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ABSTRACT 
 
Scrub typhus is a zoonotic disease caused by Orientia tsutsugamushi. Scrub typhus presenting 
with thrombocytopenia has been reported up to half of patients with Scrub Typhus. 
Thrombocytopenia is usually complicated with multiorgan dysfunction and high mortality rate. Here 
we report a case of a diagnosed scrub typhus infection with severe thrombocytopenia and 
management of such a case. 
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1. INTRODUCTION 
 

Scrub typhus is a zoonotic illness caused by 
Orientia tsutsugamushi and spread by mites [1]. 

It is a threat to public health and mostly affects 
Asia-Pacific regions; every year it burdens the 
economy and health by affecting one billion 
people and causes illness around the world [2].
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Scrub typhus is characterised by a sudden high 
fever, headache which is severe in intensity, 
lymphadenopathy, generalised myalgia, rash and 
eschar [3]. Due to the lack of characteristic 
symptoms, accurate and effective methods for 
diagnosing scrub typhus are lacking, which 
frequently leads to a difficulty in diagnosis. 
Disseminated vasculitis is a pathologic feature of 
scrub typhus, and it can affect one or more 
organs, including the skin, liver, lung, kidney, 
brain and meninges [4]. Scrub typhus, on the 
other hand, is manifested by a scab at the site of 
the mite's bite. Approximately one third of the 
patients suffer from multiorgan dysfunction 
during the course of the illness [5]. One of the 
differential diagnoses for fever with 
thrombocytopenia or hemorrhagic fever is scrub 
typhus [6]. Scrub typhus mortality ranges from 
30% to 60% in untreated individuals, and it varies 
according to age and infection location [7].  
 
Scrub typhus is a disease which is difficult to 
diagnose and not endemic in states such as 
Maharashtra where this case was reported and 
hence makes treatment challenging. In this 
report, we discussed a case of scrub typhus 
manifested as thrombocytopenia posing a 
challenge in diagnosis and treatment. Also the 
course of the disease in such case is discussed. 
  

2. HISTORY 
 
A 19 year old female, resident of Chandrapur 
district in Maharashtra state, presented to us with 
complaints of fever, vomiting and abdominal pain 
in the last 5 days. She took some treatment 
outside but treatment particulars were not 
available. There was no history of travel to 
another place. 
 
On examination, her blood pressure was 100/60 
mm hg, pulse rate was 80/min, axillary 
temperature of 101 F was recorded, there was 
no skin rash (which is not very consistent with 
the finding of Scrub Typhus as it is almost always 
present in such cases), per abdominal 
examination was suggestive of mild 
splenomegaly. Routine blood investigations 
revealed haemoglobin 14 gm%, TLC 3100 per cu 
mm, platelet count 16000 per cu mm, MCV 83.8, 
SGPT-218, SGOT-49, Alkaline Phosphatase-
254, Total bilirubin 3.4, conjugated 2.3, 
unconjugated1.1, aPTt- control 30.0, aPTt- 
patient 30.7,prothrombin time-control 12.5, 
prothrombin time-patient 13.4, malaria strip test 
was negative. Serology for Scrub Typhus- 
Immunofluorescence assay was positive (light 

bands were seen). Other investigations were all 
within normal range. 
 
Based on history and laboratory findings, 
diagnosis was made as Scrub typhus presenting 
as severe thrombocytopenia. 
 
Initial treatment was started in the form of 
antibiotics, Inj Ceftriaxone 1 gm IV 12 hourly, Inj 
Metronidazole 500 mg IV 8 hourly, Cap 
Doxycycline 100 mg 12 hourly. 2 units of Single 
donor platelets were transfused. Supportive 
treatment was given in the form of IV fluids, 
multivitamin supplements and antacids. 
 
After 3 days of admission, platelet counts started 
showing an increasing trend with a count of 
80000 per cu mm, liver enzymes showed a 
declining trend.  
 
On day 5, platelet count was 1,36,000 per cu mm 
and liver function improved furthermore. Patient 
was discharged on day 5 in a hemodynamically 
stable condition and advised to follow up on a 
later date with fresh platelet count and liver 
function test reports. On follow up after 7 days, 
platelet counts and liver enzymes were within 
normal range. 
 

3. DISCUSSION 
 
Scrub typhus diagnosis is difficult and when 
multiple organs are damaged, the rate of 
diagnosis error occurs. One of the most common 
causes of scrub typhus misdiagnosis is doctors' 
lack of understanding of the disease's clinical 
symptoms [8,9]

 
. Till 10 days after the onset of 

fever, the detection of nucleic acid like HtrA 
(periplasmic serine protease), type-specific 
antigen rrs (16S rRNA), and groEL (the heat 
shock protein Hsp60) is accurate. After that, 
serology plays a more specific role [10].

