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Introduction
Whipple’s disease is a rare chronic infectious disease that 

affects about 1 in 1,000,000 people annually, being affected mainly 
Caucasian men aged 40 to 50years.1 Some studies suggest that the 
occurrence around the world is about approximately 12 new cases/
year, though this number certainly represents an underestimate of 
the total cases.2 It is caused by gram-positive bacterium Tropheryma 
whipplei. Its etiopathogenesis is linked to a defect of the individual’s 
immunity. There is an impaired activation in the cellular activation 
and interaction of macrophages with T lymphocytes, causing impaired 
phagocytosis and no degradation of the bacillus, which is housed in 
the cell cytoplasm allowing macrophage bacterial dissemination.

It is believed that the intestinal mucosa is the main entrance for the 
bacteria. Tropheryma whipplei preferably reaches the small intestine 
at the jejunum level, causing a malabsorption syndrome characterized 
by diarrhea, weight loss and abdominal pain. Because it is a systemic, 
infection the patient may present fever, abdominal and peripheral 
lymphadenopathy. Osteo-articular complaints such as symmetrical 
oligo- or migratory polyarthralgias of short duration are present in 
90% of cases and usually precede the diagnosis in about 10years.3 The 
central nervous system can also be compromised, which can cause 
cognitive disorders, myoclonus, hypothalamic changes, seizures, 
dysphasia, and myelopathy. Other manifestations of the disease 
can be pericarditis, endocarditis, heart valve abnormality, uveitis, 
ophthalmoplegia, papilledema, skin hyperpigmentation, pulmonary 
infiltrates.4

Early diagnosis is difficult to perform because it is a disease with 
systemic repercussions and nonspecific symptoms. The patient may 
have microcytic hypochromic anemia, lymphopenia, hypoproteinemia, 
thrombocytosis, eosinophilia, decreased xylose absorption, reduced 
folate and vitamin B12. Thus, the specific immediate diagnosis can be 
performed through endoscopy where there is a thickening of mucosal 
folds with whitish exudates and mucosal erosions. Histologically, there 
are infiltrates comprised by macrophages with a granular cytoplasma, 
showing inclusions which stain positive with periodic acid-Schiff 
(PAS), and phagocytosed bacteria. One can use the polymerase chain 
reaction (PCR) to identify the presence of bacteria in tissue biopsy to 
confirm the diagnosis.5

The initial treatment for 15 days can be performed with penicillin 
G and Streptomycin and the long-term treatment for 1 year with 
trimethoprim and sulfamethoxazole or only Cefixime.

Case report
JIS, white male, 62, a native of Pernambuco state in Brazil. Patient 

sought treatment presenting diarrhea, with episodes of bulky stools 
without blood, mucus or pus for a period of eight months, which was 
accompanied by weight loss of about 20kg, nausea, vomiting and 
asthenia. He also complained of polyarthralgia with inflammatory 
signals.

The physical examination showed a pale and emaciated patient. 
Blood pressure 100x60mmHg, axillary temperature 36,7˚C. Body 
Mass Index: 15.07kg/m2. Unremarkable pulmonary and cardiac 
examination. Abdominal examination without abnormalities apart 
from the presence of ascites. Bilateral pre-tibial edema.

Laboratory tests: Hemoglobin 10mg %, hematocrit 31 %, HIV 
serology negative. Chest and abdominal CT scans showed bilateral 
pleural effusions and moderate ascites. Stool search for ova and 
parasites was negative, and steatocrit was normal. The patient 
underwent a colonoscopy in which polyps have been found and 
removed. An upper endoscopy with duodenal biopsies was performed. 
The histological examination of biopsies showed macrophages with 
a granular cytoplasma and PAS positive inclusions, compatible 
with Whipple’s disease (Figures 1–4). In the absence of molecular 
biology test to further confirm the diagnosis, we began treatment 
with ceftriaxone, with a progressive improvement in the number of 
bowel movements and the general condition of the patient. After 
discharge, he continued on sulfamethoxazole and trimethoprim for a 
year. Medication was discontinued after one year and the patient is 
asymptomatic.

