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Introduction. Leptospirosis is an emerging infectious disease associated with multiorgan involvement and significant morbidity
and mortality. Although pulmonary hemorrhage due to leptospirosis has a high fatality, specific treatment options are limited and
their efficacy is not adequately proven.We opted to find out the current evidence on plasmapheresis and extracorporeal membrane
oxygenation (ECMO) in pulmonary hemorrhages due to leptospirosis.Methods. The first search was conducted in PubMed, OVID,
Google Scholar, and Cochrane clinical trial registry using keywords “leptospirosis” OR “Leptospira” OR “Weil’s disease” AND
“plasmapheresis” OR “plasma exchange” AND “pulmonary hemorrhage” OR “alveolar hemorrhage” OR “lung hemorrhage” and
the second searchwas done using keyword “leptospirosis” OR “Leptospira”OR “Weil’s disease”AND“ECMO”OR “Extracorporeal
membrane oxygenation.”The searches were not limited by study design or the date of publication. Only articles written in English
were reviewed. Although we intended to include only clinical trials, it was decided later to include other information such as
case reports and case series which addressed these treatment modalities. Two authors selected articles independently in a blinded
manner using a set of inclusion and exclusion criteria and discrepancies were solved after discussions. Results. The information
found was very limited. This included one clinical trial which showed a significant survival benefit with plasmapheresis but the
study design hadmany limitations. Two case reports described the benefit of plasmapheresis in severe leptospirosis with pulmonary
hemorrhages.Therewere eight case reports where ECMOwas performed and out of all only one patient has died. One retrospective
study on patients with severe leptospirosis mentioned that four out of five patients with pulmonary hemorrhages survived after
being treatedwith ECMO.Conclusions. Current evidence is insufficient to recommend the routine use of plasmapheresis or ECMO
for patients presenting with pulmonary hemorrhages due to leptospirosis. ECMOmay be a promising mode of treatment in acute
respiratory failure in leptospirosis related pulmonary hemorrhages. These treatment modalities, however, can be applied based
on the availability of resources and expertise at the discretion of the clinician in charge, considering patient related factors such
as cardiovascular stability and derangement of coagulation profile. Clinical trials conducted adhering to standard procedures are
urgently required to establish the efficacy of these treatment modalities.

1. Background
Leptospirosis is an emerging infectious disease with increas-
ing incidence in both developing and developed countries
[1]. It has a wide geographical distribution and is observed
commonly in tropical, subtropical, and temperate zones,
reaching endemic proportions in South East Asian region
[2]. Globally, around 10,000 severe cases of leptospirosis
require hospitalization every year [1]. The major burden

attributed to leptospirosis has been the severe life-threatening
manifestations. Leptospirosis has a mean case fatality ratio
of 6.85%, with the highest risk for death among males of
50–59 years of age [3]. Of the disease related complications,
pulmonary hemorrhages are the major cause of mortality,
accounting for 30-60% of deaths [4–8]. Edilane L et al.
have reported an increasing detection rate of pulmonary
hemorrhages in Brazil in the recent past [9].
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Figure 1: Plasma exchange (last search September 30, 2018).

Antibiotics are the mainstay of treatment in suspected or
confirmed leptospirosis but the efficacy of different antibi-
otics is uncertain due to the scarcity of clinical trials [10]. In
pulmonary involvement where the highest mortality is seen,
there is sparse evidence for an effective treatment modality,
currently. Although high-dose intravenous glucocorticoids
are used in pulmonary involvement, the evidence is weak and
is limited to case reports and case series [11]. Clinical trials
[12, 13] have shown that glucocorticoids are ineffective and
may increase the risk of nosocomial infections. Intravenous
cyclophosphamide has been found to be effective in a single
nonrandomized trial conducted in India, but the method-
ological flaws seen in this study restrict the application of the
results in patient care [14].

There is a growing interest in plasmapheresis and ECMO
as potential treatment modalities for leptospirosis with lung
involvement. These treatment modalities require additional
resources such as expertise and infrastructure; hence, they
are not widely used. Plasmapheresis and ECMO, however,
have not been included in the national patient management
guidelines in countries where the condition is prevalent. We
intended to explore the effectiveness of plasmapheresis or
ECMO in a systematic manner using the current evidence.