  

 

Furthermore, recent investigations have 
indicated that Raman scattering-based lateral 
flow test approaches are both quick and accurate 
in the diagnosis of the disease [11]. Scrub typhus 
biomarkers include O. tsutsugamushi 
immunoglobulin G (IgG) in patient blood, and an 
immunofluorescence assay is the best and most 
widely accepted approach for diagnosis (IFA). 
Improved anti-Orientia immunoglobulin M (IgM) 
and IgG-based rapid diagnostic tests and ELISAs 
have recently superseded subjective IFA                          
due to their excellent sensitivity, specificity, and 
repeatability [11,12,13,14].  Scrub typhus with 
rapid advancement should be given special 
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attention since it might cause hypothermia, 
tachycardia, crepitation, a low lymphocyte count, 
hypoalbuminemia, high aspartate 
aminotransferase, raised serum creatinine, and 
positive urine albumin [14]

 
.  

 
Thrombocytopenia and MODS are possible side 
effects of scrub typhus. Previous research has 
shown that thrombotic microangiopathic 
syndrome (TMAS) is the cause of 
thrombocytopenia-related MODS [15,16]. 
Thrombotic thrombocytopenic purpura (TTP), 
secondary thrombotic microangiopathy (TMA), 
and DIC are some of the pathological                  
alterations that can arise [15]. To our knowledge, 
however, only a single case of scrub                          
typhus presenting thrombocytopenia and MODS 
has been documented thus far [17]. Medications 
should be used as soon as possible to avoid 
complicated scrub typhus, and practitioners 
usually have access to a variety of                      
effective antibiotics [18]. Doxycycline, 
chloramphenicol, tetracycline, and azithromycin 
are all effective drugs against scrub typhus. 
Furthermore, with the same effect, azithromycin 
may be more tolerated than doxycycline [19].  

 
4. CONCLUSION 
 
We conclude that Scrub typhus being a disease 
not very commonly encountered in states such 
as Maharashtra might be complicated in the              
form of thrombocytopenia and needs more                      
research into this aspect. It is associated with 
higher morbidity and mortality thus                    
necessitating the need for aggressive treatment 
for better outcomes.  

 
CONSENT 
 
It is not applicable. 

 
ETHICAL APPROVAL 
 
It is not applicable. 
 

COMPETING INTERESTS 
 
Authors have declared that no competing 
interests exist. 
 

REFERENCES 
 
1. Lee BJ, Chen CY, Hu SY, Tsan YT, Lin 

TC, Wang LM. Otalgia and eschar in the 
external auditory canal in scrub typhus 

complicated by acute respiratory distress 
syndrome and multiple organ failure. BMC 
Infectious Diseases. 2011;11(1):1-4. 

2. Kelly DJ, Fuerst PA, Ching WM, Richards 
AL. Scrub typhus: The geographic 
distribution of phenotypic and genotypic 
variants of Orientia tsutsugamushi. Clinical 
Infectious Diseases. 
2009;48(Supplement_3):S203-30. 

3. Rajapakse S, Weeratunga P, 
Sivayoganathan S, Fernando SD. Clinical 
manifestations of scrub typhus. 
Transactions of the Royal Society of 
Tropical Medicine and Hygiene. 
2017;111(2):43-54. 

4. Dogra S. Recent advances in 
understanding pathophysiology of scrub 
typhus. JK science. 2010;12(2):70. 

5. Peter JV, Sudarsan TI, Prakash JA, 
Varghese GM. Severe scrub typhus 
infection: Clinical features, diagnostic 
challenges and management. World 
Journal of Critical Care Medicine. 
2015;4(3):244. 

6. Kothari VM, Karnad DR, Bichile LS. 
Tropical infections in the ICU. The Journal 
of the Association of Physicians of India. 
2006;54:291-8. 

7. Groves MG, Harrington KS. Handbook of 
Zoonoses. Section A: Bacterial, Rickettsial, 
Chlamydial, and MycoticZoonoses. In: 2

nd
 

Edn. Boca Raton, FL: CRC Press. 
1994;463–74. 

