
suspected cases of leptospi
ailable rapid tests, the microplate
ot-ELISA dipstick test, performed well
the United States and Thailand that usec
ator .If one of these assays is positive, sera
en be sent to the CDC.

techniques — Molecular techniques, such as

lored to assist in the diagnosis of leptospirosis
niques are not widely available but are pro
ick, accurate diagnosis.




ratment — Human leptospirosis
requires no antibiotic treatment. Sy
yresenting for medical care should be tre
he illness and decrease shedding of the or

ients the suggestet treatment is oral doxycy
> jt is also effective for rickettsial disease, w
d with leptospirosis (100 mg orally twice da

ed adults with severe disease, the optio
therapy with penicillin (6 million uni
00 mg twice daily), ceftriaxone
ime (1 g every six hours