2. Methods

The review was done adhering to the PRISMA protocol.
The first search was conducted in PubMed using keywords
“leptospirosis” OR “Leptospira” OR “Weil’s disease” AND

“plasmapheresis” OR “plasma exchange” AND “pulmonary
haemorrhage” OR “alveolar haemorrhage” OR “lung haem-
orrhage” and the second search was done with keywords
“leptospirosis” OR “Leptospira” OR “Weil’s disease” AND
“ECMO” OR “Extracorporeal membrane oxygenation.” Last
search was done on September 20, 2018 (Figures 1 and 2).
The searches were not limited by study design or the date of
publication. Only articles written in English were reviewed.
One article that did not have an English translation was
excluded. A similar search was conducted on OVID, Google
Scholar, and theCochrane clinical trial registry. Althoughour
initial intention was to include only clinical trials, we decided
to include other forms of information such as case reports
and case series, which addressed plasmapheresis or ECMO in
leptospirosis. Other types of publications such as reviews and
comments were excluded. Reference lists of included articles
were also perused. No additional eligible articles were found.
Two authors selected articles independently in a blinded
manner using a set of inclusion and exclusion criteria and
discrepancies were sorted out after discussion.

3. Results

3.1. Evidence on Plasmapheresis for Patients with Leptospiro-
sis Pulmonary Hemorrhage (Table 1). We found two case
reports [15, 16] and one clinical trial [17], where benefits
of plasmapheresis in severe leptospirosis with pulmonary
hemorrhages have been described. Chen et al. [15] described
a patient with leptospirosis and coinfection with typhus
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Figure 2: Extracorporeal membrane oxygenation (last search September 30, 2018).

presentingwith diffuse alveolar hemorrhage and acute kidney
injury (AKI) and recovered after 8 cycles of plasma exchange
and high-dose steroids. Despite recovery from pulmonary
hemorrhage, this patient had a complicated course of illness
with active gastrointestinal bleeding and necessitated 6 weeks
of hospitalization. Dursan B et al. [16] have described a
patient with severe alveolar hemorrhages and AKI following
leptospirosis and recovered after 9 cycles of plasmapheresis.
Trivedi et al. [17] described a nonrandomized trial in which
first 30 patients received conventional therapy with antibi-
otics and steroids and next consecutive 114 patients received
plasmapheresis and cyclophosphamide. This study showed
a high mortality benefit in the plasmapheresis group when
compared with the conventional treatment (61.4% vs 16.6%).
The study only recruited patients with mild pulmonary
hemorrhages with an acute lung injury score less than 25 and
there were limitations in the study design.

3.2. Evidence on Extracorporeal Membrane Oxygenation for
Patients with Leptospirosis Pulmonary Hemorrhage (Table 2).
There were eight case reports and one retrospective study
where ECMO is used in patient with leptospirosis with
pulmonary hemorrhage [25–33]. Seven case reports [25–31]
showed benefits of ECMO in patients with leptospirosis while
one report [32] described treatment failure despite using
variety of advanced invasive treatment measures. Also, in

a retrospective study of 134 leptospirosis cases treated in
ICU, five have undergone ECMO, out of which four have
survived [33]. In individual case reports, Pardinas et al. [25]
described a patient presenting with massive hemoptysis and
persistently low oxygenation despite ventilation, recovering
after 18 days of venovenous ECMO (vv-ECMO).This patient
has received concurrent aminocaproic acid infusion to reduce
pulmonary bleeding. Liao et al. [26] describe a patient with
severe leptospirosis complicated bymassive pulmonary hem-
orrhage with fresh bleeding from endotracheal tube leading
to refractory hypoxemia and hypercapnia despite ventilation
recovering after 6 days of vv-ECMO. A 50-year-old patient
who had leptospiremic septic shock with acute respiratory
failure underwent vv-ECMO where higher blood flow rates
were used with a lower activated partial thromboplastin time
(40-50sec) due to the bleeding in the initial three days. He
recovered after 11 days of ECMO despite being complicated
with acute kidney injury (AKI) requiring renal replacement
therapy and cardiomyopathy with an ejection fraction of 30%
[27]. A patient who had a sudden cardiac arrest due to severe
hypoxemia subsequent to lung haemorrhage recovered after
183 hours of ECMO [28]. This patient required molecular
adsorption recycling system (MARS) in order to reduce
hyperbilirubinemia. Cantwell et al. describe an obese 39-
year-old patient with lung hemorrhage requiring vv-ECMO
with a second membrane oxygenator to improve oxygenation



