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Malaria is endemic in 91 countries. Maximum monation, one child had hypotension on presentation
tality is associated witlPlasmodium falciparum and all other children had normal vital parameters.
malaria and more than 8,00,000 deaths occur in cldk systemic examination, four patients were found
dren less than five years of age. falciparumusu- to have splenomegaly, of those two patients also had
ally presents with severe or complicated malari@epatomegaly. Other systemic examinations were
which presents as fever, chills, shock, hepatic falermal. Baseline investigations showed thrombocy-
ure, renal failure, cerebral malaria and malarial seppenia on complete blood count. In addition, two
sis. It leads to 100% mortality if left untreated. Sinef them also had leucopenia. Urine and stool exam-
ple malaria presents with fever, chills and splenoinations along with chest X-ray were normal. In view
egaly and is usually caused Byvivax P. malariae of fever with thrombocytopenia, patients were
andP. ovale Thrombocytopenia is a usual phenonscreened for dengue, sepsis, enteric fever and ma-
enon in complicated malaria and is uncommonly sdarna by doing a dengue IgM by Panbio ELISA test,
in P. vivax Thrombocytopenia has been found iblood culture, Widal test and peripheral smear with
3.6% of adult patients witR. vivaxfrom Indig and OptiMAL test respectively. All children had pres-
only one case of severe malaria has been reportedrioe of schizonts & vivaxin peripheral smear with
a chilc®. However, in 2004 during the rainy seasos, strongly positive OptiMAL test foP. vivax The
we had six children who presented with fever amthild with hypotension on presentation had a posi-
thrombocytopenia due to vivax malaria, which waive dengue IgM test.
never seen in previous years suggesting a change in
the clinical presentation of the disease. We presg@iitpatients were treated with oral quinine for seven
these six cases with discussion on thromobocytopgerys. The two month old infant developed
nia in vivax malaria. intermittent apnea due to continued haemolysis and
required blood transfusion for his anaemia. The child
Description of caseDuring September to Octobemwith hypotension and positive dengue IgM test
2004, five children in the age group of 5 months tieveloped malena and required vasopressor support
12 years presented with fever for a mean durationaefd platelet transfusion. Mean time for disappearance
three days. A two month old infant presented witif parasite in peripheral smear was 3.8 days with a
hypothermia and refusal to feeds. None of the chitedian time of 3 days. All patients recovered
dren had vomiting, cough, diarrhea, altered sens@wmpletely. On recovery, platelet count and WBC
um, skin rash or bleeding from any site. On examabunt returned to normal (Normal platelet count in
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children = 1.5-4.5 lakhs/cumm). Details of each caBeough thrombocytopenia is rarenvivaxmalar-
are given in the Table 1. ia, it has been found that sensitivity of platelet count
for diagnosing malaria was 100%, and the specific-
Discussion:Thrombocytopenia though describetly was 70% and thus presence of thrombocytopenia
with P. vivaxmalaria is not so commonly seen. Hown a child with fever in an endemic area should make
ever, in last rainy season, we had six children wibhe suspect malaria and tests for the same should be
thrombocytopenia and vivax malaria indicating @doné®. Similarly, all our patients predominantly pre-
change in the malarial disease pattern in the Indsemted with only fever and thrombocytopenia and
subpopulation. Thrombocytopenia seen in compdin presence of thrombocytopenia, we had investi-
cated falciparum malaria is due to disseminated gated them for malaria.
travascular coagulation along with platelet endothe-
lial activation, but the one seen in uncomplicatddhe severity of thrombocytopenia is much lesB.in
malaria likeP. vivaxhas multifactorial etiology. Fewvivaxmalaria as compared B falciparummalaria.
postulated mechanisms are macrophage activatioa study from India, it has been found that platelet
leading to platelet destructibnincreased levels ofcount < 20,000/cumm was noted in only 1.5% cases
cytokine®, immunological destruction due t®f vivax malaria as against 8.5% cases of falciparum
antiplatelet 1g@&, oxidative stres§ shortened malaria, and none of the subjects with vivax malaria
platelet life span in peripheral blood anbad a platelet count less than 5000/cdf@imilar
sequestration in nonsplenic aréasd partly due findings have been found in our patients with only
to psuedothrombocytopenia due to clumping ofe child having a platelet count below 20,000/cumm
platelet$. and that too with a co-infection with dengue. Throm-