Discussion
Whipple’s disease is a rare disease that affects more men than 

women, generally in the range from 40 to 50years.6 In Brazil, 15 
cases of patients with Whipple ‘s disease with different clinical 
manifestations have beenreported in thelast 15years, it shows the 
rarity of the disease and the difficulty for diagnosis.7–18

The most commonly affected organ is the small intestine. However, 
the most important symptoms are related to dysfunction of other 
systems such as skeletal muscle (67%),7 cardiovascular (58%)19 and 
the central nervous system (10-50%).6,20 It is not known the reason 
for the damage to the central nervous system in some cases. It may be 
a result of the development of gastrointestinal dysfunction for years.
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Abstract

Whipple’s disease is a rare chronic disease, multisystem, infectious illness caused by 
the bacterium Tropheryma whipplei. It is related to an immune defect of the infected 
individual. It may cause numerous symptoms such as diarrhea, weight loss, abdominal pain, 
lymphadenopathy, fever, as well as compromise of heart and central nervous system. The 
diagnosis can be made through laboratory tests, which are not specific to the disease, and 
by endoscopy and duodenal biopsy. The polymerase chain reaction (PCR) can be performed 
to confirm the diagnosis in cases where there is relevant clinical features associated with 
positive tests for the disease. Antibiotics are used for treatment, being Cotrimazol the first 
drug of choice. 
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Figure 1 Macrophages containing bacillus’s PAS positive structures (PAS 
400x).

Figure 2 Duodenal mucosa with preserved villous architecture and diffuse 
infiltrate of macrophages in the lamina propria (HE 40x).

Peripheral lymphadenopathy occurs in about 50% of cases.21 There 
may be a loss of cranial nerves and labyrinth causing hearing loss.22 

Polydipsia and polyuria are related to involvement of the pituitary 
gland and hypothalamus.20

The main differential diagnosis is celiac disease, Crohn’s disease, 
lymphoma, amyloidosis, histoplasmosis. Early diagnosis is difficult 
because the symptoms are nonspecific and can affect any organ and 
system. However, early diagnosis is important since the disease is 
potentially fatal and can cause serious damage to the individual.

Upper endoscopy with intestinal biopsy and PCR, if necessary, 

are the most effective method of investigation. Endoscopy may 
show duodenal lesions that disappear with 9 months of treatment 
with antibiotics.23,24 On the other hand, the PCR technique has a high 
sensitivity but low specificity, that is, eventually patients without 
the disease can present a false-positive result. Therefore, PCR is 
indicated only for people who have the characteristic symptoms of 
Whipple’s disease. In fact, after the introduction of new diagnostic 
methods, including PCR analysis, there were an increasing number 
of cases described and published. The presence of macrophages with 
positive PAS material is not pathognomonic of the disease and can 
occur in cases of infection with Mycobacterium avium-intracellulare, 
Rhodococcusequi, Bacillus cereus, Corynebacterium, Histoplasma or 
other fungi, but it is a strong indication of the presence of T. whipplei 
if associated with other symptoms and tests with positive results. PAS 
positive macrophages can remain for several years after remission of 
symptoms, so the positivity of the PAS after treatment may correspond 
to a false positive and not to relapse or maintenance of the disease.

Figure 3 Duodenal mucosa with preserved villous architecture and diffuse 
infiltrate of macrophages in the lamina propria (HE 100x).

Figure 4 Duodenal mucosa with preserved villous architecture and diffuse 
infiltrate of macrophages in the lamina propria (HE 400x).

