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A 67-year-old Quebec male with no pertinent medical 
history presented in the Emergency Department of a 
Montreal hospital with sudden pain and weakness in the 
lower limbs of 2 days' duration. He felt tired and feverish 
and had a severe headache. He denied any history of 
contact with toxic substances or infectious diseases. He 
had no respiratory or urinary symptoms. He lived in a 
rural area of the province and owned a dog. 

On examination he was found to be moderately toxic, 
with a temperature of 39°C, blood pressure 110/80, and 
heart rate 96/min; lungs and abdomen were normal. 
There was no meningismus. Conjunctiva! icterus was 
noted. Lower limbs were painful on palpation and muscle 
strength was decreased. Sensitivity and reflexes, 
however, were normal. Initial laboratory results were as 
follows: hemoglobin 13.8g%, white cells 15 300 (93% 
neutrophils), platelets 63 000, bloo~ urea nitrogen 
30mg%, creatinine 2.2mg%, creatine phosphokinase 
2379U/L, transaminase (SGOT) 179U/L, alkaline 
phosphatase 93U/L, and bilirubin 5mg%. The patient was 
admitted to hospital with a presumed diagnosis of viral 
myositis with hepatitis. 
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Figure I. Evolution in Renal Function 
During Hospitalization/ 

Figure 1. Evolution de la fonction renale 
pendant !'hospitalisation 
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Expose de cas 

LA LEPTOSPIROSE: UN DIAGNOSTIC 
A CONSIDERER 

Un Quebecois de 67 ans, sans antecedents medicaux 
pertinents, se presente au Service d'urgence d'un hopital de 
Montreal en raison de douleurs et de faiblesse apparues 
soudainement aux membres inferieurs 2 jours plus tot. II se 
dit fatigue et febrile, et souffre de cephalees intenses. Il nie 
tout contact avec des substances toxiques ou des maladies 
infectieuses, et n'a aucun symptome respiratoire ou urinaire. 
11 Vit a la Campagne et possede Un Chien. 

L'examen revele un sujet moderement toxique dont la 
temperature est de 39°C, la tension arterielle de 110/80 et le 
rythme cardiaque de 96/min; les poumons et l'abdomen sont 
normaux. On note !'absence de meningisme et la presence 
d'un ictere conjonctival. Les membres inferieurs sont 
douloureux a la palpation et la force musculaire est diminuee, 
mais la sensibilite et les reflexes sont normaux. Les resultats 
des examens de laboratoire initiaux sont les suivants: hemo­
globine, 13,8g%; globules blancs, 15 300 (93% de 
neutrophiles); plaquettes, 63 000; azote ureique du sang, 
30mg%; creatinine 2,2mg%; creatine kinase, 2 379U/L; 
transaminase (SGOT), 179U/L; phosphatase alcaline, 93U/L; 
et bilirubine, 5mg%. Le patient est hospitalise avec un 
diagnostic presume de myosite virale avec hepatite. 

Figure 2. Evolution in Blood Parameters 
During Hospitalization/ 

Figure 2. Evolution des parametres hematologiques 
pendant !'hospitalisation 
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The myalgia decreased in subsequent days, but he 
continued to have chills and fever. Two days after 
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Au cours des jours suivants, les myalgies diminuent, rnais 
les frissons et l'hyperthermie persistent. Deux jours apres 
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admission he became oliguric, anemic and thrombocyto­
penic. The changes observed in renal, hematological and 
liver functions during hospitalization are shown in Figures 
1, 2 and 3, respectively. Blood cultures were negative. 