Table 1. Clinical characteristics of the six patients on presentation

Patients Case 1 Case 2 Case 3 Case 4 Case 5 Case 6
Age/Sex 5 yr/iM 8 yr/F 5 yr/F 2 months/M 12 yr/M 5 months/F
Fever (in days) 3 3 4 Hypothermia 5 4
Organomegaly No Spleno- Hepato- No Hepatosp- Spleno-
megaly splenomegaly lenomegaly megaly
Haemoglobin (g/dl) on 11 125 10.2 10.9 12.6 7.3
presentation
WBC count (cells/cumm) 8600 6600 5000 2900 2800 11000
Platelet count (cells/cumm) 59000 55000 14000 77000 48000 92000
Peripheral smear P. vivax P. vivax P. vivax P. vivax P. vivax P. vivax
Parasitic index 0.8% 0.8% 3% 3.5% 2% 2.4%
OptiMAL P. vivax P. vivax P. vivax P. vivax P. vivax P. vivax
Oral quinine (in days) 7 7 7 7 7 7
Disappearance of parasites (in days) 3 3 5 6 3 3
lonotrope support No No Yes No No No
Blood/Blood product No No Platelets Packed cells No No

transfusion
Dengue IgM (normal < 0.9) —(ve) —(ve) + (ve) (1.38) —(ve) —(ve) —(ve)
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bocytopenia in uncomplicated vivaxmalaria is 3. Aggarwal A, Rath S, Shashir&lasmodium vivarmalaria
usually asymptomatic and needs no treatment by it- presenting with severe thrombocytope®didrop Pediatr
self. One can avoid unnecessary platelet infusions 2005;51: 120-1.

with the relatively more benign coursefhvivax 4. Lee SH, Looareesuwan S, Chan J, Wilairatana P,
malaria as we found in our patients, where again only Vanijanonta S, Chong SM, Chong BH. Plasma
the child with dengue co-infection required platelet mar(;rgf’;r?geacsoslgrgastzgu:ﬁ:'g%{)agéortg‘ Zﬁiegliit('ﬂ‘:zvels
infusion. Antioxidant vitamins have been suggested 5emost1997:77: 289-93. yiop

for its treatment due to possibility of oxidative stfess

However, in most cases, thrombocytopenia resolvas I\Ijl?r:kGng ’SZ?]rk gv ’éﬁ)nQAJihﬂugYA‘\]/’v&th 'T_'eéthJ i
with the treatment of malaria as we saw in our cases. pa gH Han Hgsy Yoo K, Seoh JY. Serum cytokines profiles
With increasing incidence of relapse after treatment in patients witfPlasmodium vivaralaria : a comparison
with chloroquine (11.3 to 16%) and also reports of between those who presented with and without
chloroquine resistar. vivaxcased? the disease  thrombocytopeniaAnn Trop Med Parasito2003; 97:
spectrum ofP. vivaxin India seems to be changing 339-44.

and other antimalarials may be required to treat the Ohtaka M, Ohyashiki K, lwabuchi H, Iwabuchi A,
malaria. All our patients were treated with quinine Lin KY, Toyama K. Case of vivax malaria with

. . . n_thrombocytopenia suggesting immunological
gnd responded well with parasite disappearance with mechanismsRinsho KetsuekL993: 34: 490—2.
in 3.8 days of therapy.

7. Erel O, Vural H, Aksoy N, Aslan G, Ulukanligil M.

Hence, we conclude that thrombocytopenia due to Oxidative stress of platelets and thrombocytopenia in
] L . . g atients of vivax malarigClin Biochen2001;34: 341-4.
P. vivaxmalaria is increasing in India but usually P
disappears with the treatment of disease itself &]d Karanikas G, Zedwitz-Liebenstein K, Eidherr H, Schuetz
requires no treatment by itself M, Sauerman R, Dudczak R, Winkler S, Pabinger I, Kletter
' K. Platelet kinetics and scintigraphic imaging in

thrombocytopenic malaria patienfBhromb Haemost
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