4 Journal of Tropical Medicine
Ta

bl
e
1:
Su
m
m
ar
y
ta
bl
ef
or

le
pt
os
pi
ro
sis

pa
tie

nt
st
re
at
ed

w
ith

pl
as
m
ap
he
re
sis
.

PE
X
fo
rp

at
ie
nt
sw

ith
le
pt
os
pi
ro
si
sr

el
at
ed

pu
lm

on
ar
y
he
m
or
rh
ag
es

Re
fe
re
nc
e

Le
ve
lo
fe

vi
de
nc
e

C
om

pl
ic
at
io
ns

of
di
se
as
e

Tr
ea
tm

en
tu

se
d

O
th
er

co
m
pl
ic
at
io
ns

O
ut
co
m
e

Ch
en

Y
et
al
[1
5]

C
as
er

ep
or
t-

co
in
fe
ct
io
n
w
ith

sc
ru
b
ty
ph

us
Pu

lm
on

ar
y
he
m
or
rh
ag
e,
ac
ut
e

re
na
lf
ai
lu
re

8
cy
cl
es

PE
X
an
d

co
rt
ic
os
te
ro
id
s

Ac
tiv

eu
pp

er
ga
str

oi
nt
es
tin

al
bl
ee
di
ng

D
isc

ha
rg
ed

aft
er

6
we

ek
so

f
ho

sp
ita

liz
at
io
n

D
ur
su
n
B
et
al
[1
6]

C
as
er

ep
or
t

Pu
lm

on
ar
y
he
m
or
rh
ag
e,
re
na
l

fa
ilu

re
9
PE

X,
co
rt
ic
os
te
ro
id
s

Re
co
ve
re
d

Tr
iv
ed
iS
V
et
al
[1
7]

N
on

ra
nd

om
iz
ed

no
np

ar
al
le
l

cl
in
ic
al
tr
ia
l,
2
gr
ou

ps
se
qu

en
tia

lly
re
cr
ui
te
d

O
nl
y
m
ild

ca
se
s(
A
LI

sc
or
e<

2.
5)

we
re

in
clu

de
d

PE
X

C
on

tro
lg
ro
up

-5
/3
0

pa
tie

nt
s(
16
.6
%
)s
ur
vi
ve
d

Tr
ea
tm

en
tg
ro
up

-P
EX

&
CP

P
70
/11
4
pa
tie

nt
s(
61
.4
%
)

su
rv
iv
ed

PE
X
w
he
n
pu

lm
on

ar
y
he
m
or
rh
ag
ew

as
no

tp
re
se
nt

or
no

tc
le
ar
ly
m
en
tio

ne
d

La
nd

in
ie
ta
l[
18
]

C
as
es

er
ie
so

f6
pa
tie

nt
s

H
yp
er
bi
lir
ub

in
em

ia
an
d

he
m
or
rh
ag
ic
m
an
ife
sta

tio
ns

(n
ot

sp
ec
ifi
ed
)

PE
X

Im
pr
ov
em

en
to

f
he
pa
to
re
na
lf
un

ct
io
n,

he
m
or
rh
ag
ic
sta

te
an
d

co
m
ag

ra
de

Bo
ur
qu

in
V
et
al
[19

]
C
as
er

ep
or
t

M
ul
tio

rg
an

dy
sfu

nc
tio

n
(a
cu
te

ki
dn

ey
in
ju
ry
,l
iv
er

fa
ilu

re
,

m
yo
ca
rd
iti
s,
th
ro
m
bo

cy
to
pe
ni
a)

