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A CASE OF SCRUB TYPHUS FEVER PRESENTING WITH MULTI-ORGAN FAILURE
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PRESENTATION OF CASE

A 25-year-old female patient with no previous co-morbidities
came to General Medicine department of IGIMS, Patna, Bihar
with presenting complaints of fever associated with chill and
rigor for a duration of 15 days, yellowish discoloration of
eyes and urine for a duration of 12 days, decrease urine
output for 5 days and constipation for 3 days. She had no
previous history of hypertension, diabetes mellitus,
tuberculosis, asthma, jaundice and drug abuse. She had
history of pain abdomen around peri-umbilical region and
pain in bilateral lower limb which subsided after treatment in
the periphery by local doctor. She had no history of preceding
systemic symptoms prior to the present illness. She had
consulted doctor earlier in periphery who referred her to
higher centre. On examination of the patient with consent she
was found to be conscious, oriented and febrile. Icterus was
present but there was no pallor, lymphadenopathy or
oedema. On systemic examination, respiratory,
cardiovascular, gastrointestinal and central nervous systems
appeared to be normal. At the time of admission, she was
febrile with pulse rate 108 bpm, BP 120/70 mmHg,
respiratory rate 20/min. There was no rash over the exposed
skin.

Although India lies in geographical area known as
tsutsugamushi triangle, it is generally under-diagnosed in
Bihar because of low index of suspicion and poor diagnostic
backup. Scrub typhus presentation ranges from mild illness
to severe multi-organ system involvement. We are reporting
a case of scrub typhus presenting as multi-organ failure who
was diagnosed promptly and treated successfully.

DIFFERENTIAL DIAGNOSIS

After considering initial clinical presentation of the patient
possibilities of malaria, enteric fever, dengue fever, acute
viral hepatitis, acute renal failure, urinary tract infection were
all looked into. The complete blood count, antigen test for
malaria, Widal test, serum electrolytes, ANA, ECG, chest x-ray
PA view were normal. Liver function test report revealed
raised total bilirubin (2.03 mg/dl), conjugated bilirubin (1.88
mg/dl), and SGPT (849 U/1) although SGOT level was on
upper limit of normal. Blood urea and serum creatinine were
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56 and 3.1 mg/dl respectively. Urine culture report showed
no growth with few pus cells on microscopy. Patient had no
urinary symptoms. Ultrasonography of abdomen suggests
acute medical renal disease with mild ascites. Dengue
serology, Elisa for HbsAg, anti HCV, HIV serology, anti HAV
[gM and anti HEV IgM were all negative.

CLINICAL DIAGNOSIS

Despite giving empirical antimalarial agents and antibiotics,
patient condition deteriorated day by day with involvement
of multiple organs. Although not very common but suspicion
of scrub typhus fever and leptospirosis was made as patient
presented in monsoon season and was from rural area. On
meticulous search, a skin lesion with black scab i.e. eschar
was found on the arm near to axillary area [Photograph-1].
Scrub typhus fever may present with multi-organ failure.
However, it is not necessary to have an eschar in each and
every case of scrub typhus so we sent the patient’s blood
sample for IgM serology for scrub typhus and leptospira. The
report revealed positive for scrub typhus and negative for
leptospira. So, a diagnosis of scrub typhus with multiorgan
failure was made.

near the axillary region of the patient

PATHOLOGICAL DISCUSSION

Scrub typhus is an acute febrile illness caused by the
organism Orientia tsutsugamushi an obligate intracellular
gram-negative coccobacillus. The name is derived from the
vegetation type that usually harbours the vectors. It lacks
lipopolysaccharides in its cell wall. It is transmitted by the
bite of infected larvae of trombiculid mites (chiggers) and
maintained by transovarial transmission. Illness varies from
mild and self-limiting to fatal in rare cases with an incubation
period of 6-21 days. Disease onset is characterised by fever,
headache, myalgia, cough and gastro intestinal symptoms.
Some patients recover spontaneously after a few days and
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rarely presents with multiorgan failure. The classic case
description includes an eschar where the chigger has fed,
regional lymphadenopathy and a maculopapular rash, signs
that are seldom seen in indigenous patients.

Scrub typhus is endemic to a distinct region, the
tsutsugamushi triangle, which include Japan, Taiwan, China
and South Korea.[ll Scrub typhus is known to occur all over
India including the north hilly areas.[234] Cases of scrub
typhus from state of Bihar are few and that too reported from
hospitals of other states. Fever is most important feature of
scrub typhus and it is considered as one of the causes of
“Pyrexia of unknown origin”.[5] The clinical manifestations
may vary from sub-clinical disease to organ failure to fatal
disease.l6] Scrub typhus was first described by Hashimoto
from Japanl7l. When man encroaches the mite-infested area
he is prone to get infected accidentally. Scrub growth
especially the secondary scrub growth occurs after clearance
of primary forest. Cases are more common in rainy season.
The chigger phase of mite gets attached to skin of host and
prefers to feed where skin is thin and wrinkled. Large
number of organism are injected into its host when it feeds.
In many patients, skin lesion, black eschar, develop at the site
of chigger attachment. It is one of the clinical diagnostic clue
of scrub typhus.

Scrub typhus has a broad clinical spectrum from mild self-
limiting illness to multi-organ failure. This disease is under-
diagnosed in Bihar because of very low index of suspicion and
lack of diagnostic facilities. In scrub typhus, complications
usually develop after few days of febrile illness. Jaundice,
renal failure, pneumonitis, ARDS, septic shock, myocarditis
and meningo-encephalitis are various complications known
with this disease.[28]

Early diagnosis is essential to cut the morbidity and
mortality in scrub typhus. Lab diagnosis is based on mainly
serological tests. Weil Felix has low sensitivity but useful in
areas where other serological tests are not available. Indirect
fluorescent antibody test and ELISA are better serological
tests. Tetracycline, and Doxycycline are treatment of choice.
Azithromycin has been proved more effective than
Doxycycline in  both  Doxycycline-susceptible  and
Doxycycline-resistant strains causing scrub typhus.[9
Resistance to tetracycline has been noted in few areas.[10]

In this case, patient presented with multi-organ
involvement. An early suspicion lead to diagnosis and
initiation of proper treatment. This patient responded and
recovered from illness.

DISCUSSION OF MANAGEMENT
In view of the patient’s clinical deterioration despite
empirical antimalarial and antibiotics and positive IgM
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serology for scrub typhus, we put the patient on Tab
Doxycycline 100 mg bid orally and other symptomatic
treatment. Patient started to recover from day 5 of initiation
of oral Doxycycline. It is clear from this case that although
scrub typhus fever varies from mild to self-limiting course, it
can also present with acute febrile illness with multiorgan
dysfunction. So, it is better to have high index of suspicion for
scrub typhus in such types of presentation. We discharged
the patient on day 10 after normalisation of haematological
and biochemical parameters and advised her to come for
follow up after 7 days in Medicine OPD. She came for follow
up and is doing well.

FINAL DIAGNOSIS

Based on the clinical presentation and investigation a final
diagnosis of scrub typhus fever with multiorgan failure was
confirmed and patient responded well to the treatment.
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