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Case Report

A not so common cause for fever with rashes
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ABSTRACT

Skin rashes that appear during febrile illnesses can be due to various infectious diseases and non-infectious conditions
that can range from mild self-limiting diseases to potentially life threatening conditions. Hence a comprehensive
knowledge of these diseases is required. A comprehensive history must be taken, including intake of any medications,
contact with animals, recent travel, and trekking in various natural environments. Complete and thorough physical
examination can provide clues to early diagnosis. Here we report a case which presented with high grade fever,
generalized blanching maculopapular rashes, and headache. Close examination revealed a scrotal ulcer leading to the
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diagnosis of scrub typhus which was confirmed by ELISA and treated successfully with doxycycline.

INTRODUCTION

There are large numbers of infectious and noninfectious
conditions presenting as fever with rashes. Infectious
exanthematous diseases can range from mild infections
which will disappear spontaneously to serious infectious
diseases with high morbidity and mortality. Morphology
of rash could be maculopapular, generalized diffuse
erythema, vesicular, pustular, nodular, petechial, and
purpuric which can provide a clue to the diagnosis.* Early
diagnosis based on complete history taking and physical
examination can prevent morbidity and mortality in many
cases such as scrub typhus.

CASE REPORT

A 45 year old man presented with one week history of
high grade fever and headache and itchy red skin rashes
of three days duration and occasional episodes of
vomiting. Patient was apparently normal 1 week back
after which he developed fever with headache and chills.

After 3 days he developed rashes all over back and
abdomen sparing palms, soles and mucous membranes.
History of itching present. There was no history of
hematuria/bleeding from the gums, nose and throat, blood
in stools/oral ulcers/joint pains or swelling/any drug
intake. On examination, patient was Febrile -101 F. There
was no pallor / icterus / cyanosis / clubbing /
lymphadenopathy / edema. Systemic examination was
normal. Dermatological examination showed blanching
erythematous maculopapular rash present over back,
abdomen and lower chest (Figure 1) sparing palms and
soles, face, mucous membranes and scalp. An ulcerated
lesion (healing eschar) of 0.5*0.5 cm was seen on
scrotum (Figure 2). Non tender and no bleeding from
ulcer on touching. There were no digital infarcts or
gangrene of the finger tips and nose. Nails were normal.
Following differential diagnosis were considered: viral
hemorrhagic fevers, scrub typhus, malaria, spotted fevers,
maculopapular drug reactions and syphilis. Investigations
were done (Table 1). Serology for scrub typhus was
found to be positive. Total count - 13600, LFT and RFT
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were normal, smear for malarial parasite - negative,
serology for dengue, HBsAg and HCV - negative and
RPR - negative. Patient was diagnosed as a case of scrub
typhus on clinical and serological grounds and treated
with doxycycline 100 mg twice daily and supportive
measures for two weeks and cured without any
complications.

Table 1: Investigations.

Total count 13600

Differential count P65, L29,E1, M5
LFT*, RFT* normal

Smear for malarial parasite Negative

aeéc\Jllggy for HBsAg and Negative

RPR* Negative

Serology for scrub typhus positive

*LFT- liver function tests, RFT- renal function tests, HBsAg-
Hepatitis B surface antigen, HCV - Hepatitis C virus, RPR-
rapid plasma reagin test.

Figure 1: Erythematous maculopapular rash present
over back, abdomen and lower chest.

Figure 2: Eschar over scrotum.

