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Editorial
In current practice, malaria treatment is carried out after laboratory

confirmed diagnosis by microscopy or rapid diagnostic tests (RDTs)
[1]. Microscopy is the gold standard and preferred option for
diagnosing malaria. In nearly all cases, examination of thick and thin
blood films will reveal parasites. Where microscopy is unavailable or
unfeasible, RDTs should be used [2]. However in countries where both
malaria and dengue are endemic, clinicians may misdiagnose malaria
if they do not suspect of malaria in differential diagnosis of febrile
illness of the patients and do not request laboratory to confirmative
diagnosis of malaria. In Thailand, dengue is endemic in rural and
urban areas, whereas malaria is endemic only in rural areas
particularly in forests and at international border. Many clinicians did
not ask travel history to malaria endemic areas. Many clinicians did
not suspect of malaria in febrile patients who routinely live or work in
urban areas. Many of them did not think that some febrile urban
patients might travel to forests before they had fever. Unlike in the
past, the classical malaria fever charts, and teeth-chattering rigors and
profuse sweats that characterized the ‘paroxysm’ are relatively unusual
today as symptomatic malaria infections are treated as soon as they are
diagnosed. Paroxysms with rigors are more common in vivax and
ovale malaria than falciparum and malariae malaria [3]. Some
clinicians misunderstand that all malaria patients must have paroxysm.
If the febrile malaria patients have no paroxysm, the clinicians may not
take the patients’ blood for malaria confirmative laboratory diagnosis.
Early clinical presentations of malaria and dengue are similar and
show non-specific features, eg fever, headache and myalgia. Some
clinicians may request only complete blood count (CBC) for
investigation of the cause of fever. At presence, many hospitals have
used automated machines for CBC. However automated machines
cannot detect malaria parasites, if the patients have. Unlike in the past,

CBC was conducted by manual and the technicians could report
malaria parasites if they found in CBC blood smears despite the
clinicians did not request malaria laboratory tests. Thrombocytopenia
and atypical lymphocytes could be found in CBCs of both malaria and
dengue [4,5]. Clinicians may misdiagnose malaria as dengue due to
similar CBC finding by automated machines. In Thailand, many severe
malaria patients were misdiagnosed as dengue and had delayed
treatment of malaria at early visits to hospitals due to similar non-
specific clinical presentations and similar CBC findings of both
diseases. Therefore, in areas where both malaria and dengue are
endemic, clinicians should ask travel history of febrile patients and
request laboratory confirmative diagnosis of malaria if malaria is
suspected.
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