The treatment is based on antibiotics. Recurrence of disease may 
occur if patient is not treated properly. There are several treatment 
regimens based on the severity of the disease and compromised 
systems, including those using third-generation cephalosporins. 
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Currently, cotrimazol is used as the first choice, 160/800 mg twice 
daily for one year. If the disease is more severe and affects the central 
nervous system, intravenous treatment with ceftriaxone 2 g per day 
for fifteen days with associated streptomycin 1 g is taken up, followed 
by treatment with Cotrimazol.25,26 Other schemes may be used as 
6-24 MU benzathine penicillin intravenously with 1 g streptomycin 
intramuscularly for two weeks followed by cotrimazol 160/800 mg or 
third generation cefaslosporina for one year.27 If there is a recurrence 
with cotrimazol, cefixime 500 mg for one year can be used. The 
experimental γ interferon along with antibiotic therapy, in patients 
refractory to antibiotics, resulted in the eradication of bacteria in some 
cases.28

For some authors, the control of disease progression and prognosis 
should be carried out from monitoring the patients with the realization 
of upper endoscopy with duodenal biopsy at 6 and 12 months of 
treatment.29

The reported patient showed compatible symptoms and additional 
tests suggesting Whipple’s disease, confirmed with endoscopy and 
biopsies. The improvement with ceftriaxone and later with cotrimazol 
added further evidence to the diagnosis.

Acknowledgments 
None. 

Conflicts of interest 
The authors declare there is no conflict of interests. 

Funding
None.

References
1.	 Amendolara M, Barbarino C, Bucca D, et al. Whipple’s disease infection 

surgical treatment: presentation of a rare case and literature review. G 
Chir. 2013;34(4): 117–121.

2.	 Dobbins W III. Whipple´s disease. Mayo Clin Proc. 1988;63:623–624. 

3.	 Fleming JL, Wiesner RH, Shorter RG. Whipple’s disease clinical, 
biochemical and histopathologic features and assessment of treatment 
in 29 patients. Mayo Clin Proc. 1988;63(6):539–551.

4.	 Ratnaike RN. Whipple’s disease. Postgrad Med J. 2000;76:760–766.

5.	 Müller C, Petermann D, Stain C, et al. Whipple’s disease: comparison 
of histology with diagnosis based on polymerase chain reaction in four 
consecutive cases. Gut. 1997;40(3):425–427.

6.	 Durand DV, Lecomte C, Cathébras P, et al. Whipple disease. Clinical 
review of 52 cases. The SNFMI Research Group on Whipple Disease. 
Medicine. 1997;76(3):170–184.

7.	 Renon VP, Appel-da-Silva MC, D’Incao RB, et al. Whipple’s disease: 
rare disorder and late diagnosis. Rev Inst Med Trop. 2012;54(5):293–
297.

8.	 Oliveira L, GorjaoR, de Deus JR. Doença de Whipple.  J Port 
Gastrentero. 2010;17(2).

9.	 Ferrari Mde L, Vilela EG, Faria LC, et al. Whipple’s disease. Report of 
five cases with different clinical features. Rev Inst Med Trop Sao Paulo. 
2001;43(1):45–50.

10.	 de Andrade DC, Nogueira RC, Lucato LT, et al. Isolated CNS Whipple 
disease with a variant of oculofacial−skeletal myorhythmia (OFSM). 
Neurology. 2007;69(11):E12.

11.	 Coli MV, Chebli JM, Gaburri. Education and imaging. Gastrointestinal: 
Whipple’s disease. J Gastroenterol Hepatol. 2007;22(1):136.

12.	 Albuquerque AA, Castro COP, Melo GC, et al. Um relato de doença 
de Whipple como causa rara de má absorção intestinal. Revista de 
Medicina e Saúde de Brasília. 2014;3(2):107–116.

13.	 da Silva GAR, Pires Neto JS. Whipple’s disease manifested as difficult-
to-diagnose polyarthralgia: a case report and literature review. Revista 
Brasileira de Reumatologia.

14.	 Rocha HC, MartinsWRM, de CarvalhoMR, et al. Manifestações clínicas 
e diagnóstico da doença de Whipple: relato de caso. Rev Med Minas 
Gerais. 2015;25(2):296–300.