PE
X,

CR
RT

,
hi
gh

-v
ol
um

e
he
m
ofi

ltr
at
io
n

(H
V
H
F)

Pe
ni
ci
lli
n-
re
sis
ta
nt

en
te
ro
co
cc
us

ba
ct
er
em

ia
,d
ry

ne
cr
os
is
of

bo
th

ex
tre

m
iti
es
,t
ra
ns
ie
nt

pa
ci
ng

,
se
ve
ra
lr
es
pi
ra
to
ry

ar
re
sts

,s
ev
er
e

CM
V
co
lit
is
re
qu

iri
ng

sig
m
oi
de
ct
om

y
an
d
ga
nc
ic
lo
vi
r

IC
U
45

da
ys

an
d

di
sc
ha
rg
ed

aft
er

70
da
ys

Ta
yl
or

et
al
[2
0]

C
as
er

ep
or
t

M
ul
tio

rg
an

dy
sfu

nc
tio

n
(h
em

op
ty
sis

w
ith

ac
ut
e

re
sp
ira

to
ry

fa
ilu

re
,m

ar
ke
d

hy
pe
rb
ili
ru
bi
ne
m
ia
w
ith

fu
lm

in
an
tl
iv
er

fa
ilu

re
,A

KI
,A

F,
sh
oc
k)

2
PE

X,
CR

RT
,

co
rt
ic
os
te
ro
id
s

Re
co
ve
re
d.
CR

RT
sto

pp
ed

aft
er

9
da
ys

Ts
eK

C
et
al
[2
1]

C
as
er

ep
or
t

Se
ve
re

co
nj
ug

at
ed

hy
pe
rb
ili
ru
bi
ne
m
ia
w
ith

liv
er

fa
ilu

re
,a
cu
te
re
na
lf
ai
lu
re
,C

XR
-

di
ffu

se
bi
la
te
ra
lp
ul
m
on

ar
y
in
fil
tr
at
es

PE
X

Re
co
ve
re
d

C
er
da
s-
Q
ue
sa
da

C
et

al
[2
2]

C
as
er

ep
or
t

H
yp
er
bi
lir
ub

in
em

ia
,l
iv
er

fa
ilu

re
,

ac
ut
ek

id
ne
y
in
ju
ry
,C

XR
-

di
ffu

se
bi
la
te
ra
lp
ul
m
on

ar
y

in
fil
tr
at
es

5P
EX

Re
co
ve
re
d

Ye
sil
ba
sO

et
al
[2
3]

C
as
er

ep
or
t

C
ar
di
ac

ar
re
st,

pe
ric

ar
di
al

ta
m
po

na
de
,r
en
al
fa
ilu

re
,

m
ac
ro
ph

ag
e

ac
tiv

at
io
n
sy
nd

ro
m
e,
la
te
r

su
ffe
re
d
pr
ol
on

ge
d
ja
un

di
ce

an
d
sc
le
ro
sin

g
ch
ol
an
gi
tis

PE
X,

co
nt
in
uo

us
ve
no

ve
no

us
he
m
ofi

ltr
at
io
n

(C
V
V
H
F)

Re
co
ve
re
d,
tr
an
sfe

rr
ed

to
w
ar
d
aft

er
62

da
ys

in
IC
U

Si
riw

an
ij
T
et
al
[2
4]

C
as
es

er
ie
s

10
pa
tie

nt
s’
lu
ng

cr
ep
ita
tio

ns
,2

pa
tie

nt
sh

ad
he
m
op

ty
sis
,

hy
pe
rb
ili
ru
bi
ne
m
ia
,

tr
an
sa
m
in
iti
s,
re
na
lf
ai
lu
re

PE
X
or

co
nt
in
uo

us
ve
no

ve
no

us
he
m
ofi

ltr
at
io
n

(C
V
V
H
)

A
ll
re
co
ve
re
d

∗
PE

X:
pl
as
m
ae

xc
ha
ng
e,
A
LI
:a
cu
te
lin

g
in
ju
ry
,C

RR
T:

co
nt
in
uo

us
re
na
lr
ep
la
ce
m
en
tt
he
ra
py
,I
CU

:i
nt
en
siv

ec
ar
eu

ni
t.



