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Dengue fever (DF) is one of the most serious emerging
viral infections in India. Frequent outbreaks of DF have been
documented in South India. Dengue virus infection may be
asymptomatic or lead to undifferentiated fever, DF or dengue
hemorrhagic fever (DHF). In a recent dengue epidemic survey
in Kerala, we came across with a patient who showed dual
infection with malaria and dengue. The case report details are
shown below.
A 22-year-old male businessman visited the Primary Health
Centre (PHC), Alappuzha district, with high-grade fever,

chills, rigors, cough and a 3-day history of passing highcolored urine. The patient had traveled to Tamil Nadu state
2 weeks prior. He was provisionally diagnosed for affliction
with leptospirosis, and his case was referred to the T. D.
Medical College Hospital, Alappuzha, for further confirmation and management. A complete clinical investigation was
carried out; the detailed findings, as shown in Fig. 1, were as
follows: (i) Abdominal examination showed a tender, palpable
liver about 2 cm in size with smooth edges and mild
spleenomegaly; (ii) Respiratory-system examination showed
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a)Hepatomegaly
b)Spleenomegaly
c)Hypotension

a)Lymphocytosis
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c)Increased serum
bilirubin
d)Elevated liver
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Serological
a)Lepto-IgM –ve
b)Widal test –ve
c)anti-HAV –ve
d)anti-HEV

–ve
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a)Chest X-ray
- study-normal
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for P. vivax
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pathogenic
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Fig. 1. Details of clinical examinations of the patient after presentation.
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Table 1. Details of laboratory investigations
Laboratory test

Results

Hb %
Total count
Differential count
ESR
Platelet count
SGOT
SGPT
Serum bilirubin
Serum alkaline phosphatase
Total protein
Serum albumin
Serum creatinine

12.6 gms %
6,100 cells/μl
P 60%, L 38%, E 2%
30/h
1,00,000/μl
37.1 u/l
32.4 u/l
1.4 mg/dl
155 u/l
6.8 mg/dl
3.4 mg/dl
0.74 mg/dl

To the best of our knowledge, this is the first case of concurrent infection of dengue and P. vivax in a single patient from
any state in India. Dual infection with dengue and malaria
can possibly change the clinical spectrum of the disease;
consequently, specific treatment may also be affected. Dual
infection by dengue-malaria is rare and requires urgent
attention. Investigation of epidemiological and immunological aspects of patients with concurrent infection is worth
pursuing.
We thank the Director General, Indian Council of Medical
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normal vesicular breath sounds with occasional bilateral
rhonchi; (iii) Cardiovascular examination showed increased
heart rate and hypotension; and (iv) Central nervous system
examination was normal.
Bleeding and clotting time was normal. Urine and motion
examination was normal. Chest skiagram was normal. The
patient was treated with penicillin, acetamenophen (paracetamol) and other supportive measures. The serological test
showed that leptospira-specific IgM antibodies were negative.
The patient exhibited aggravation of symptoms and his
blood sample showed increased serum bilirubin and liver
enzymes (Table 1). To rule out other infections like viral,
bacterial and parasitic infections, further serological tests
were carried out. Widal, anti-HAV and anti-HEV tests showed
negative results. His peripheral smear showed a trophozoite
form of Plasmodium vivax. Blood culture showed no pathogenic bacterial growth. After treatment with anti-malarial
drugs, penicillin and other supportive measures, the patient
completely recovered. Dengue Duo-IgM capture ELISA
(Panbio, Brisbane, Australia) showed dengue IgM positive
and IgG negative (1,2). Dengue virus was isolated by the ToxoIFA technique (3). The isolated dengue virus was confirmed
as DEN-2 by an immunoflourescence antibody test using a
type 2-specific monoclonal antibody supplied by Dr. D. J.
Gubler, Centers for Disease, Control and Prevention, Atlanta,
Ga., USA (4).
Dengue and Weil’s disease is endemic in most districts of
Kerala including Alappuzha (5,6). Concurrent infections of
dengue virus with other viral and bacterial infections (7-9)
have been reported. Concurrent dengue and P. falciparum
infection of African origin has recently been reported in France
(10). Although malaria in Kerala is mostly imported, the
patient under investigation is more likely to have contracted
it during one of his visits to Tamil Nadu, which is endemic
for malaria (11). Some cases of P. vivax at the liver stage of
the parasite become asymptomatic after the primary attack.
During the long latent stage, asymptomatic carriers show
dual infection by P. vivax and other pathogenic organisms.
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