15.	 da Cunha DF, Nasser NA, Vieira OA, et al. Doença de Whipple após 
transplante renal: relato de caso e revisão da literatura. J Bras Transpl. 
2010;13:1329–1392.

16.	 Dopitz Neto DF, de Sousa AV, Duarte KCR, et al. Doença de Whipple: 
relato de caso. GED gastroenterol endosc dig. 2007;26(3):86–88.

17.	 França MC Jr, Castro Rd, Balthazar ML, et al. Whipple’s disease 
with neurological manifestations: case report.  Arq Neuro-Psiquiatr. 
2004;62(2):342–346.

18.	 Glavam Junior PRC, Ivantes CAP, Kotze LMS, et al. Doença de 
Whipple: relato de caso e revisäo de literatura. Rev bras clín ter. 
2000;26(1):19–23.

19.	 McAllister HA, Fenoglio JJ. Cardiac involvements in Whipple’s 
disease. Circulation. 1975;52:152–156.

20.	 Samuels T, Hamilton P, Shaw P. Whipple disease of the mediastinum. 
Am J Roentgenol. 1990;154(6):1187–1188.

21.	 Verhagen WI, Huygen PL, Dalman JE, et al. Whipple’s disease and the 
central nervous system. A case report and review of the literature. Clin 
Neurol Neurosurg. 1996;98(4):299–304.

22.	 Dobbins WO. Whipple’s disease. Springfield IL: Charles C Thomas. 
1987.

23.	 Geboes K, Ectors N, Heidbuchel H, et al. Whipple’s disease: the value 
of upper gastrointestinal endoscopy for the diagnosis and follow-up. 
Acta Gastroenterol Belg. 1992;55(2):209–219.

24.	 Wang H, Tollerd D, Dannar D. Another Whipple´s disease-like disease 
in AIDS? N Eng J Med. 1986;314:1577–1578.

25.	 Cooper GS, Blades EW, Remler BF, et al. Central nervous system 
Whipple´s disease: Relapse during therapy with trimethoprim-
sulfamethoxazole and remission with cefixime. Gastroenterology. 
1994;106(3):782–786.

26.	 Feurle G, Marth T. An evaluation of antimicrobial treatment for 
Whipple´s disease: tetracycline versus trimethoprim-sulfamethoxazol. 
Dig Dis Sci. 1994;39(8):1642–1648.

27.	 Keinath RD, Merrell DE, Vlietstra R, et al. Antibiotic treatment and 
relapse in Whipple’s disease. Long-term follow up of 88 patients. 
Gastroenterology. 1985;88(6):1867–1873.

28.	 Schneider T, Stallmach A, von Herbay A, et al. Treatment of refractory 
Whipple disease with interferon-ã. Ann Intern Med. 1998;129(11):875–
877.

29.	 Muller N, Schneider T, Zeitz M, et al. Whipple’s disease: new aspects in 
pathogenesis and diagnosis. Acta Endoscopica. 2001;31:243–253.