Journal of Tropical Medicine 5
Ta

bl
e
2:
Su
m
m
ar
y
ta
bl
ef
or

le
pt
os
pi
ro
sis

pu
lm

on
ar
y
he
m
or
rh
ag
e(
PH

)p
at
ie
nt
st
re
at
ed

w
ith

EC
M
O
.

A
ut
ho

r
Le

ve
lo
f

ev
id
en

ce
Re

as
on

to
in
iti
at
eE

C
M
O

Re
sp
ir
at
or
y
se
tti
ng

sr
ec
or
de

d
be
fo
re

EC
M
O

A
dv

an
ce
d
tr
ea
tm

en
t

m
od

al
iti
es

D
ay

of
PH

C
om

pl
ic
at
io
ns

O
ut
co
m
e

Pa
rd
in
as

M
et

al
[2
5]

C
as
er

ep
or
t

M
as
siv

eh
em

op
ty
sis

an
d
ac
ut
eh

yp
ox
em

ic
re
sp
ira

to
ry

fa
ilu

re
(a
fte
r3

6
h
of

ar
riv

al
)

Pa
o2
/F
io
2
ra
tio

(P
/F
)<

30
m
m

H
g
an
d
pl
at
ea
u
pr
es
su
re
s>

40
cm

/H
2O

,S
pO

2
74
-8
0%

(A
CT

–1
60

-1
80

se
co
nd

sd
ue

to
pe
rs
ist
en
th

em
op

ty
sis
)

vv
-E
CM

O
(1
3
da
ys
),

A
m
in
oc
ap
ro
ic
ac
id

in
fu
sio

n
D
12

Ep
iso

di
ch

yp
ot
en
sio

n,
A
KI

on
RR

T,
m
ul
tio

rg
an

fa
ilu

re
D
isc

ha
rg
ed

aft
er

40
da
ys

Li
ao

CY
et
al

[2
6]

C
as
er

ep
or
t

Re
fr
ac
to
ry

ac
ut
er
es
pi
ra
to
ry

fa
ilu

re
,s
ev
er
eh

yp
er
ca
pn

ia
,

co
nt
in
uo

us
bl
ee
di
ng

fro
m

ET

Pa
o2
/F
io
2
ra
tio

(P
/F
)–

16
3,

pO
2
of

65
.5
m
m
H
g
an
d
pC

O
2

of
78
.1
m
m
H
g
an
d

Fi
O
2
of

40
%

Ve
no

us
EC

M
O
(6

da
ys
)

D
3

N
o
RR

T
(c
re
at
in
in
e1
.6
m
g/
dl
),

sh
oc
k

D
isc

ha
rg
ed

aft
er

10
da
ys

U
m
ei
N
et
al

[2
7]

C
as
er

ep
or
t

Pu
lm

on
ar
y
he
m
or
rh
ag
e

Fi
O
2
–
10
0%

,p
aO

2
-

70
.4
m
m
H
g,
pa
C
O
2

-2
8.
3m

m
H
g,
PE

EP
-1
0
cm

H
2
O

vv
-E
CM

O
(1
1d

ay
s)

D
5

Se
pt
ic
sh
oc
k,
A
KI

on
RR

T,
m
yo
ca
rd
iti
s

Re
co
ve
re
d.

