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PATIENT PARTICULARS

 A 24 year male.

 Living in Raipur, Uttar Dinajpur ,West Bengal.

 Student,unmarried.

 Normotensive , non diabetic , euthyroid.

 Non alcoholic,  non smoker.
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CHIEF COMPLAINTS

1. Fever and headache for 9days.

2. Rash from day 5 of illness.

3. Vomiting and redness of right eye for 5days.
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HISTORY OF PRESENT ILLNESS

 FEVER:

1. Moderate to High grade, intermittent in nature.

2. Not associated with sweating or chills and rigor.

 RASH:

1. Initially papular in nature.

2. Then became macular erythematous patches.

3. Blanching.

4. Non pruritic, non tender.

5. Generalized all over the body including both upper & lower limbs.

6. Oral mucosa and genitalia not involved.
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HISTORY OF PRESENT ILLNESS
 HEADACHE:

1. Severe frontal headache.

2. Non pulsatile.

3. Not associated with photophobia.

 VOMITING:

1. Recurrent non projectile non billious vomiting.

2. Associated with abdominal pain.

3. Not associated with blood .

 VISUAL SYMPTOMS:

1. Redness of right eye.

2. Associated with itching and blurring of vision
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NEGATIVE HISTORY
 Cough / Sore throat/ Shortness of breadth

 Drug intake

 Epistaxis

 Bleeding manifestation

 Joint pain

 Hematuria/ Dysuria

 Increased frequency of urine

 Diarrhoea

 Urticaria , Asthma
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PAST HISTORY

 No history of similar symptoms  in past.

 No contact history of pulmonary tuberculosis.

 No history of recent travel
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PAST TREATMENT HISTORY

 After consulting a doctor he received Inj Ceftriaxone 1gm × iv
twice daily from day 4 to  day 6 of fever at his home.

 On day 5 he developed generalized maculopapular rash starting
from lower limbs followed by upper limbs and rest of the body

 On day 6 he was admitted in a hospital.

 Proteus Ag OX K turned out to be reactive

 Received tab doxycycline 100mg twice daily and inj meropenem
1gm iv twice daily for 3days.

 Fever, headache and rash still persisted along with vomiting.

 Referred to our hospital on day 9 of illness.
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CLINICAL EXAMINATION

 Patient was alert conscious co operative, oriented to time,
place, person

 GCS 15/15

 Built- Average, Weight – 62kg,. Height- 168cm

 Facies – Normal

 Decubitus of choice

 No pallor, cyanosis ,jaundice, clubbing, edema

 No distended neck veins or lymphadenopathy

 Pulse – 96/min , regular rhythm with no special characters

 BP- 126/80 mmHg , no postural drop
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CLINICAL EXAMINATION
 Temperature - 101.7°F

 Spo2 – 98% in room air

 CBG – 110mg%

 Respiratory rate : 18/min

 Rash :

1. Erythematous macular

2. Non tender

3. Non palpable

4. Non pruritic

5. Blanching

6. Upper and lower limbs , front and back of chest and abdomen
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CLINICAL EXAMINATION
SYSTEMIC

 Lymphoreticular System :

1. Skin – erythematous rashes

2. Oral cavity- No involvement

3. Lymph nodes – Not enlarged

4. Liver and spleen – Not palpable

5. No sternal tenderness

 Respiratory System :

1. Bilateral vesicular breath sound

2. No crepitation or wheeze present
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CLINICAL EXAMINATION
SYSTEMIC

 CARDIOVASCULAR SYSTEM

1. S1 and S2 audible

2. No other sound

 Musculoskeletal System: normal

 Genitalia – No abnormality detected
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CLINICAL EXAMINATION
 Ophthalomological:

1. Right eye - non purulent conjunctivitis

2. Left eye – clear

3. Bilateral papilledema present with raised intra ocular pressure

4. Visual acuity – 6/6 both eye, normal colour vision in both eyes . No RAPD
present.

 Neurological examination:

Higher function normal , memory and speech normal , no neck rigidity

Kernig sign – negative.  Brudzinski sign – negative

Upper and lower limbs – Tone – Normal  , power – 5/5, reflex – within normal
limit

Plantar – bilaterally flexor .

