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Case Report

Varicella and Dengue Co-Infection in a Child: Case Report
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Abstract

Co-infections are common in tropical countries and can be present with the overlapping of clinical features. The diagnosis of co-
infection poses a challenge to the treating physician. We report a varicella child who was presented with persisting fever even after
the formation of scabs along with conjunctival suffusion. Her platelets were persistently less than 50000/mm3 for 3 days and her
serology was positive for the dengue infection.
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1. Introduction

In developing countries like India, infectious diseases
are the most important causes of morbidity and mortality
(1). In tropical countries many co-infections are reported
in various combinations (2). Therefore, the diagnosis of
co-infections is a challenge to the treating clinician. If not
timely treated, co-infections may lead to life-threatening
consequences. Given that both varicella and dengue are
endemic in India, it is possible that a child can be simulta-
neously infected by both these diseases. We report a child
of varicella who was presented with persisting fever, con-
junctival suffusion, with a decrease in platelet counts and
her serology was positive for dengue infection.

2. Case Presentation

A five year old girl was brought with complaints of
fever, rashes, and cold for the past week. The child had a
continuous fever every day of the week. Rashes appeared
on the day of onset of fever, first appeared on the trunk,
later spread to extremities and it was papule-vesicular
in nature. On examination she was febrile (104°F), RR =
32/min, PR = 140/min, BP = 100/50 mm of Hg, CFT < 3 sec-
onds, and oxygen saturation of 100% at room air. She
had a bilateral conjunctival congestion and skin revealed
non-erythematous black crusted lesions all over the body.
Respiratory examination revealed bilateral crepitation’s.

Other systems examination was unremarkable. Investiga-
tions at admission:-Hb = 10.8 g/dL, TLC = 8280/mm3 [n =
60%, L = 34%], platelets = 2.3 lakh/mm3, PCV = 34, AST = 135
U/L, ALT = 79 U/L, and normal kidney functions. Chest x-
ray was suggestive of bilateral pneumonia. Her peripheral
smear for malarial parasite and Widal test were negative.
Her blood culture was sterile. She was positive for dengue
NS antigen by ELISA. She started on moxclav injections and
intra venous Ringers lactate fluids according to the WHO
protocol. The child continues to have high spikes of fever
for two days. Her platelets decreased to 31000/mm3; PCV
and haemoglobin increased to 37 and 12.4 gm/dL on the
third day of admission. Her platelets showed a decreasing
trend for another three days (24000/mm3, 29000/mm3,
48000/mm3, respectively) and started increasing to reach
1.36 lakhs/mm3 on the sixth day. She received five days of
moxclav injections and was then discharged.

3. Discussion

Clinical diagnosis of varicella is based on the appear-
ance and distribution of the vesicular lesions. The le-
sions are localized on the trunk and extremities. Initially,
the rash consists of pruritic erythematous macules, which
evolve through the popular stage to form clear, fluid-filled
vesicles. While the initial lesions are crusting, new crops
form for about five to seven days (3).

Our child was presented with classical features of vari-
cella. According to the WHO conservative estimates, the
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global annual varicella disease burden would include 4.2
million severe complications leading to hospitalization
and 4200 deaths (3). Varicella is usually self-limiting, how-
ever, it may be associated with severe complications, me-
diated either by the varicella zoster virus or secondary
bacterial infections (3). Along with the classical clinical
presentation of varicella, she also had a one week high
grade fever, skin lesions without any signs of secondary
infection, bilateral conjunctival suffusion, and respiratory
symptoms. She was investigated for other causes of fever
including dengue infection in view of conjunctival suffu-
sion. In varicella, a fever generally lasts for three to five
days, however, our child had a fever for more than a week
(4). The most common infectious causes of fever in vari-
cella are super-added infections of the skin due to Strep-
tococcus pyogenes and Staphylococcus aureus (4, 5). How-
ever skin lesions were without any secondary bacterial in-
fection in our child. In children, varicella pneumonia is
a very rare complication of varicella and is common in
adults (6). Chest x-ray revealed pneumonia in the present
case. If it were bacterial she would have developed tachyp-
noea, which thankfully was not there and her total leu-
cocyte count was normal. During the course of varicella,
most of the lower airway infections are associated to other
co-infections (6).

Throughout the world, around 3.9 billion people in 128
countries are at risk of contracting infection with dengue
virus (7). The clinical features of dengue infection are dif-
ficult to distinguish from other illnesses found in tropi-
cal areas in the early phase of the illness (8). In view of
fever for one week, along with bilateral conjunctival suffu-
sion in a varicella child, we had the suspicion of dengue ill-
ness. Her platelets decreased over two days after admission
and were persistently less than 50000/mm3 for three days.
She was positive for NS antigen by ELISA and the diagnosis
was consistent with the dengue hemorrhagic fever. In vari-
cella, even though co-infections with bacterial complica-
tions, particularly skin superinfections, hand-foot-mouth
disease, scrub typhus are reported, dengue co-infection
was not reported in the literature (2, 4, 5, 9-11). Rebahi et
al. (5), reported purulent meningitis in a child with vari-
cella. Maitland reported three cases of meningococcal dis-
ease temporally associated with chickenpox (10). Francisco
Espinoza-Gomez et al. (11), reported six cases of HIV-1 pa-
tients associated co-infection with the dengue virus from
Mexico. In our child it is unlikely that varicella and dengue
co-infections to occur concomitantly unless the patient
is immunocompromised. Among immunocompromised
states, HIV infection is the leading. In India, HIV infection

is a substantial health problem and we probably we should
have checked the HIV status of our child. In India both the
diseases are endemic and it is possible to have both infec-
tions at the same time. Both varicella and dengue infec-
tion may lead to many complications if not diagnosed and
treated promptly. Prompt recognition and treatment of
co-infections should be undertaken to minimize morbid-
ity and mortality. This report suggests the importance of
knowing the epidemiological data of common diseases in
the locality, natural course, as well as the significance of a
thorough physical examination.

3.1. Conclusions

We should be aware of the natural course and classi-
cal clinical features of the commonly occurring diseases
like dengue and varicella. Whenever there is change in the
natural course or overlapping of clinical features it causes
confusion in the diagnosis and concurrent co-infections
should be strongly suspected.
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