Ex
tu
ba
te
d
on

da
y
13

A
ro
ki
an
at
ha
n

D
et
al
[2
8]

C
as
er

ep
or
t

Pu
lm

on
ar
y
he
m
or
rh
ag
ew

ith
pr
og
re
ss
iv
ely

de
cr
ea
sin

g
ox
yg
en

sa
tu
ra
tio

ns
,3
00

m
lo
ff
re
sh

bl
oo

d
fro

m
en
do

tr
ac
he
al
tu
be

Fi
O
2
10
0%

,p
aO

2-
7.7

kP
a,

pC
O
2
-5

.1k
Pa

vv
-E
CM

O
(1
83

hr
s)
,m

ol
ec
ul
ar

ad
so
rp
tio

n
re
cy
cl
in
g

sy
ste

m
(M

A
RS

)f
or

hy
pe
rb
ili
ru
bi
ne
m
ia

D
5

A
KI

,h
yp
er
bi
lir
ub

in
em

ia
,

ca
rd
ia
ca

rr
es
t

Re
co
ve
ry

C
an
tw
el
lT

et
al
[2
9]

C
as
er

ep
or
t

Pu
lm

on
ar
y
he
m
or
rh
ag
e

Pa
O
2/
Fi
O
2-

89
,M

ur
ra
ys

co
re

3

vv
-E
CM

O
(8

da
ys
),

hi
gh

-v
ol
um

eh
em

ofi
ltr
at
io
n

(H
V
H
F)
,h
ig
h
flo

w
w
ith

2
ox
yg
en
at
or
s(
as

th
ep

at
ie
nt

is
ob

es
e)

A
KI

,s
ep
tic

sh
oc
k,
A
RD

S,
m
yo
ca
rd
iti
s

D
isc

ha
rg
ed

on
da
y
28

H
er
y
G
et
al

[3
0]

C
as
er

ep
or
t

Pu
lm

on
ar
y
he
m
or
rh
ag
ew

ith
m
as
siv

eh
em

op
ty
sis

Pa
O
2:
Fi
O
2
ra
tio

–
34
,

Fi
O
2
10
0%

,a
nd

PE
EP

of
10

cm
H
2
O
.

vv
-E
CM

O
(9

da
ys
)

Sh
oc
k,
di
ss
em

in
at
ed

in
tr
av
as
cu
la
rc
oa
gu

la
tio

n,
A
KI

,
la
ct
ic
ac
id
os
is

D
isc

ha
rg
ed

aft
er

20
da
ys

Ka
hn

M
Je
ta
l

[3
1]

C
as
er

ep
or
t

Pu
lm

on
ar
y
he
m
or
rh
ag
ew

ith
pr
og
re
ss
iv
eh

yp
ox
ia

Ve
no

ar
te
ria

lE
CM

O
(6
0
hr
s)

D
3

Se
pt
ic
sh
oc
k,
m
yo
ca
rd
iti
s,
at
ria

l
fib

ril
la
tio

n,
A
KI

on
RR

T
D
isc

ha
rg
ed

on
da
y
26

Lu
dw

ig
et
al

[3
2]

C
as
er

ep
or
t

Pu
lm

on
ar
y
he
m
or
rh
ag
e

pO
2
51
.8
m
m
H
g,
pC

O
2

60
.8
m
m
H
g,
Sp
O
2
60

%
on

ai
r

vv
-E
CM

O
,P

EX
,C

RR
T,

ex
tr
ac
or
po

re
al
cy
to
ki
ne

ab
so
rb
en
tt
he
ra
py

D
1

A
KI

on
RR

T,
se
pt
ic
sh
oc
k,

A
RD

S
in
tr
av
as
cu
la
rh

em
ol
ys
is
(T
TP

D
IC

ex
clu

de
d)

D
ie
d
29

hr
s

aft
er

in
iti
al

sy
m
pt
om

s(
17

hr
sa

fte
r

ad
m
iss
io
n)

D
el
m
as

B
et

al
[3
3]

