
To the Editor,

I read the very interesting letter by Ebik et al. (1) about the 
efficacy of prednisolone to control thrombocytopenia in a pa-
tient with severe manifestations of leptospirosis or Weil dis-
ease. This cosmopolitan disease is due to pathogenic agents 
of Leptospira interrogans species (2,3). The patient presented 
with the classical features of “Weil’s syndrome” - fever, jaun-
dice, renal failure, and bleeding (2,3), and underwent adequate 
hydration and antibiotic therapy (1). Despite the appropriate 
management, the very low platelet levels persisted; therefore, 
the authors successfully utilized prednisolone (1 mg/kg) to 
control the thrombocytopenia (1). They focused the main cur-
rent hypotheses related to the physiopathology mechanisms of 
thrombocytopenia in patients with renal failure due to severe 
forms of leptospirosis (1). Moreover, the favorable role of the 
early administration of corticosteroid was emphasized (1). 

In this setting, I would like to add comments about the oc-
currence of accentuated thrombocytopenia in icteric as well 
as anicteric severe leptospirosis in Brazilian patients (2,3). In 
particular, the very low platelet counts were similar either in 
the presence or absence of renal failure and Weil’s syndrome 
- 61x103/mm3 and 82x103/mm3, respectively (2,3). Septicemia 
during the early phase of disease might explain the thrombo-
cytopenia in both patients, who showed a good improvement 
following clinical support and antibiotic administration; be-
cause of the rapid normalization in platelet counts, cortico-
steroids were not utilized (2,3). The authors highlighted the 
major concerns involving thrombocytopenia in leptospirosis - 
the possibility of diagnostic pitfalls with dengue fever, yellow 
fever, Hantavirus infections, or malaria occurring in the same 
environments, or coinfections with those mentioned condi-
tions (2-4). 

Travel to developing areas can enhance the occurrence of 
imported infections to industrialized countries. The current 
growing number of Zika virus infections, which can also be 

associated with thrombocytopenia, has increased the range of 
misdiagnosis or co-infections, mainly because false-positive 
tests with dengue fever have been recently described (5). In 
order to rule out eventual co-infections, routine serological 
tests including the most prevalent agents should be performed 
upon the admission of patients from respective endemic areas. 
The author believes that the commented articles would con-
tribute to a better understanding of challenging items related 
to the diagnosis and control of these infectious causes of low 
platelets. Finally, one should also consider the need for further 
studies involving a greater number of cases to better evalu-
ate the suggested advantage of early corticoid therapy in these 
conditions. 
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We kindly thank Santos VM. for his sincere interest in our 
article (1). The authors report thrombocytopenia in leptospi-
rosis might be stemmed from other factors apart from the dis-
ease, and thus, they emphasize these factors and the effects of 
early corticosteroid treatment shall be studied.  

In our case, elevated liver enzymes, icterus and thrombocy-
topenia were present at the time of appliance. Therefore, by 
considering viral hepatitis and other specific viruses affecting 
liver, only a supportive care was launched.  From the tests ana-
lyzed, Hepatitis A, -B, -C, toxoplasma and cytomegalovirus 
were found negative. As Dengue Fever and Hanta virus infec-
tions are not endemic pathogens in the area where we live, no 
specific test was done to evaluate these agents. Moreover, that 
crimean-congo haemorrhagic fever caused by Nairo viruses 
and infected by ticks was commonly diagnosed in the area 
was also taken into consideration. However, from the detailed 
anamnesis of the patient with a long lasting fever, we found 
that he had worked in a wooden fruit crate production facility 
and there were so many mice in the working environment, 
thus, we concluded that it was highly possible that the patient 
might have contacted with mice urine and scat. Depending on 
these findings and by primarily considering the patient had a 
leptospirosis infection, we drew blood for microscopic agglu-
tination and it was positive.   

About the patient with thrombocytopenia during appliance, 
the findings were related to septicemia, hence, a corticosteroid 
treatment wasn’t decided because during the course of viral in-
fections and septicemias, that corticosteroid into the treatment 
might cause problems is known (2). In clinical follow-ups, we 
first applied random thrombocyte to the patient with deepen-

ing thrombocytopenia and developed epistaxis in order to pro-
vide bleeding control. However, since we didn’t have enough 
thrombocyte increase and weren’t able to control bleeding, we 
thought the patient could be suffering from pulmonary hemor-
rhage caused by severe leptospirosis, and we started cortico-
steroid treatment (3). In literature, we discovered thrombocy-
topenia caused by severe leptospirosis is a common condition 
and the condition might cause pulmonary hemorrhages and 
plasmapheresis and corticosteroid treatments are helpful for 
these patients (4,5). Since we could not perform plasmapher-
esis, we gave corticosteroid and monitored the patient closely. 
Then, the level of thrombocytes increased whereas epistaxis 
decreased. After bleeding control was achieved, corticosteroid 
session was ended by giving lower doses.  

From the case, reaching the conclusion of “corticoteroid 
treatment is required in the early phase of the case of throm-
bocytopenia in severe leptospirosis” is incorrect. However, 
for the patient with deepening thrombocytopenia and that 
was unable to have clinical improvement even after random 
thrombocyte suspension, we managed to apply corticosteroid 
treatment successfully and we also think that in the manage-
ment of the case where other pathogens were inhibited, early 
corticosteroid treatment undoubtedly helped. For a better un-
derstanding of its positive effects in similar cases, more stud-
ies with a significant number of patients are required.   
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