The patient was admitted to intensive care and hemo­
dynamic monitoring indicated pulmonary artery pressures of 
26/13 mmHg. There was microscopic hematuria as well as 
oozing at puncture sites. Urinary sedimentation yielded 
numerous non-specific casts. Platelet count dropped to 
16 000 and hemoglobin to 7.5g%, requiring the adminis­
tration of 3 units of packed red blood cells. Blood smears 
showed no fragmentation, the Coombs' test was negative 
and haptoglobin was under lmg%. Partial thromboplastin 
and prothrombin times remained normal. Bone marrow 
aspiration was also normal. 

son admission, le malade devient oligurique, anemique et 
thrombocytopenique. . Les changements notes pendant 
!'hospitalisation dans les fonctions renale, hematologique et 
hepatique sont presentes respectivement aux Figures 1, 2 et 3. Les 
hemocultures sont negatives. 

Le malade est admis aux soins intensifs, et le monitoring 
hemodynamique montre une pression de l'artere pulmonaire a 
26/ 13mmHg. On observe une hematurie microscopique et un 
saignement aux points de ponction; et, au sediment urinaire, de 
nombreux cylindres non specifiques. Le nombre des plaquettes 
tombe a 16 000 et l'hemoglobine a 7 ,5g%, ce qui rend necessaire 
!'administration de 3 culots globulaires. Le frottis sanguin ne 
montre aucune fragmentation, le test de Coombs est negatif, et 
l'haptoglobine est inferieure a lmg%. Les temps de cephaline et de 
prothrombine demeurent normaux, de meme que !'aspiration de 
moelle osseuse. 

Figure 3. Evolution in Liver Parameters During Hospitalization/ 
Figure 3. Evolution des parametres hepatiques pendant !'hospitalisation 
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The patient required hemodialysis 3 times. On the sixth 
day after the onset of symptoms he became afebrile and his 
general condition improved. Paradoxically, as the slight 
cytolysis improved, the bilirubin rose to a maximum of 
37mg% on the tenth day. Hepatitis B antigen and antibodies 
were negatives and abdominal echography showed no 
obstruction of the bile ducts. The clinical, hematological 
and renal improvement was soon followed by a decrease in 
the bilirubin. 

A diagnosis of leptospirosis was initially suggested on 
day 6 of his illness. Dark-field investigation for leptospires 
inthe urine was negative at that time. Serological titres of 
less than I/50 on day 6 rose to 1/6400 for Leptospira 
icterohaemorrhagiae and 1/800 for L. canicola on day 66. 

Discussion: Leptospirosis is an infectious bacterial disease 
caused by a spirochete of the genus Leptospira and is one of 
the most widespread zoonoses in nature. The main reservoir 
of infection is rodents, although dogs, cattle, cats and pigs 
may also be affected. Leptospires may survive for long 
periods in the renal tubules of certain hosts and thus be 
excreted in their urine for prolonged periods of time. Man 
acquires leptospirosis either through direct contact, e.g., rat 
bite, or indirect contact such as penetration of the 
leptospires through skin abrasions or numerous 
membranes( 0. Leptospirosis in its severe form (Weil's 
syndrome) is characterized by the following triad of 
disorders: renal failure, icterus and predisposition to 
hemorrhage. Death results in 5 to 10% of cases with the 
severe form; in the other cases there is complete recovery 
without sequelae. Fortunately, the severe form of 
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Le patient doit etre hemodialyse a 3 reprises. Le 6e jour apres 
le debut des symptomes, il devient afebrile et son etat general 
s'ameliore. Paradoxalement, alors que la legere cytolyse s'amende, 
la bilirubine augmente pour atteindre son zenith le 10e jour: 
37mg%. L'antigene de l'hepatite B - et les anticorps - sont negatifs, 
et l'echographie abdominale ne montre pas d'obstruction des voies 
biliaires. Une baiss·e de la bilirubine suit de pres !'amelioration 
clinique, hematologique et renale. 

Un diagnostic de leptospirose est suggere pour la premiere fois 
le 6e jour de l'atteinte. La recherche de leptospires dans !'urine, par 
microscope a· fond noir, se revele alors negative. Les titres 
serologiques inferieurs a 1/50 le jour 6 atteignent 1/6 400 pour 
Leptospira icterohaemorrhagiae et 1/800 pour L. canicola le jour 66. 

