Complete Heart Block in Scrub Typhus- a case report
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INTRODUCTION:

Abstract:
Scrub typhus is an acute febrile, infectious illness caused by rickettsia O. tsutsugamushi. It was first described in detail by Hashimoto from Japan in 1810. Scrub typhus is endemic to a part of world known as the “ tsutsugamushi triangle’’ which extends from northern Japan and far-eastern Russia in the north, to northern Australia in the south, and to Pakistan and Afghanistan in the west. In India rickettsial infections have been documented from the states of Jammu and Kashmir, Himachal Pradesh, Uttarakhand, Rajasthan, Assam, West Bengal, Maharashtra, Kerala and Tamil Nadu.
Scrub typhus often presents as fever with little to distinguish it clinically from co-endemic diseases such as typhoid, leptospirosis, and dengue. The presence of an eschar supports the diagnosis but is variably present.
Myocarditis in scrub typhus has been rarely reported in recent decades. It is usually subclinical, but may be fatal because of congestive heart failure or severe arrhythmia. Adequate treatment can result in complete recovery.

CASE REPORT:

41 yrs old male presented with the complaints of fever for 2 days,difficulty in breathing followed by altered consciousness for 1 day.
There was no history of headache, vomiting. No previous history suggestive of any cardiovascular disease, hypertension, diabetes. No history of smoking, drug abuse, alcohol intake.
On examination: BP-110/80,RR-30/min,HR-62/min,SP02 @ room air:61% 
Patient was agitated, irritable, disoriented. On respiratory examination he had bilateral fine crepitations in all the lung fields. Patient was put on supplemental oxygen via venturi mask and was maintaining a saturation of 98% @ 10L of O2 but since he was very un co-operative he was sedated  and after endo-tracheal intubation was put on mechanical ventilator.

All the routine investigations were sent including complete blood counts with peripheral blood film,serum electrolytes,renal function tests,liver function tests,arterial blood gas,dengue NS1 antigen and IgM,malaria rapid antigen test,scrub typhus IgM,urine routine examination and microscopy,blood and urine cultures.
Patient was found to have thrombocytopenia(30,000/microL) with leucocytosis(TLC-16,000/microL). Scrub typhus IgM serology was positive and patient was started on the lines of scrub typhus fever with acute respiratory distress syndrome with febrile encephalopathy,?hypoxic encephalopathy. Intravenous doxycycline was started.
Patient improved within 24 hrs,was conscious,oriented to time,place and person. ABG was normal,no evidence of bleeding from any site, no signs of shock.
On Day 4 patient was tried to wean off from ventilator and after successful completion of weaning trials, he was given T-piece trial. There was no CO2 retention ,no alteration in mental status but after 45 minustes patient suddenly started having bradycardia. His HR dropped to 15. Chest compressions started,inj Atropine 0.6 mg was given and patient was again put on mechanical ventilator. Normal sinus rythm was achieved with a heart rate of 70/min. After 2 hrs patient was conscious oriented with a GCS -15/15.
Patient’s Chest X ray was improving,fever had resolved . However patient developed a transient complete heart block followed by cardiac arrest. Prompt measures were taken as per ACLS protocols and patient was successfully resuscitated. Post resuscitation-ECG showed normal sinus rhythm. After 2 days patient was successfully extubated and discharged in stable condition after a few days.

DISCUSSION:
Scrub typhus is an acute febrile illness caused by Orientia tsutsugamushi. The main pathologic change is focal or disseminated vasculitis caused by the destruction of endothelial cells and the perivascular infiltration of leukocytes. The diagnosis of scrub typhus is based on the patient's history of exposure, clinical features, and results of serologic testing. Regional and generalized lymphadenopathy is common. The pulmonary manifestations of scrub typhus include interstitial pneumonia, interstitial edema, and hemorrhage caused by vasculitis. Abdominal manifestations include splenomegaly, periportal edema, gallbladder wall thickening, and lymphadenopathy. Although the severity of scrub typhus varies considerably, involvement of the central nervous system is seen in almost all patients and can result in meningoencephalitis
Cardiovascular complications in scrub typhus are frequently reported  that  includes myocarditis, arythmmias, pericardial effusion and congestive cardiac failure. However, complications such as Complete heart block is rare. This case report shows that patients of scrub typhus may develop CHBs and hence vigilant monitoring is required.



