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INTRODUCTION 

Scrub typhus is tropical fever caused by a gram-negative 

organism Orientia tsutsugamushi. It is usually transmitted 

to humans by the bite of infected larval forms of 

trombiculid mites.1 Scrub typhus normally presents with 

fever, myalgias, headache, abdominal pain and 

gastrointestinal disturbances.2,3 In few cases they tend to 

present with more serious complications such as interstitial 

pneumonia, acute respiratory distress syndrome, hepatitis, 

acute renal failure, encephalopathy and myocarditis, and 

all are attributed to focal and/or disseminated vasculitis. 

However, splenic involvement is rare, and there are only a 

few documented cases.4-6 We reported a case of scrub 

typhus infection manifesting with splenic infarct in a 

tertiary care hospital in South India. 

CASE REPORT  

A 50-year-old male farmer and cattle rearer, with no 

known co-morbidities presented with high grade 

intermittent fever, abdominal pain with distension for 5 

days, which was associated with vomiting and 

breathlessness NYHA II. Patient did not have myalgia, 

headaches, or chest pain at the time of presentation. On 

examination, patient was febrile, had bilateral pitting pedal 

edema and muddy conjunctiva with normal vitals. 

Examination of the abdomen revealed central black crust 

with erythematous rim on left lateral abdomen (Figure 1) 

with uniform distension and generalized tenderness more 

in the left hypochondrium, left lumbar and umbilical 

region. Rest of the systemic examination was normal. 

His complete blood count showed neutrophilic 

leukocytosis. Amylase and lipase were normal. Liver 

function tests showed direct hyperbilirubinemia with mild 

transaminitis. Scrub typhus IgM test (by ELISA) returned 

positive. In view of persistent abdominal pain, CT 

abdomen was done which revealed multiple wedge-shaped 

areas with broad base towards peripheries seen in splenic 

parenchyma suggestive of splenic infarcts (Figure 2). The 

investigations are mentioned in Table 1. Blood culture was 

negative. Workup for hypercoagulable state were negative. 

A 2D echocardiography showed a normal left ventricular 

function with an ejection fraction of 65%, no evidence of 

endocarditis and no regional wall abnormalities. Patient 

was started on azithromycin and doxycycline and became 

asymptomatic 72 hours after initiation of the treatment. He 

was discharged after completion of the antibiotic regimen.  
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Table 1: Basic lab parameters from day of admission. 

Parameters Day 1 Day 2 Day 3 Day 4 Day 5 

Hemoglobin (g/dl) 13.3  12.6  12.5 

TLC (cells/µl) 17300  12300  6000 

Neutrophils (%) 91.4  86  66 

Platelets (lac/ µl) 1.50  1.19  1.60 

BUN (mg/dl) 25 28 25  14 

Creatine (mg/dl)  1.41 1.81 1.55  0.92 

Sodium (meq/l) 121 129 133  137 

Potassium (meq/l) 4.0 3.6 3.4  3.9 

S. bilirubin T/D (mg/dl) 3.30/2.603   2.7/2.094  

AST (U/l) 61   89  

ALT (U/l) 49   52  

ALP (U/l) 229   150  

 

Figure 1: Eschar (central black crust with 

erythematous rim) on left lateral abdomen at                         

day 2 of fever. 

 

Figure 2: Splenic infarct in CECT abdomen. 

DISCUSSION 

Scrub typhus is a zoonotic disease transmitted to humans 

by tick bite. It is one of the tropical fever syndromes with 

varied manifestations. The frequency of scrub cases tends 

to increase during the rainy seasons as these mites tend to 

lay eggs during this season and it’s the larval stages of 

these mites that tend to bite and inoculate the organism into 

the skin of patients. Scrub infections are more common in 

the South and Eastern Asia, Pacific islands and Northern 

parts of Australia.7,8 

The clinical features include fever (83.3%), myalgia 

(76.9%), maculopapular rash (46.2%), eschar (66.7%), 

upper respiratory and gastrointestinal symptoms noted in 

about 11.5% and neurological symptoms seen in about 

2.6% of patients.9 Due to wider manifestations, infection 

tends to be under diagnosed or wrongly diagnosed. The 

diagnosis is usually made with scrub IgM ELISA having a 

sensitivity of 86.5%.  

In India around 50% of undiagnosed febrile illness turned 

to be scrub typhus due to lack of proper diagnostic tools 

and lack of clinical suspicion. The common 

gastrointestinal manifestations include vomiting 65%, 

nausea 60%, diarrhea 45% hematemesis and melaena in 

about 25% while hepatomegaly is seen in 40%, jaundice 

35%, abdominal pain 20%.10 Most common CT abdomen 

findings in scrub typhus involves hepatomegaly noticed in 

74.4% followed by splenomegaly seen in 66.7%. Other 

radiological manifestations commonly seen in scrub 

include ascites (53.8%), gallbladder thickening (29.5%), 

pleural effusion (30.8%) and splenic infarcts seen in about 

3.8% of patients.9 Most common infectious causes of 

splenic infarcts include malaria, babesiosis, while few of 

the uncommon causes include mycoplasma pneumonia, 

CMV, EBV, bartonella. It is also noticed in kala-azar and 

leptospirosis.11  

CONCLUSION  

As tropical fever syndromes present with a wide range of 

symptoms varying from fever, cough, cold, myalgia, 

abdominal distension, high index of suspicion should be 

made especially in resource poor settings careful attention 

to the history and physical examination with judicious use 

of investigations ultimately helps in the diagnosis. Splenic 

infarct should be suspected in all patients with scrub 

typhus having left hypochondrial tenderness. Early 

diagnosis and prompt treatment is a must.  
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