Sensory examination- Touch, pain ,temperature ,vibration, joint sense and
proprioception  preserved

Autonomic – Bladder and bowel not involved

Cranial nerve involvement absent

 Ophthalomological:

1. Right eye - non purulent conjunctivitis

2. Left eye – clear

3. Bilateral papilledema present with raised intra ocular pressure

4. Visual acuity – 6/6 both eye, normal colour vision in both eyes . No RAPD
present.

 Neurological examination:

Higher function normal , memory and speech normal , no neck rigidity

Kernig sign – negative.  Brudzinski sign – negative

Upper and lower limbs – Tone – Normal  , power – 5/5, reflex – within normal
limit

Plantar – bilaterally flexor .

Sensory examination- Touch, pain ,temperature ,vibration, joint sense and
proprioception  preserved

Autonomic – Bladder and bowel not involved

Cranial nerve involvement absent

CLINICAL EXAMINATION
 Ophthalomological:

1. Right eye - non purulent conjunctivitis

2. Left eye – clear

3. Bilateral papilledema present with raised intra ocular pressure

4. Visual acuity – 6/6 both eye, normal colour vision in both eyes . No RAPD
present.

 Neurological examination:

Higher function normal , memory and speech normal , no neck rigidity

Kernig sign – negative.  Brudzinski sign – negative

Upper and lower limbs – Tone – Normal  , power – 5/5, reflex – within normal
limit

Plantar – bilaterally flexor .

Sensory examination- Touch, pain ,temperature ,vibration, joint sense and
proprioception  preserved

Autonomic – Bladder and bowel not involved

Cranial nerve involvement absent

 Ophthalomological:

1. Right eye - non purulent conjunctivitis

2. Left eye – clear

3. Bilateral papilledema present with raised intra ocular pressure

4. Visual acuity – 6/6 both eye, normal colour vision in both eyes . No RAPD
present.

 Neurological examination:

Higher function normal , memory and speech normal , no neck rigidity

Kernig sign – negative.  Brudzinski sign – negative

Upper and lower limbs – Tone – Normal  , power – 5/5, reflex – within normal
limit

Plantar – bilaterally flexor .

Sensory examination- Touch, pain ,temperature ,vibration, joint sense and
proprioception  preserved

Autonomic – Bladder and bowel not involved

Cranial nerve involvement absent



POSSIBILITIES....
 Differential diagnosis:
 Scrub typhus

 Dengue

 Typhoid

 Chikungunya

 Malaria

 Leptospirosis

 Japanese encephalitis

 Herpes Simplex

 Epstein Barr- Infectious mononucleosis

 Bacterial / Tubercular / Viral meningitis

 Hemophagocytic lymphohistiocytosis
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POSSIBILITIES

 Differential diagnosis:
 Meningoenchephalitis

 Cryptococcal meningitis

 Syphilis

 COVID associated rash

 Lupus ( SLE)

 Drug induced
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EVALUATION
BLOOD REPORTS

 WBC- 6400/cmm ( N70 L28)
 RBC- 3.20×10^6 /cmm
 PLATELET- 130× 10^3/cmm
 HB% - 9.4gm%
 MCV – 89.7
 MCH – 29.4
 MCHC – 32.8
 FBS – 89mg/dl  PPBS – 110mg/dl
 Urea – 29mg/dl , Creatinine – 1.2 mg/dl
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EVALUATION
BLOOD REPORTS

 TSB – 1.6 mg/dl, Conjugated- 0.5mg/dl

 ALBUMIN/ GLOBULIN – 3.0/3.6gm/dl

 SGOT – 43 IU/L

 SGPT – 41 IU/L

 ALP- 46 IU/L

 Na- 128.9 meq/l k+4.47mEq/l

 Triglyceride- 110mg/dl

 Total cholesterol- 122 mg/dl

 HDL- 33 mg/dl

 LDL – 86 mg/dl
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 Inflammatory Markers:
1. ESR – 125mm/1hr (<20 mm/hr)