DISCUSSION

Scrub typhus is an infectious disease caused by Orientia
tsutsugamushi) an intracellular gram negative bacterium,
transmitted by the bite of Trombiculid mites
(Leptotrombidiumdeliense and L. akamushi) which also
act as reservoirs.>? In India, there are cases reported from
Maharashtra, Tamil Nadu, Karnataka, Kerala, Himachal
Pradesh, Jammu and Kashmir, Uttaranchal, Rajasthan,
West Bengal, Bihar, Meghalaya, and Nagaland.*®> The
characteristic signs and symptoms of scrub typhus are
eschar, fever, maculopapular rash starting from the trunk,
and spreading to the limbs. Eschar starts as a vesicular
lesion at the site of mite feeding. Later, an ulcer forms
with black necrotic center and an erythematous border
along with regional lymphadenopathy
O. tsutsugamushi invades endothelial cells to produce
disseminated vasculitic and perivascular inflammatory
lesions, which results in significant vascular leakage and
ensuing end-organ injury of various organs such as lungs,
heart, and kidney. Serious complication in the form of
myocarditis, pneumonia, meningoencephalitis, acute
renal failure, gastrointestinal bleeding, and even acute
respiratory distress syndrome may develop. The presence
of fever and eschar supports the diagnosis.® Serology
remains the mainstay of diagnosis.” The gold standard is
indirect immunofluorescence antibody (IFA).% In dengue
fever cutaneous and mucosal findings like confluent
erythema, morbilliform eruptions and hemorrhagic
manifestations such as petechiae, epistaxis and gingival
bleeding can occur.® In malaria cutaneous manifestations
are non-specific and can present as petechiae, purpura
urticaria and angioedema.’’ In secondary syphilis the
most observed clinical presentation is a generalized
papulosquamous eruption and condyloma lata of the
moist areas.” In maculopapular drug reactions,
erythematous macules and papules become confluent in a
symmetric, generalized distribution sparing face and
involving mucous membranes, palms and soles.’

CONCLUSION

This case is reported for its rarity and for the importance
of the typhusgroup of fevers as an important differential
diagnosis in cases of fever with rash in patients with
outdoor activities.

Funding: No funding sources
Conflict of interest: None declared
Ethical approval: Not required

REFERENCES

1. Kang JH. Febrile illness with skin rashes. Infection
Chemotherap. 2015;47(3):155-66.

2.  Tamura A, Ohashi N, Urakami H, Miyamura S.
Classification of Rickettsia tsutsugamushi in a new
genus, Orientia gen. nov., as Orientiatsutsugamushi
comb. nov. Int J Syst Bacteriol. 1995;45(3):589-91.

International Journal of Research in Dermatology | October-December 2019 | Vol 5 | Issue 4  Page 908



Narasimhan M et al. Int J Res Dermatol. 2019 Nov;5(4):907-909

Lerdthusnee K, Khuntirat B, Leepitakrat W,
Tanskul P, Monkanna T, Khlaimanee N, et al. Scrub
Typhus. Annals of the New York Academy of
Sciences. 2003;990(1):25-35.

Varghese GM, Abraham OC, Mathai D, Thomas K,
Aaron R, Kavitha ML, et al. Scrub typhus among
hospitalised patients with febrile illness in South
India: magnitude and clinical predictors. J Infection.
2006;52(1):56-60.

Sinha P, Gupta S, Dawra R, Rijhawan P. Recent
outbreak of scrub typhus in North Western part of
India. Indian J Med Microbiol. 2014;32(3):247.
Mahajan SK. Scrub typhus. JAPI.
2005;53(955):2609.

Koh GC, Maude RJ, Paris DH, Newton PN,
Blacksell SD. Diagnosis of scrub typhus. Am J Trop
Med Hygiene. 2010;82(3):368-70.

10.

Blacksell SD, Bryant NJ, Paris DH, Doust JA,
Sakoda Y, Day NP. Scrub typhus serologic testing
with the indirect immunofluorescence method as a
diagnostic gold standard: a lack of consensus leads
to a lot of confusion. Clin Infectious Dis.
2007;44(3):391-401.

Thomas EA, John M, Kanish B. Mucocutaneous
manifestations of dengue fever. Indian J Dermatol.
2010;55(1):79.

Vaishnani JB. Cutaneous findings in five cases of
malaria. Indian J Dermatol Venereol Leprol.
2011;77(1):110.

Cite this article as: Narasimhan M, Sathar SA,
Ramakrishnan R. A not so common cause for fever
with rashes. Int J Res Dermatol 2019;5:907-9.

International Journal of Research in Dermatology | October-December 2019 | Vol 5 | Issue 4  Page 909