8.  Jamil MD, Hussain M, Lyngdoh M, 
Sharma S, Barman B, Bhattacharya PK. 
Scrub typhus meningoencephalitis, a 
diagnostic challenge for clinicians: A 
hospital based study from North-East 
India. J Neurosci Rural 
Pract. 2015;6(4):488–493.  
DOI: 10.4103/0976-3147.169769 

9.  Sharma SR, Masaraf H, Lynrah KG, 
Lyngdoh M. Tsutsugamushi disease (scrub 
typhus) meningoencephalitis in north 
eastern India: A prospective study. Ann 
Med Health Sci Res. 2015;5(3):163–167.  
DOI: 10.4103/2141-9248.157486 

10.  Paris DH, Dumler JS. State of the art of 
diagnosis of rickettsial diseases: The use 
of blood specimens for diagnosis of scrub 
typhus, spotted fever group rickettsiosis, 
and murine typhus. Curr Opin Infect 
Dis. 2016;29(5):433–439.  
DOI: 10.1097/QCO.0000000000000298.  

11.  Blacksell SD, Tanganuchitcharnchai A, 
Nawtaisong P, Kantipong P, 
Laongnualpanich A, Day NP, Paris DH. 



 
 
 
 

Agarwal et al.;IJTDH, 42(21): 48-51, 2021; Article no.IJTDH.82428 
 

 

 
51 

 

Diagnostic accuracy of the InBios scrub 
typhus detect enzyme-linked immunoassay 
for the detection of IgM antibodies in 
Northern Thailand. Clin Vaccine 
Immunol. 2016;23(2):148–154.  
DOI: 10.1128/CVI.00553-15 

12.  Rodkvamtook W, Zhang Z, Chao CC, 
Huber E, Bodhidatta D, Gaywee J, Grieco 
J, Sirisopana N, Kityapan M, Lewis M, et 
al. Dot-ELISA rapid test using recombinant 
56-kDa protein antigens for serodiagnosis 
of scrub typhus. Am J Trop Med 
Hyg. 2015;92(5):967–971. 
DOI: 10.4269/ajtmh.14-0627.  

13.  Silpasakorn S, Srisamut N, Ekpo P, Zhang 
Z, Chao CC, Ching WM, Suputtamongkol 
Y. Development of new, broadly reactive, 
rapid IgG and IgM lateral flow assays for 
diagnosis of scrub typhus. Am J Trop Med 
Hyg. 2012;87(1):148–152.  
DOI: 10.4269/ajtmh.2012.11-0583.  

14.  Kingston HW, Blacksell SD, 
Tanganuchitcharnchai A, Laongnualpanich 
A, Basnyat B, Day NP, Paris DH. 
Comparative accuracy of the InBios                    
scrub typhus detect IgM rapid test for                  
the detection of IgM antibodies by            
using conventional serology. Clin Vaccine 
Immunol. 2015;22(10):1130–1132.  
DOI: 10.1128/CVI.00390-15.  

15. Nguyen TC, Carcillo JA. Bench-to-bedside 
review: Thrombocytopenia-associated 
multiple organ failure--a newly appreciated 
syndrome in the critically ill. Crit 
Care. 2006;10(6):235. 
DOI: 10.1186/cc5064.  

16.  Nguyen TC, Cruz MA, Carcillo JA. 
Thrombocytopenia-associated multiple 
organ failure and acute kidney injury. Crit 
Care Clin. 2015;31(4):661–674.  
DOI: 10.1016/j.ccc.2015.06.004.   

17.  Ittyachen AM, Abraham SP, 
Krishnamoorthy S, Vijayan A, Kokkat J. 
Immune thrombocytopenia with                               
multi-organ dysfunction syndrome as a 
rare presentation of scrub typhus: A                   
case report. BMC Res 
Notes. 2017;10(1):496.  
DOI: 10.1186/s13104-017-2826-z.  

18.  Wang CC, Liu SF, Liu JW, Chung YH, Su 
MC, Lin MC. Acute respiratory distress 
syndrome in scrub typhus. Am J Trop                            
Med Hyg. 2007;76(6):1148–1152. 
DOI: 10.4269/ajtmh.2007.76.1148.  

19.  Wee I, Lo A, Rodrigo C. Drug treatment of 
scrub typhus: A systematic review                           
and meta-analysis of controlled                          
clinical trials. Trans R Soc Trop                                           
Med Hyg. 2017;111(8):336–344. 
DOI: 10.1093/trstmh/trx066.  

_______________________________________________________________________________ 
© 2021 Agarwal et al.; This is an Open Access article distributed under the terms of the Creative Commons Attribution License 
(http://creativecommons.org/licenses/by/4.0), which permits unrestricted use, distribution, and reproduction in any medium, 
provided the original work is properly cited. 

 
 
 

Peer-review history: 
The peer review history for this paper can be accessed here: 

https://www.sdiarticle5.com/review-history/82428 

http://creativecommons.org/licenses/by/4.0