2. CRP – 336 mg/L (<6mg/L)

3. FERRITIN – 2250 ng/ml ( 20-250 ng/ml)

4. PROCALCITONIN- 0.78 ng/ml ( <0.05 ng/ml)

5. LDH – 758 u/l ( 105- 333 u/l)
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 Coagulation profile :
1. BT – 3mins ( 2-7mins)

2. CT – 9mins ( 8-15mins)

3. PT – 15. INR – 1.2 control – 13secs

4. aPTT – 32seconds ( 30-40secs)

5. D-dimer – 6.0 microgram/ml ( < 0.5 microgram/ml)

6. Fibrinogen- 380 mg/dl ( 200-400 mg/dl)

 Blood culture – Coagulase negative Staphylococci
(CONS)

 Urine pus cell – 2-3/hpf , Urine culture – No
growth

 Stool – OBT  & OPC negative
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Specific Investigations To Rule Out Infective
causes

1. MP / MPDA – NR
2. DENGUE IgM – NR
3. LEPTOSPIRA IGM- NR
4. CHIKUNGUNYA IGM – NR
5. JAPANESE ENCEPHALITIS IgM – NR
6. TYPHIDOT IGM- NR
7. Brucella IgM – NR
8. Anti HSV IgM – NR
9. EBV – VCA IGM – NR
10. Cryptococcal Ag- NR
11. VDRL- NR
12. Scrub typhus IgM – NR
13. COVID 19 RTPCR - NR
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 Serology:
1. HbsAg – NR
2. AntiHCV – NR
3. ICTC – NR

 Sputum :

 Gram stain and culture and fungal stain culture
– No growth

 AFB – Not found , CBNAAT - Negative
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RADIOLOGICAL EVALUATION

 USG Whole Abdomen- No abnormality detected

 Chest X-ray – no abnormality

 CECT Thorax- No abnormality detected

 CECT Whole Abdomen –Mild hepatomegaly ,otherwise no
abnormality detected

 CECT Brain- No abnormality detected

 MRI Brain with contrast – Mild linear enhancement in right
periventricular region ,Rest of brain parenchyma is normal.
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CARDIOVASCULAR EVALUATION

 ECG – Normal sinus rhythm. No abnormality detected.

 ECHO – LVEF – 60% ,Good systolic and diastolic function

 Trop T – Negative

 NT – PRO BNP – 79.85 pg/ml ( <125 pg/ml)
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 CSF Study :
1. Appearence – Crystal clear

2. Pressure- Very raised

3. Cell type and count – 25cell /cmm , All are lymphocytes

4. Protein- 55.6 mg/dl

5. Sugar – 74mg/L

6. LDH – 68u/l

7. Gram stain with AFB  and Fungal stain and culture – No growth

8. CBNAAT- negative

9. JE PCR – Undetected

10. HSV 1 & 2 PCR – Undetected

11. CrAg – NR

12. VDRL- - NR
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 Rhematological Profile:
1. ANA (HEP 2 with cell line titre ) – Negative

2. ANA Profile- negative

3. Rheumatoid Factor- 5iu/ml ( <10iu/ml )

4. Anti CCP – 2ru/ml (<5ru/ml)

5. P – ANCA  and C-ANCA – Negative

6. C3 – 174mg/dl (90-180 mg/dl)

7. C4 – 30.4 mg/dl ( 10-40mg/dl)
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 Skin Biopsy:
 Histopathological examination show Hyperkeratosis

with a focus of parakeratosis and increased pigmentation
of basal keratocyte. The dermal vessels show intimal
proliferation and endothelial cells prominance suggesting
a VASCULOPATHIC LESION.

 Immunofluorescence Assay:
 IGG,IGM ,IGA, C3 – Negative ( Doesn’t show any

fluorescence)
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 After admission at our hospital,

Patient received to continue tab doxycycline and
injection meropenem.

But His fever headache and rashes didn’t subside.

Daily rise in temperature with persistent headache
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WHAT NEXT ??

