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Introduction 
 

“Acute febrile illness”, or “acute fever” or 

“short febrile illness” is traditionally defined 

as any illness associated with fever of two 

weeks or shorter in duration, rapid in onset, 

caused by diverse pathogens. The clinical 

signs and symptoms of most of these 

infections are very similar and the correct 

diagnosis is only possible by using pathogen 

specific diagnostic tests (Premaratna, 2013).  

 

 

 

 

 

 

 

 

 

 

 

 
Several studies have documented the 

etiology of acute febrile illness in tropical 

countries like India as Dengue, Malaria, 

Typhoid fever, Leptospirosis, Rickettsial 

infection (Abraham et al., 2015). Climate 

variation, over population and urbanization 

may all contribute to the emergence and 

reemergence of infections in tropical regions 

like Tamilnadu (Singh et al., 2012).  
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Acute febrile illness is a common cause of patients seeking health care settings 

posing a diagnostic and therapeutic challenge to the health care workers. The aim 

of the study was to identify the common etiologies of acute febrile illness which are 

detectable by employing microbiological tests with correlation of laboratory 

parameters. This is a retrospective study involving 200 cases of acute febrile illness 

in a tertiary care hospital, Salem from December 2015-May 2016. Blood samples 

were tested for Dengue, Malaria, Typhoid, Leptospirosis, Rickettsial infections and 

complete blood count analysis.  Males and persons with age group of 20-40 were 

commonly affected. The commonest cause of acute febrile illness was Dengue in 

54 cases (27%) with Primary Dengue infection in 45 cases (83%) and   Secondary 

dengue infection in 9 cases (17%). Most cases of Dengue were reported in 

monsoon and post monsoon period. Other causes of acute febrile illness detected 

were Typhoid in 6cases (4%), Malaria  in 4cases(2%) and Rickettsial infections in 

2cases (1%). Thrombocytopenia and leucopenia were marked in Dengue cases.  

Most Typhoid cases had leucopenia and Malaria cases had thrombocytopenia. 

Confirmatory diagnostic tests along with clinical skills and a good knowledge on 

epidemiology of febrile illness is essential in the management of such infections.  

Vector control measures along with public awareness on preventive measures 

needs to be strengthened. 
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A retrospective study was done in a tertiary 

care hospital, Salem in Tamilnadu to 

identify the different etiologies of acute 

febrile illness caused by common infectious 

agents prevailing in the tropical countries 

with the aid of microbiological tests and 

laboratory parameters. 

 

Materials and Methods 

 

This is retrospective study done for six 

months involving 200 patients who had 

presented with acute febrile illness to a 

tertiary care hospital in Salem, Tamilnadu 

from December 2015-May 2016. 

 

Specimen included 1) serum sample for 

performing microbiological tests such as 

Dengue, Typhoid, Leptospirosis, Rickettsial 

infections. 2) EDTA blood sample for 

Quantitative Buffy Coat analysis and 

complete blood count analysis. 

 

Methodology 

 

Dengue 

 

Detection of NS1 Antigen done using 

Panbio Dengue early ELISA. 

Detection of IgM and IgG done by Panbio 

IgM and IgG capture ELISA. 

 

Malaria 

 

Detection of Malarial parasites done by 

Quantitative Buffy Coat analysis using 

Parascan Malaria testing kit from Avantor. 

 

Typhoid 

 

Detection of Salmonella antibodies done by 

slide and tube agglutination method using 

Tydal kit from Tulip diagnostics. 

 

Rickettsial infection 
 

Serological diagnosis done by Heterophile 

agglutination test using Febrile Antigen Kit 

from Tulip diagnostics. 

 

Leptospirosis  

 

Detection of IgM antibodies done by 

Immunochromatography using Leptochek 

from Tulip diagnostics. 

 

Complete blood count analysis done by 

ABX Three part Haematology analyzer from 

HORIBA 

 

Results and Discussion 

 

Early diagnosis of acute febrile illness in the 

developing tropical countries is the need of 

the hour. As many clinical features are 

overlapping and non specific, all these 

conditions present diagnostic challenges  

(Dhingra et al., 2011).  

 

In this study a total of 200 cases who 

presented with acute febrile illness for a 

period of six months were evaluated. 

Microbiological tests with good sensitivity 

and specificity targeting the common 

causative agents of acute febrile illness in 

tropical countries like Dengue, Typhoid, 

Malaria, Leptospirosis, Rickettsial infections 

were performed for all these patients. Cases 

of acute fever in other tropical regions have 

been identified and documented in several 

studies ( Kulkarni et al., 2010). 
 