Discussion: La leptospirose, maladie infectieuse bacterienne causee 
par un spirochete du genre Leptospira, est l'une des zoonoses les plus 
repandues dans la nature. Les rongeurs representent le principal 
reservoir de !'infection, mais les chiens, le betail, !es chats et les 
pores peuvent aussi etre touches. Etant donne sa survie prolongee 
dans les tubules renaux de certains hotes, le leptospire peut etre 
excrete pendant longtemps dans !'urine de ces derniers. L'homme 
contracte une leptospirose soit par un contact direct (par exemple, 
morsure de rat), soit par un contact indirect (par exemple, via une 
abrasion de· la peau ou des muqueuses)O). Dans sa forme grave 
(maladie de Weil), la leptospirose se caracterise par une insuffisance 
renale, un ictere et une predisposition a l'hemorragie. Le deces 
survient dans 5 a 10% des cas graves; dans !es autres cas, la .guerison 
est complete, sans sequelles. La forme severe de la leptospirose est 
heureusement rare, ne representant que 5 a 10% de cas. Le plus 
souvent, !'infection est asymptomatique ou se manifeste par des 
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leptospirosis is rare and is observed in only 5 to l 0% of 
cases. Most often the infection is asymptomatic or 
manifests itself in non-specific symptoms that are hard to 
distinguish from common viral illnesses. In fact, up to 15% 
of abattoir workers, veterinarians and farmers have 
serological evidence of past infection(2,3), Often this 
anicteric form of leptospirosis has a 2-phase evolution with 
the first phase ("septicemic"), which lasts 3 to 7 days, 
characterized by abrupt onset of fever, headache, vomiting, 
myalgia, abdominal pain, and conjunctiva! reddening. It may 
be followed by a second ("immune") phase which is 
characterized by rash, aseptic meningitis and/or uveitis. 

During the first 7 days of the infection, the leptospires 
are found in the blood and CSF; they are excreted in the 
urine for much longer (up to one month post-infection). 
Leptospirosis may be diagnosed in 2 ways: detection of the 
organism by direct visualization or by culture and 
serological testing. However, the most frequently used 
diagnostic method is serology; there are 180 different 
serotypes of Leptospira{4). Contrary to what was formerly 
believed, a given serotype is not associated with a specific 
clinical manifestation. Moreover, there are cross-reactions 
between the various leptospires. The sera of the patient 
described here, for example, showed antibodies for both L. 
icterohaemorrhagiae and L. canicola. Since 1985, serology 
for leptospirosis has been done by the Laboratory Centre for 
Disease Control in Ottawa. The following serogroups 
involved in human pathology are tested: autumnalis, 
ball um, canicola, grippotyphosa, icterohaemorrhagiae, 
pomona, sejroe and tarassovi. A presumptive diagnosis of 
leptospirosis is made for titres in excess of 1/50 for a 
serotype in one or more sera. Definite diagnosis is made 
when there is a 4-fold increase in the titre of antibodies for 
a given serotype on 2 sera taken 2 to 4 weeks apart. 

In Canada from 1966 to 1978, and from 1980 to 1983, l 
to 7 cases of" leptospirosis were reported annually, mainly 
during the summer. However, these figures do not reflect 
the true incidence of the disease, since only hospitalized 
cases are reported. 

The most important aspect of treatment of the severe 
form ·of leptospirosis is support of vital functions: re­
establishment of blood volume, hemodialysis if there is 
kidney failure, and correction of thrombocytopenia. 
Antibiotic therapy appears to be effective only at the onset 
of the disease. Penicillin or tetracycline should therefore 
be administered in the first 4 days of symptomology(2), 

When should a clinician suspect leptospirosis? Clearly, 
the anicteric form often goes unnoticed. Leptospirosis 
should be considered in any case of aseptic meningitis with 
unknown etiology. Studies by the U.S. Centers for Disease 
Control have found S!!rological eyiqence of leptospirosis in 
10% of previously unexplained meningitis or encephalitis(5). 
Serology should be carried out in situations where the 
possibility of leptospirosis exists. Leptospirosis should be in 
the differential diagnosis when a jaundiced patient is seen 
with an acute onset of icterus and renal dysfunction. 