DID WE MISS ANY IMPORTANT HISTORY ??
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 After further enquiry it was found that the
patient had history of close contact with a
family member suffering from COVID 1 month
back.

 During that time he got tested and  his COVID 19
RTPCR report was negative.

 After gathering this information we decided to
perform a COVID Antibody test

 COVID ANTIBODY (IgG and total) was positive in
high titre.

 Patient did not receive any COVID vaccine.
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So Our Provisional Diagnosis is –

Multisystem Inflammatory Syndrome
– Adult
( MIS –A)
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MIS A CRITERIA – CDC

 A patient aged ≥21years hospitalized for ≥24hours , or with an
illness resulting in death,who meets the following clinical and
laboratory criteria.

 The patient should not have a more likely alternative diagnosis
for the illness ( eg. Bacterial sepsis, exacerbation of a chronic
medical condition)

 CLINICAL CRITERIA-

Subjective fever or documented fever (≥38.0 C) for ≥24hours prior
to hospitalization or within the first THREE days of hospitalization
and at least THREE of the following clinical criteria occurring
prior to hospitalization or within the first THREE days of
hospitalization. At least ONE must be a primary clinical criterion.
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 PRIMARY CLINICAL CRITERIA

1. Severe cardiac illness includes myocarditis, pericarditis,
coronary artery dilatation/aneurysm, or new onset right or left
ventricular dysfunction ( LVEF<50%),2nd/3rd degree A-V block , or
ventricular tachycardia.

2. Rash and  non purulent conjunctivitis

 SECONDARY CLINICAL CRITERIA

1. New –onset neurologic signs and symptoms includes
encephalopathy in a patient without prior cognitive impairment,
seizures,meningeal signs,or peripheral neuropathy ( including GB
syndrome)

2. Shock or hypotension not attributable to medical therapy (
eg.sedation,renal replacement therapy)

3. Abdominal pain, vomiting, or diarrhoea

4. Thrombocytopenia ( Platelet count <150,000/microliter)
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 Laboratory Evidence

The presence of laboratory evidence of inflammation

AND SARS -COV-2 infection.

A. Elevated levels of at least TWO of the following:

1. C- Reactive Protein ( CRP)

2. Ferritin

3. IL-6

4. Erythrocyte sedimentation rate ( ESR)

5. Procalcitonin

B. A positive SARS – COV-2 test during the current illness by RT
PCR, antibody or antigen detection.
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 Points in favour of MIS- A :
1. Our patient is ≥21years, hospitalized for ≥ 24hrs with

documented fever (≥38.0 C ) for ≥ 24hrs prior to
hospitalization and after 3days of hospitalization

2. Rash and non purulent conjunctivitis of right eye

3. Newer onset severe headache with bilateral papilledema.

4. Gastrointestinal problem –Recurrent vomiting and occasional
abdominal pain

5. Thrombocytopenia ( Platelet count- 130× 10^3/cmm)

6. Elevated markers of inflammation – ESR , CRP , procalcitonin

7. Evidence of Coagulopathy – Elevated D – Dimer

8. No other obvious microbial cause of inflammation, including
bacterial sepsis.

9. Evidence of contact with COVID 19 RTPCR positive patient
within 4weeks.
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TREATMENT

 Patient received

1. Inj Methylprednisolone (2mg/kg/day )  125mg iv OD  (Once daily)
for 3days

2. Followed by Methylprednisolone in tapering doses for another
3weeks.

 After getting Methylprednisolone, his fever , headache and

rash subsided gradually and discharged in afebrile condition.

Papilledema subsided and conjunctivitis resolved

*Reference-

mis c CDC 24hr emergency operation center

American college of Rheumatology Guideline
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TAKE HOME MESSAGE
 MIS A is rare but serious and severe complication of SARS COV2

infection.

 It is much less common than MIS-C ( Multisystem inflammatory
Syndrome- Child) but never miss a case of MIS A in an adult
patient presenting with fever ,headache and rash in this  COVID
era.

 Steroid ( Methylprednisolone) to be given after rulling out all
possible infective causes

 Proper implementation of steroid in a case of MIS A in a proper
time saves lives .
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