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Clinical features of leptospirosis: a prospective descriptive study at the
National Hospital of Sri Lanka (NHSL) in 2007
The prevalence of leptospirosis in Sri Lanka has
gradually increased since the earliest reports in 1953 [1].
Statistics show that in 2007 about 10% of medical ICU
admissions were due to leptospirosis, and 65% of them
died from complications. Regular evaluation of the clinical
features of leptospirosis is important for early detection
and accurate management of the disease [1]. The objective
of this study is to describe clinical features and outcomes
of patients with confirmed leptospirosis admitted to the
National Hospital of Sri Lanka (NHSL).
Ours was a prospective study of 45 patients with
confirmed leptospirosis admitted to a medical unit at the
NHSL from 1 January to 31 December 2007. The entry
criteria were: clinically compatible illness, and presence of
an anti-leptospira IgM antibody titre of >1:1600 in a single
sample or a four-fold rising titre of 1:100 - 1:1600 in paired
samples. The demographic characteristics, clinical profile,
and outcomes were noted.

cause any deaths in our series, possibly due to aggressive
management with haemodialysis. The commonest fatal
complication in this study (92% of mortality) was acute
lung injury which has not been recognised as a common
complication of leptospirosis in previous studies [1-4].
Since this study was conducted in a national referral
centre, there is a strong likelihood of inclusion of more
complicated cases. We need a larger multicentre study to
validate our findings and to develop criteria based on
clinical features and readily available laboratory tests to
make an early diagnosis. Research should also be directed
at identifying predictors of acute lung injury and early
interventional options.
Table 1. Clinical and laboratory features
of the 45 leptospirosis cases

Of 97 patients who were investigated for
leptospirosis on clinical suspicion, 45 were serologically
confirmed. The majority gave a history of exposure to
contaminated water, and a significant percentage were
those involved in manual (35.5%) and agricultural work
(33.3%). All presented with a monophasic febrile illness,
and the most frequent clinical features were fever, myalgia,
jaundice, and conjunctival injection (table 1).

Clinical feature

n

%

Fever

45

100

Myalgia

42

93.3

Jaundice

44

97.7

Conjunctival injection

31

68.8

1

02.2

All patients had neutrophil leucocytosis, thrombocytopenia, and evidence of renal and hepatic
involvement. Eleven developed acute renal failure and
haemodialysis was indicated for 7. During the course of
the illness 14 developed acute lung injury and 13 died. 8
of them did not receive ventilatory support due to the
non-availability of beds in the intensive care unit.

Leucocytosis (>11.0 × 109 / l)

45

100

Neutrophilia (>7.5 × 109 / l)

45

100

Thrombocytopenia (<150 × 109 / l)

45

100

Lymphopenia (<1.5 × 10 / l)

13

28.8

Elevated serum creatinine

45

100

Hematuria

36

80.0

Elevated serum transaminases

45

100

The patients were mainly ‘high risk’ occupational
groups even though a previous Sri Lankan study showed
that leptospirosis had shifted from an ‘occupational
disease’ to an ‘environmental disease’ [1]. The classical
biphasic febrile illness is described as a common
presentation in previous studies [1-4]. However, all our
patients had a monophasic illness. The frequency of
jaundice, renal involvement, leucocytosis with
neutrophilia and thrombocytopenia were strikingly higher
than previously reported [2]. Fever with polymorphoneuclear leucocytosis, thrombocytopenia, elevated
serum creatinine and transaminases should alert the
clinician to the possibility of leptospirosis in situations
where demonstration of leptospira by dark ground
microscopy or serology are not readily available.
In previous studies, acute renal failure was considered
the commonest fatal complication [1-4], but this did not
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Neck stiffness

9

Table 2. Complications of leptospirosis (n=45)
Complication

Total
n (%)

Death
n (%)

Acute renal failure

1 1 (24.4)

-

Acute lung injury

14 (31.1)

13 (28.8)

Myocarditis

7 (15.5)

2 (4.4)

Meningitis

1 (2.2)

-

Encephalopathy

2 (4.4)

-
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Chromobacterium violaceum infection in a provincial hospital
in Sri Lanka
Chromobacterium violaceum is an aerobic, gramnegative bacillus usually found as a saprophyte in soil
and stagnant water in tropical and subtropical regions. It
produces violacein, a pigment which imparts the violet
black colour to the laboratory media [1,2]. C violaceum is
generally susceptible to fluroquinolones, carbapenems,
and gentamicin but resistance to cephalosporins is
common [1].
It is a ubiquitous organism but a rare human pathogen,
and can cause fatal sepsis with metastatic abscesses in
lungs, liver, and spleen. Nearly 150 cases have been reported,
mainly in Asia and South America [3]. Infection with this
organism is usually acquired through trauma, and may
begin with cellulitis, pustules, and gangrene [1-4]. Infection
is more common in patients with chronic granulomatous
disease (CGD) [1,2].

abdomen, chest xray and bone marrow aspiration were
normal. Since there was consanguinity and history of
recurrent infections, he was investigated for possible
immunodeficiency. He developed gangrene in two toes,
and culture of pus from a pustule yielded purple coloured
colonies (figure 1), identified as Chromobacterium
violaceum by the biochemical profile (Analytical Profile
Index). Antimicrobial sensitivity of the isolate showed
resistance to ceftazidime, ceftriaxone, co-amoxyclav and
sensitivity to ciprofloxacin, meropenem, gentamicin,
amikacin and timentin. The patient died and the autopsy
showed abscesses in the lungs.

Case 1
A 9-month old baby boy with fever, vomiting, multiple
joints swelling, and generalised pustular rash was
investigated for pyrexia of unknown origin. He had a past
history of recurrent infections. On examination there was
hepatosplenomegaly and pallor. The C-reactive protein
level was raised (60mg/l) and other blood tests were
normal. Staphylococcus aureus was isolated from blood
cultures. He was treated with vancomycin but there was
no improvement. Ultrasound scan of the brain and
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Figure 1. Chromobacterium violaceum colonies on
nutrient agar.
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