This patient presented with a classic case of the severe 
form of leptospirosis. 

References: 

symptomes non specifiques, diffici1es a distinguer d'un rhume banal. 
De fait, jusqu'a 15% du personnel d'abattoir, des veterinaires et des 
fermiers presentent des signes serologiques d'infection 
anterieure(2,3). Cette forme anicterique de la leptospirose a 
frequemment une evolution biphasique, la premiere phase (dite 
septicemique) durant 3 a 7 jours et etant marquee par la survenue. 
soudaine de fievre, de cephalees, de vomissements, de myalgies, de 
douleurs abdominales et de suffusions conjonctivales. Une seconde 
phase (dite immune) peut suivre; elle ne manifeste par un rash, une 
meningite aseptique et/ OU une UVeite, 

Le leptospire se trouve clans le sang et le LCR pendant les 7 
premiers jours de !'infection et est excrete dans !'urine plus 
longtemps (jusqu'a l mois apres !'infection). Le diagnostic de 
leptospirose peut etre pose de 2 fa~ons, le microorganisme pouvant 
etre decele soit directement, soit par culture et serologie. 
Toutefois, la methode diagnostique la plus utilisee est la serologie. 
II existe 180 serotypes distincts de leptospires(4). Contrairement 
aux croyances anterieures, un serotype donne n'est pas associe a une 
manifestation clinique particuliere. De plus, ii y a des reactions 
croisees entre Jes differents leptospires. Par exemple, le serum du 
malade dont ii est question ici a des anticorps contre L. 
icterohaemorrhagiae et L. canicola. Depuis 1985, la serologie pour 
la leptospirose se pratique au Laboratoire de Jutte contre la 
maladie, a Ottawa. Les serogroupes suivants, incrimines dans la 
pathologie humaine, sont analyses: autumnalis, ballum, canicola, 
grippotyphosa, icterohaemorrhagiae, pomona, sejroe, et tarassovi. 
Un diagnostic de presomption de leptospirose est pose pour tout 
titre de plus de 1/50 pour un serotype, dans au moins un serum; et un 
diagnostic de certitude, lorsque le titre d'anticorps est Guadruple 
pour un serotype donne, dans 2 serums preleves a un intervalle de 2 
a 4 semaines. 

De 1966 a 1978 et de 1980 a 1983, le Canada a enregistre entre 
1 et 7 cas de leptospirose par annee, surtout pendant l'ete. Ces 
donnees ne representent toutefois pas !'incidence reelle de la 
maladie, puisque seuls les cas hospitalises sont signales. 

Le support des fonctions vitales est l'aspect le plus important 
du traitement de la forme severe de la leptospirose: retablissement 
de la volemie; hemodialyse, en cas d'insuffisance renale; et 
correction de la thrombopenie. L'antibiotherapie ne semble efficace 
qu'en debut de maladie. La penicilline ou la tetracycline doivent 
done etre administrees dans les 4 premiers jours de la 
symptomatologie(2). 

Quand le clinicien doit-il soupc;:onner une leptospirose? II va 
sans dire que la forme anicterique passe souvent inaperc;:ue; mais, 
dans chaque cas de meningite aseptique de cause inconnue, ii 
conviendrait de penser a la leptospirose. Des etudes des Centers for 
Disease Control america~ns 91:1t permis de decel<:!r des signes 
seroJogiques de leptospirose dans 10% des CaS de meningite OU 

d'encephalite restes inexpliques(5). Chaque fois que la leptospirose 
est une possibilite, la serologie devrait done etre pratiquee. La 
leptospirose doit aussi etre incluse dans le diagnostic differentiel 
chaque fois qu'un patient presente une atteinte aigue d'ictere et 
d'insuffisance renale. 

