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Scrub typhus, transmitted by the bite of larval 
trombiculid mite is a common and an underdiagnosed 
cause of febrile illness in south Asia, caused by infection 
with Orientia tsutsugamushi. Outbreaks are reported 
during cooler months of year. (1)While visiting forests 
infection is transmitted from rodents to human by the 
bite of larval stage Leptotrombidium mites (chiggers). 
Inoculation of the organism at a cutaneous mite 
bite site causes localized pathological skin reaction 
termed an eschar. The characteristic rash and eschar 
may not be always present. The common symptoms 
described include fever, severe headache, myalgia, dry 
cough and gastrointestinal disturbances. (2) However, 
combination of systems involved can vary. Common 
signs described from children include eschar at the 
site of bite, maculopapular rash, lymphadenopathy 
and hepatosplenomegaly. In cases of fever of unknown 
origin, once the common causes like malaria, typhoid, 
dengue, leptospirosis, septicemia are ruled out and 
after one course of anti-malarials, scrub typhus has to 
be suspected, even though there is no history of visiting 
forests. Routine laboratory tests may reveal anemia 
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 Case 1 Case 2 Case 3 Case 4 Case 5

Age/Sex 2years/Male 1 ½ yrs/ Male 2 ¼ years 
/Male

7 months/
Male 8years/Male

Chief complaints Fever -5 days, 
Vomiting Fever-1 week Fever-3days, 

Vomiting Fever-4days Fever-6 days, 
vomiting

History of insect 
bite No No No No No

Pallor yes yes No yes yes

Edema No No No No No

Eschar Over right nape 
of neck

Over right 
shoulder Right axilla Back of right 

thigh Left axilla

Hepatomegaly yes yes yes yes yes

Splenomegaly yes yes No yes No

Respiratory 
symptoms

Conducted 
sounds Wheeze NVBS NVBS NVBS

CNS symptoms No yes No No No

Hemoglobin 
(gm/dl) 9.6 8.9 10.7 8.1 8.2

Platelet (cells/
cumm) 1,81,000 2,03,000 1,57,000 1,36,000 1,01,000

IgM for scrub 
typhus Reactive Reactive Reactive Reactive Reactive

Treatment/ 
Outcome azithromycin azithromycin azithromycin azithromycin doxycycline

and thrombocytopenia; elevated transaminases 
and hypoalbuminemia can be used as pointer to 
investigate for rickettsial diseases. An early diagnosis 
and treatment can prevent complications. In resource 
poor countries, initial Weil Felix test followed by ELISA 
(4) based test for O. tsutsugamushi can make proper 
diagnosis. Although indirect immunofluorescence 
assay (IFA) or Indirect Immuno-peroxidase test 
(IIP) and polymerase chain reaction (PCR) based 
tests are considered gold standard in confirmation of 
rickettsial diseases (5), they can only be performed in 
sophisticated laboratories 

In our series, detailed results of 5 cases are shown 
in table 1. All had anemia and eschar, 2 children had 
mild hepatosplenomegaly and 2 had thrombocytopenia. 
All were positive for IgM for scrub typhus. The 8 year 
old child was given doxycycline and younger ones were 
given azithromycin. In all, fever subsided in 2 days 
and all recovered. Out of five cases, 3 children had 
history of travel to hilly area which predisposes them 
to chigger bite. 

table 1: Clinical profile of pediatric Scrub typhus
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An 8 years old boy presented with progressive 
swelling over the neck and groin for 4 years. There was 
history of pallor, distension of upper abdomen and easy 
fatigability for one year. Parents and three siblings of 
this child were in good health. On examination he was 
malnourished (height=110cms, weight=16kg), had 
pallor, icterus, splenohepatomegaly and non-tender, 
discrete generalized lymphadenopathy. The cervical 
group of lymphnodes measured between 6-8 cms 
whereas axillary and inguinal group of lymphnodes 
measured between 3-5 cms. Other systems were 
normal. Investigations revealed hemoglobin of 
5.3gm%, white cell count of 10900 cells/cumm. 
(neutrophils 34%, lymphocytes 64%, eosinophils 
2%), platelets 90000 cells/cumm. Peripheral smear 
revealed a hemolytic picture (fragmented red blood 
cells, polychromatophilic cells and target cells). 
Reticulocyte count was 7% and direct coomb’s test 
was positive. Mantoux test and gastric lavage for acid 
fast bacilli was negative. Abdominal ultrasonography 
showed hepatosplenomegaly but no lymphnodes. 
Cervical lymph node biopsy revealed scattered 
reactive germinal centres and a markedly expanded 
paracortex composed of medium sized lymphocytes, 
plasma cells, histiocytes and immunoblasts. The 
lesional atypical cells in paracortex expressed CD3 
and were immunonegative for CD20, CD30, Terminal 
Deoxynucleotidyl Transferase (TdT), CD34, CD4, CD8, 
CD68 and CD117. This was suggestive of autoimmune 
lymphoproliferative syndrome (ALPS). Serum IgG level 

was 4028mg/dL (reference range is 490-1400mg/
dL). For confirmatory diagnosis of ALPS, a revised 
set of diagnostic criteria proposed by Oliveira et al in 
2010 (1) was taken into consideration for diagnosis 
in this patient. Both the required criteria (a. More 
than 6 months of non-malignant, non-infectious 
lymphadenopathy and/or splenomegaly; b. Elevated 
α/β-DNT cells with normal or elevated lymphocyte 
counts) as well as two secondary accessory criteria 
(a. Typical immunohistologic findings; b. autoimmune 
cytopenias with elevated immunoglobulin G levels) 
were fulfilled. He was started on pulse methyl 
prednisolone (10mg/kg/day) for 5 days followed by 
oral prednisolone (2mg/kg). Easy fatigability and 
dyspnea on exertion improved within 10 days After 15 
days of therapy, his hemoglobin increased to 8.8gm% 
and platelets increased to 1,60,000 cells/cumm. There 
was regression in the size of the lymphnodes (cervical 
lymphnodes measured 3-5 cms, axillary and inguinal 
group of lymphnodes measures 1-2cms), but there was 
no regression in size of liver and spleen. Prednisolone 
was tapered over a period of 1 month and stopped. He 
is on regular follow up and has no further autoimmune 
complications. 

Generalized lymphadenopathy and hepatospleno-
megaly are frequently seen in pediatric practice. When 
the common conditions are ruled out, a differential 
diagnosis of ALPS should be considered, as early inter-
vention in this condition can prevent the life threatening 
autoimmune complications. ALPS is characterized by 