In our study, the commonest cause of acute 

febrile illness was Dengue in 54 cases 

(27%). Other causes detected were Typhoid 

in 6cases (3%), Malaria in 4cases (2%) and 

Rickettsial infections in 2cases (1%). 

Yogeesha et al., (2014) in had a similar 

observation in their study in South India on 

acute febrile illness where most patients had 

Dengue, Malaria, Leptospirosis, typhoid. 

Neelu sree et al., (2015) had also reported 

Dengue, Malaria, Scrub typhus and 

Leptospirosis in their study.  
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Table.1 Etiologies of Acute febrile illness 

 

*-Others include viral infections, bacterial infections and undetectable causes 

Table.2 Gender wise distribution of cases 

 

Gender Dengue Typhoid Malaria Rickettsial 

infections 

Others Total 

Male 29 3 3 2 81 118 

Female 25 3 1 0 53 82 

  

Table.3 Age wise distribution of cases 

 

Age Dengue Typhoid Malaria Rickettsial 

infections 

Others Total 

 

0-20 17 - - - 20 37 

20-40 21 3 2 2 52 80 

40-60 12 3 2 - 41 58 

60-80 4 - - - 21 25 

 

Table.4 Month wise distribution of acute febrile cases 

 

 

 

 

 

 

 

 

 

 

 

Table.5 Thrombocytopenia and leucopenia in cases with acute febrile illness 

 

Lab parameters Dengue Typhoid Malaria 

Thrombocytopenia 40 - 3 

Leucopenia 34 3 1 

 

Table.6 Primary and secondary Dengue infection 

 

 

 

Total cases Dengue Typhoid Malaria Rickettsial 

infections 

Others* 

 

200 54 6 4 2 134 

Month Dengue Typhoid Malaria Rickettsial 

infections 

Others 

December 24 2 2 1 36 

January 11 2 1 - 21 

February 9 1 1 1 15 

March 4 1 - - 17 

April 3 - - - 21 

May 2 - - - 28 

Dengue cases Primary dengue  infection Secondary dengue infection 

54 45(83%) 9(17%) 
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Other cases of acute febrile illness of our 

study include viral infections, bacterial 

infections and undectable causes.  Males 

were commonly affected with total of 118 

cases of acute febrile illness of which 

detectable cases were 37 as compared to 

females with 29 detectable cases. Patients in 

age group 20-40 were predominantly 

affected. Abraham et al., 2015 had 

documented men preponderance with most 

of the patients in the productive phase of 

life. 

 

In this study many cases were reported in 

December and January which is the 

monsoon and post monsoon period in our 

place in Tamilnadu. Jhansi Charles et al., 

(2015) and Priyadarshini Shanmugam et al., 

(2016) had shown peak incidence of cases 

during rainy and post monsoon seasons in 

their study.  Since large number of cases 

occur during monsoon period , preventive 

measures have to initiated promptly like 

control of mosquitoes, rodents .The general 

public have to be educated and awareness 

should be created on good hygienic 

practices, vector control measures  and  

protective measures. 

 

In our study thrombocytopenia and 

leucopenia were more marked in Dengue 

cases with 40 cases of thrombocytopenia 

and 34 cases of leucopenia. Most cases of 

Typhoid had leucopenia and Malaria had 

thrombocytopenia. These findings on 

laboratory parameters correlated with the 

study done by Yogeesha et al., (2014)  

 

In this study among Dengue cases, Primary 

Dengue infections accounted for about 83% 

and Secondary dengue infection for 17%.  

Patients with secondary dengue infection are 

more prone to develop complications like 

Dengue haemorrhagic fever and Dengue 

shock syndrome and those patients have to 

be managed effectively to prevent the 

mortality. 
 

In conclusion, although Dengue being the 

commonest cause of acute febrile illness, 

other different causes prevailing in tropical 

countries should be suspected and correct 
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diagnosis using is crucial to prevent the 

delay in starting appropriate therapy.  

Confirmatory diagnostic tests with good 

correlation of clinical findings, relevant 

laboratory parameters and epidemiology of 

disease is essential to prevent complications 

and to reduce morbidity and mortality in 

patients with acute febrile illness. Vector 

control measures and public awareness 

regarding surveillance and preventive 

measures have to be strengthened to reduce 

the disease burden.     
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