https://doi.org/10.15406/ghoa.2015.02.00063
http://www.ncbi.nlm.nih.gov/pubmed/23660163
http://www.ncbi.nlm.nih.gov/pubmed/23660163
http://www.ncbi.nlm.nih.gov/pubmed/23660163
http://www.ncbi.nlm.nih.gov/pubmed/2453762
http://www.ncbi.nlm.nih.gov/pubmed/2453762
http://www.ncbi.nlm.nih.gov/pubmed/2453762
http://pmj.bmj.com/content/76/902/760
http://www.ncbi.nlm.nih.gov/pubmed/9135536
http://www.ncbi.nlm.nih.gov/pubmed/9135536
http://www.ncbi.nlm.nih.gov/pubmed/9135536
http://www.ncbi.nlm.nih.gov/pubmed/9193452
http://www.ncbi.nlm.nih.gov/pubmed/9193452
http://www.ncbi.nlm.nih.gov/pubmed/9193452
http://www.ncbi.nlm.nih.gov/pubmed/22983294
http://www.ncbi.nlm.nih.gov/pubmed/22983294
http://www.ncbi.nlm.nih.gov/pubmed/22983294
http://www.scielo.gpeari.mctes.pt/scielo.php?pid=S0872-81782010000200005&script=sci_arttext
http://www.scielo.gpeari.mctes.pt/scielo.php?pid=S0872-81782010000200005&script=sci_arttext
http://www.ncbi.nlm.nih.gov/pubmed/11246283
http://www.ncbi.nlm.nih.gov/pubmed/11246283
http://www.ncbi.nlm.nih.gov/pubmed/11246283
http://www.ncbi.nlm.nih.gov/pubmed/17846404
http://www.ncbi.nlm.nih.gov/pubmed/17846404
http://www.ncbi.nlm.nih.gov/pubmed/17846404
http://www.ncbi.nlm.nih.gov/pubmed/17201897
http://www.ncbi.nlm.nih.gov/pubmed/17201897
http://portalrevistas.ucb.br/index.php/rmsbr/article/view/4965
http://portalrevistas.ucb.br/index.php/rmsbr/article/view/4965
http://portalrevistas.ucb.br/index.php/rmsbr/article/view/4965
http://www.sciencedirect.com/science/article/pii/S2255502115000486
http://www.sciencedirect.com/science/article/pii/S2255502115000486
http://www.sciencedirect.com/science/article/pii/S2255502115000486
http://pesquisa.bvsalud.org/ses/resource/pt/lil-533035
http://pesquisa.bvsalud.org/ses/resource/pt/lil-533035
http://www.ncbi.nlm.nih.gov/pubmed/15235743
http://www.ncbi.nlm.nih.gov/pubmed/15235743
http://www.ncbi.nlm.nih.gov/pubmed/15235743
http://pesquisa.bvsalud.org/ses/resource/pt/lil-262146
http://pesquisa.bvsalud.org/ses/resource/pt/lil-262146
http://pesquisa.bvsalud.org/ses/resource/pt/lil-262146
http://circ.ahajournals.org/content/52/1/152.abstract
http://circ.ahajournals.org/content/52/1/152.abstract
http://www.ajronline.org/doi/abs/10.2214/ajr.154.6.1692443
http://www.ajronline.org/doi/abs/10.2214/ajr.154.6.1692443
http://www.ncbi.nlm.nih.gov/pubmed/8930420
http://www.ncbi.nlm.nih.gov/pubmed/8930420
http://www.ncbi.nlm.nih.gov/pubmed/8930420
http://www.ncbi.nlm.nih.gov/pubmed/1378675
http://www.ncbi.nlm.nih.gov/pubmed/1378675
http://www.ncbi.nlm.nih.gov/pubmed/1378675
http://www.ncbi.nlm.nih.gov/pubmed/7509765
http://www.ncbi.nlm.nih.gov/pubmed/7509765
http://www.ncbi.nlm.nih.gov/pubmed/7509765
http://www.ncbi.nlm.nih.gov/pubmed/7509765
http://www.ncbi.nlm.nih.gov/pubmed/7519538
http://www.ncbi.nlm.nih.gov/pubmed/7519538
http://www.ncbi.nlm.nih.gov/pubmed/7519538
http://www.ncbi.nlm.nih.gov/pubmed/2581843
http://www.ncbi.nlm.nih.gov/pubmed/2581843
http://www.ncbi.nlm.nih.gov/pubmed/2581843
http://annals.org/article.aspx?articleid=712354
http://annals.org/article.aspx?articleid=712354
http://annals.org/article.aspx?articleid=712354

	Title
	Abstract
	Introduction
	Case report 
	Discussion
	Acknowledgments
	Conflicts of interest  
	Funding
	References
	Figure 1
	Figure 2 
	Figure 3
	Figure 4

