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Introduction
Leptospirosis is a zoonosis caused by Leptospira
interrogans. Severe pulmonary haemorrhagic
syndrome (SPHS) is the major cause of mortality
in leptospirosis (I). Incidence of pulmonary
haemorrhages in leptospirosis varies from 20 - 70%
of patients (2). Contemporary theory suggests the
pathogenesis of SPHS is immune mediated (I).
Membranous depositions oflinear immunoglobulins
(IgA, IgO, IgM) and complement on alveolar surface
may trigger fatal pulmonary haemorrhage (1). Here
we describe a case of SPHS successfully managed
with Veno-Venous Extra Corporeal Membranous
Oxygenation (V-V ECMO) at Teaching Hospital
Karapitiya.

Table1: Lab findings ofthe patient on admission
Investigation

Resnlt

WEC

7750

Neutrophil

86.2%

Platelets

21000/flL

CRP

299 lllgidL

Blood urea

87 lllgidL

Serulll creatinine (SCr)

195 fllllOliL

Serum sodium

135 mmol/L

Serum potassium

2.2 mmo]/L

Total bilirubin

157

Direct bilirubin

127.5 .ull1ol/L

UFR

red cells 4 - 6!hpf

!~IL

~lInol/L

Case report
A previously well, 48 year-old mason was
transferred from a local hospital for the management
of fever of 5 day duration. In addition, he had
arthralgia, myalgia and reduced urine output for
12 hours. He did not have haemoptysis, cough, or
shortness ofbreath. He gave a history of exposure to
mudprior to the onset offever. Examination revealed
generalized muscle tenderness, conjunctival
injection, icterus, pulse mte of 122 bpm, blood
pressure of 90/60 mmHg, and respiratory mte of
26 cycles per minute. SaO, on room air was 100%.
There was vesicular breathing and occasional
scattered fine crepitations over both lung fields.
Investigation rmdings are summarized in table I.
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ABG: pH 7.48; PCO, 30 mmHg; PO, 72 mmHg.
Chest radiograph was normal. Bedside ultrasound
scan showed no free fluid or B lines but collapsible
inferior vena cava. A presumptive diagnosis of
leptospirpsis complicated with acute kidney injury,
septic shock and possible pulmonary haemorrhages
was made. Intravenous (IV) benzylpenicillin 2 MU
6 hourly and oml doxycycline 100mg 12 hourly
were started. IV noradrenaline infusion was started
because blood pressure did not improve with
adequate fluid resuscitation. IV methylprednisolone
Ig daily, IV tranexamic acid Ig 8 hourly and
tranexamic acid nebulizations 8 hourly were also
started suspecting pulmonary haemorrhages.
Platelets were transfused to maintain platelet count
> 50,000/~L. Within next 12 hours patient became
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