Re
tro

sp
ec
tiv

e
stu

dy
of

13
4

IC
U

le
pt
os
pi
ro
sis

ad
m
iss
io
ns

M
ed
ia
n
Pa
o2
/F
io
2
ra
tio

-1
55

(8
5–
21
1)
fo
rt
he

14
pa
tie

nt
s

(1
0%

)u
nd

er
go
in
g
ve
nt
ila
tio

n

O
ve
ra
ll
m
or
ta
lit
y
ra
te
w
as

6%
,

m
or
ta
lit
y
in

m
od

er
at
e-
to
-s
ev
er
e

A
RD

S
su
bg
ro
up

w
as

25
%
,f
ou

r
pa
tie

nt
sd

ie
d
fro

m
re
fr
ac
to
ry

A
RD

S
(o
ne

w
ith

th
er
ap
eu
tic

lim
ita
tio

ns
),
th
re
ef
ro
m

m
ul
tip

le
or
ga
n

fa
ilu

re
,a
nd

on
ef
ro
m

no
so
co
m
ia
ls
ep
tic

sh
oc
k

Fi
ve

pa
tie

nt
sw

ho
un

de
rw

en
t

EC
M
O
fo
r

re
fr
ac
to
ry

A
RD

S,
80
%

(4
pa
tie

nt
s)

su
rv
iv
ed

∗
EC

M
O
:e
xt
ra
co
rp
or
ea
lm

em
br
an
e
ox
yg
en
at
io
n,

AC
T:

ac
tiv

at
ed

cl
ot
tin

g
tim

e,
A
K
I:
ac
ut
e
ki
dn

ey
in
ju
ry
,R

RT
:r
en
al
re
pl
ac
em

en
tt
he
ra
py
,P

EX
:p

la
sm

a
ex
ch
an
ge
,C

RR
T:

co
nt
in
uo

us
re
na
lr
ep
la
ce
m
en
tt
he
ra
py
,

A
RD

S:
ac
ut
er

es
pi
ra
to
ry

di
str

es
ss
yn
dr
om

e,
IC
U
:i
nt
en
siv

ec
ar
eu

ni
t.



6 Journal of Tropical Medicine

to maintain enough membrane surface and flow due to
obesity [29]. Another traveller from Laos recovered after
being on ECMO for 9 days [30].

Except in one instance where venoarterial ECMO was
used [31], all have used vv-ECMO. There was one report
where a patient presenting with established multiorgan
failure underwent ventilation, plasmapheresis, vv-ECMO,
and continuous renal replacement therapy (CRRT) with
extracorporeal cytokine absorbent therapy but, despite all
measurements, the patient succumbed [32].

3.3. Evidence of Plasmapheresis for Leptospirosis Where Pul-
monary Hemorrhage Was Not Either Present or Clearly Men-
tioned (Table 1). In some instances, plasmapheresis has been
used in situations where pulmonary hemorrhage was not
either present or clearly mentioned and they too failed to
show a clear treatment benefit. Landini et al. summarized
6 patients with hyperbilirubinemia, AKI, and no-specified
hemorrhagic manifestations treated with plasmapheresis and
noticed an improvement of hepatorenal function and bleed-
ing [18]. Another patient with AKI and liver and cardiac
involvement but without pulmonary involvement has been
treated with plasmapheresis combined with continuous renal
replacement therapy and high-volume hemofiltration but
subsequently developedCMVcolitis and resistant bacteremia
and required prolonged hospital stay and was released from
hospital after 70 days [19]. Another patient with multior-
gan involvement (cardiac, renal, and hepatic involvement)
and hemoptysis recovered following plasma exchange and
systemic steroid therapy [20]. There were two case reports
where plasma exchange was performed to reduce the toxic
effects of hyperbilirubinemia with the intention of reducing
its toxic effects on tissues including kidneys [21, 22]. In both
these instances, there was a marked reduction of bilirubin
levels by plasma exchange and both these patients had diffuse
pulmonary infiltrates in chest radiography and they were
not clearly mentioned as pulmonary hemorrhages. There is
a case report and a case series where multiorgan involvement
was present and plasma exchange was used with continuous
venovenous hemofiltration (CVVHF) to assist recovery [23,
24].

