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ABSTRACT

AR el Leptospirosis is a reemerging zoonotic infection caused by leptospira
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form called Weil’s Disease. Guillain Barre Syndrome is an
inflammatory polyneuropathy and the occurrence of Guillain Barre

Syndrome following Weil’s Disease is found to be a rare neurological

el el gt complication. Immune mediated mechanism is thought to be involved
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in the mechanism and was treated with Plasma exchange, Intravenous
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) e N Immunoglobulin and other supportive measures.

College of Pharmacy, KEYWORDS: Weil’s Disease, Guillain Barre Syndrome,
Othera, Thiruvalla, Kerala. Polyneuropathy, Intravenous Immunoglobulin.

INTRODUCTION

Guillain Barre Syndrome (GBS) is an acute inflammatory polyneuropathy and Weil’s disease
represents the severe clinical form of Leptospirosis. Its incidence rate is 0.8 to 1.9% per
1,00,000 persons worldwide. The development of GBS following Weil’s Disease is rare. This

case report emphasises on the rare occurrence of Guillain Barre Syndrome in Weil’s Disease.

CASE REPORT
A 27 year old male patient, was admitted with c/o of abdominal pain (right hypochondrial

pain), yellowish discoloration of eyes, conjunctival congestion, high coloured urine and clay
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coloured stool. Patient had a history of Epilepsy for which he was on Tablet. Levetiracetam
500 mg twice daily. He had complaints of generalised body ache, fever with chills, cough and
breathing difficulty for 5 days for which he consulted a nearby hospital and was diagnosed
with urinary tract infection and lower respiratory tract infection. He was treated with
antibiotics (Injection Ceftriaxone) and was discharged. Later his symptoms reappeared and he
again visited the same hospital where laboratory investigations were done and he was found
to have a deranged Liver Function Test. USG (Ultra Sonography) was taken and reported
hepatomegaly. He was referred to our hospital for further treatment. Electrocardiography
showed sinus tachycardia. Routine investigations showed elevated C- Reactive Protein,
deranged Liver Function Test, elevated lipase level, elevated pro - B type Natriuretic Peptide.
On evaluation, Leptospira Ab ELISA was positive (43.48) and the patient was diagnosed
with Leptospirosis - Weil’s Disease, Pulmonary haemorrhage and Pancreatitis. Patient was
initiated on Tablet Doxycycline. CECT (Contrast Enhanced Computed Tomography)
abdomen was taken and showed fatty hepatomegaly; splenomegaly; small umbilical hernia.
He was initiated on empirical antibiotics (Injection. Meropenem 1g dose thrice daily, Capsule
Doxycycline 100 mg twice daily). Later, he developed breathing difficulty and he was
clinically suspected to have Acute Respiratory Distress Syndrome with a possibility of
Myocarditis With Congestive Cardiac Failure. He was shifted to the Medical Intensive Care
Unit in view of desaturation and hypotension where he was initiated on Non Invasive
Ventilation and inotropes. With the above management the patient gradually improved. He
was weaned off non-invasive ventilation and oxygen support and his laboratory parameters
also gradually improved. Patient was discharged after two weeks of hospital stay. On the next
day, the patient was readmitted with complaints of acute onset paresthesia of upper limb and
lower limb with proximal weakness of the upper limb more than lower limbs with
hyporeflexia of upper limbs. He also had severe pain in the lower back. Lumbar Puncture
showed gram stain with occasional 30-35/hpf RBC. Later he developed worsening of
weakness in lower limbs and his nerve conduction study was shown Acute Inflammatory
Demyelinating Polyneuropathy and hence initiated on Intravenous Immunoglobulin (IVIG)
30g for 5 days. As the patient’s neurological status improved, hence being discharged with

review in Out Patient Department.

DISCUSSION
Leptospirosis is a zoonotic infection caused by Leptospira species.™ The organism persists in

the convoluted tubules of kidney and later shed into the urine in massive numbers. The host
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remains asymptomatic and the former in most cases is rodent. In majority of the cases, either
through invasion across the mucosal surface or through non intact skin, transmission to
humans occurs. The clinical presentation may vary from asymptomatic infection to severe
fatal infection. Less than 10% of cases develop into severe icteric illness called Weil’s

disease which is characterised by jaundice, haemorrhage and renal impairment.!

The development of Guillain Barre Syndrome (GBS) in Weil’s Syndrome is rare. GBS is an
acute inflammatory polyneuropathy and the incidence rate accounts to 0.8 to 1.9 per 1,00,000
persons per year worldwide.! It is well known to be associated with Campylobacter
infection. Apart from that viral, bacterial, protozoal and other non infectious causes may
contribute to the development of GBS."! It is characterised by rapidly progressive symmetric
flaccid paralysis and diminished or absent reflexes of deep tendon. It is a potentially life

threatening condition where 20 to 30% patients may require ventilatory support.®

After the incubation period, leptospiral infection is characterised by leptospiremic phase and
immune phase.’ Immune mediated mechanisms are thought to be involved in the
development of Weil’s Syndrome and GBS. Antibodies rising to an inflammatory response
leads to axonal inflammation and demyelination. Nerve ischaemia caused by immunological
mediators may also be involved in the pathogenesis of GBS caused by Weil’s Disease.?

A high degree of suspicion is required for diagnosing the condition early and to initiate
appropriate therapy./”! Clinical and neurological examination, imaging studies, Cerebrospinal
fluid (CSF) analysis, nerve conduction studies etc... are involved in the diagnosis of GBS
and is managed with Intravenous Immunoglobulin (IVIG), Plasma exchange and other

supportive measures.®

CONCLUSION

The occurrence of Guillain Barre Syndrome (GBS) in Weil’s Disease is rare. Immune
mediated mechanism is thought to be involved in the development of GBS in Weil’s Disease.
Due to rare occurrences, mechanisms and management need to be evaluated. A high degree
of suspicion is required for clinicians treating Weil’s Disease to diagnose the condition early

and to initiate appropriate therapy.
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ABBREVIATIONS
hpf - High power field
USG - Ultra Sonography

CECT - Contrast Enhnaced Computed Tomography

IVIG - Intravenous Immunoglobulin

MRI - Magnetic Resonance Imaging

GBS - Guillain Barre Syndrome

ELISA - Enzyme Linked Immunosorbent Assay
CSF - Cerebrospinal fluid
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