Le malade en question presentait le tableau typique de la forme 
severe de la leptospirose. 
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INFLUENZA ACTIVITY IN CANADA 

Almost all of the 332 laboratory confirmations in the 
following table have involved influenza A. While A/Taiwan 
has emerged as the predominant strain this season, there 
have been 2 recent confirmations of A/Sichuan in British 
Columbia, and 2 of ir.iluenza B earlier in the season. The 
strains identified to date are similar to the vaccine 
components: A/Taiwan, A/Sichuan and B/Victoria. This 
suggests that the vaccine should provide good protection. 

ACTIVITE GRIPPALE AU CANADA 

A. quelques exceptions pres, !es 331 confirmations en 
laboratoire du tableau suivant concernaient la grippe A. Si 
A/Taiwan s'est revel~e etre la souche predominante cette Saison, on 
compte egalement 2 confirmations recentes de A/Sichuan en 
Colombie-Britannique ainsi que 2 de grippe B obtenues plus tot dans 
la saison. Les souclies identifiees jusqu'ici se rapprochent des 
composantes du vaccin (A/Taiwan, A/Sichuan et B/Victoria), ce qui 
suggere que le vaccin devrait etre efficace. 

INFLUENZA ACTIVITY IN CANADA/ACTIVITE GRIPPALE AU CANADA 

For the week ending 13 January 1988 (cumulative total from 25 September)/ 
Pour la semaine se terminant le lJ janvier 1988 (cumulatif du 25 septembre) 

PROVINCE/TERRITORY NFLD/ P.E.I./ N.S./ N.B./ QUE/ ONT MAN SASK ALTA/ B.C./ N.W.T./ YUKON PROVINCE/TERRITOIRE T.-N. f.-P.-E. N.-E. N.-B. QUE ALB. C.-B. T.N.-0. 

Extent:* of Influenza-Like 
Illness/ Ampleur* de 0 0 0 0 + + ++ + + ++ +++ ++ 
l'atteinte pseudo-grippale 

Laboratory Evidence/ 
Signes biologiques 

Type Subtype/Sous-type TOTAL 

I OJ (13) 1 (22J 4 (48) 15 (23) 20 (107) 
(H!Nl) D 

s 1 \3) \29) (3) 1 (35) 
I 

(H3N2) D 
A s (2) (2) 

I 1 (3) 3 (4) 6 (Ill 4 85) (5) 14 (!08J 
(NS) D 2) (2) 

,._ s 1 (2) 5 (16) 4 (20) 6 38) 16 (76J 
Total 2 (6) 3 (4) 111401 6 145J 14 202) 15 (33J 51 1330) 

I lll Ill 
B D 

s Ill \1) 
Total Ill (!) (2) 

A&B TOTAL 2\6) 3 l4l 11 \4!) 6 \lj.5) II/. \203) 15 l33l 511332) 

* = Based on reports from provincial/territorial health departments/D'apres !es rapports des services provinciaux/territoriaux de sante 
0 = No reported cases/ Aucun cas signale 
+ = Sporadic cases/Cas sporadiques 
++ = Localized outbreaks/Poussees localisees 
+++ Widespread/Poussees etendues 
I = Identification by growth in tissue culture/Identification par culture tissulaire 
D = Detection of virus in specimen by other methods such as fluorescent antibody/Detection du virus dans le specimen par d'autres methodes comme Jes 

anticorps fluorescents 
S Confirmation by ~ four-fold rise in serologic titre by any method/Confirmation par augmentation de ~ 4 dilutions du titre selon n'importe quelle 

methode 
NS Not subtyped/Non sous-type 
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