4. Discussion

In this systematic review, we found no strong evidence to
support the routine use of plasmapheresis or plasma exchange
in leptospirosis complicated with pulmonary hemorrhage.
Current evidence is limited to several case reports and a soli-
tary no-randomized clinical trial. Case reports have inherited
publication bias, since treatment failures are unlikely to be
reported.The only clinical trial on plasmapheresis is nonran-
domized, used patients withmild lung involvement, and used
cyclophosphamide as an adjuvant therapy. Furthermore, as
the two groups were nonparallel, the type of care provided to
them could have been different. Also, the mortality benefits
in the intervention group are surprisingly more significant
than in the control group. It can be argued that the experience
gathered in treating controls first may have helped to provide
an improved care for the treatment group subsequently.

The frameworks for using ECMO or plasmapheresis are
fundamentally different. Plasmapheresis could be considered
a treatment targeting pathogenesis of the disease which may
help to remove offending antibodies and immune complexes.
But it may be hazardous in inducing dilutional coagulopathy
and there is a possibility that protective coagulation factors
can be removed during the process. Also, there are con-
cerns that exposure to blood products can lead to critical
hemodynamic compromise by giving rise to anaphylaxis.
On the other hand, patients with very severe diseases may
succumb as the effects of plasmapheresis may not occur
immediately as they do not correct the hypoxemia due to the
acute respiratory failure. Conversely, ECMO is a symptomatic
treatment of respiratory failure, which corrects the persistent
hypoxemia, which can lead to multiorgan dysfunction. Its
use is more recent than for plasmapheresis and tends to
increase (4 articles in 2017), gaining a significant interest in
leptospirosis associated pulmonary hemorrhage. In severe
cases of lung hemorrhage, experts prefer using ECMO due to
thementioned reasons, especially when the lung involvement
is isolated or predominant. Interestingly, although these
techniques were previously reserved for developed countries,
now their use is spreading in some developing countries
(Southeast Asia), especially endemic to leptospirosis.

Another symptomatic treatment was aminocaproic acid
[34, 35] to reduce bleeding from lungs and inhaled nitric
oxide [36] which has been known to increase pulmonary
blood flow to areas of normal ventilation andDDAVP [13, 37].
Desmopressin is known to trigger the release of endothe-
lial haemostatic factors, shortens prolonged bleeding times,
enhances platelet adhesiveness, and induces von Willebrand
factor secretion by activating endothelial cell V2 receptors.
Also, desmopressin has also been proven to be effective in
the bleeding associated with hepatic and renal failure [13].
Although in a case series of 6 patients cessation of bleeding
was demonstrated with DDAVP [37], a randomized control
study of DDAVP disproves this by showing no significant
difference compared with the control or steroid treatment
groups [13]. Surprisingly, we could not find evidence on using
tranexamic acid in leptospirosis pulmonary hemorrhages.

The current National guidelines on leptospirosis in India
and Sri Lanka only recommend antibiotics, high-dose cor-
ticosteroids, and respiratory support when the disease is
complicated with pulmonary hemorrhage. The latest Indian
guidelines developed in 2015 have not included plasma-
pheresis as a treatment option, although the results of the
clinical trial by Trivedi et al. were available by then. This is
understandable as the treatment benefit shown in this study
has not been confirmed by other workers.

We found four case reports [38–41] to support the recom-
mendations made by the national guidelines of Sri Lanka and
India [42, 43]. These patients with severe pulmonary hemor-
rhages were only treated with high-dose corticosteroids and
respiratory support and they have recovered fully. In some
instances patients have recovered with respiratory support
without corticosteroids [44–48].

Lack of evidence, however, is not synonymous with
lack of efficacy and it calls for methodologically sound
well-conducted clinical trials. Leptospirosis is prevalent in
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tropical, subtropical, and especially South Asian regions,
where clinical trials are infrequent. Financial constraints and
lack of resources do not provide an environment conducive
for clinical trials in this region. Despite these limitations,
urgent attention should be paid to this deadly disease and
more clinical trials should be conducted tominimize the high
mortality currently seen.

5. Conclusion

Current available evidence is insufficient to recommend the
routine use of ECMO, plasmapheresis, or plasma exchange
for patients presenting with pulmonary hemorrhages due to
leptospirosis. These advanced modes of treatment, however,
can be applied based on the availability of resources and
expertise locally, at the discretion of the clinician in charge,
considering each patient individually.
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