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Dengue Typhoid Co-infection: a New Threat
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Acute febrile illness is the most common clinical presentation among patients attending to doctor in 
developing countries. In Bangladesh, dengue and typhoid fever have emerged as major public health 
problems. Co-infection with both these diseases is rarely reported and are known to present with 
overlapping symptoms making the clinical diagnosis difficult. The exact incidence of dengue and typhoid 
co-infection is not known. Here we report a case of co-infection of dengue fever with typhoid fever.
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ABSTRACT

Introduction
Emerging and re-emerging diseases are a major 
concern in Asia due to population growth, 
urbanization, and global migration. Acute febrile 
illness is the most common clinical presentation 
among patients attending to doctor in developing 
countries.1,2 In our Bangladesh most common cause 
of acute febrile illness in urban area are Dengue, 
Typhoid fever and Viral Hepatitis. In Bangladesh, 
dengue and typhoid fever have emerged as major 
public health problems. Co-infections of dengue with 
Chikungunya, malaria and other arboviruses have 
been frequently reported from endemic areas.3 But 
Co-infection of Dengue and Typhoid fever is rarely 
reported and are known to present with overlapping 
symptoms making the clinical diagnosis difficult.1,2,3 
The exact incidence of dengue and typhoid co-
infection is not known. Dual infections tend to have 
prolonged fever, increased risk of complications and 
delayed in diagnosis.4 Here we report a case of co-
infection of dengue with typhoid fever. 

Case Report

A 21-year-old boy presented with high grade fever 
for 4 days, associated with severe headache, 
myalgia, nausea and prostration. Fever was 
continued in nature and does not subsided with 

paracetamol. On examination he had generalized 
itchy maculo-papular skin rashes over face, trunk 
and limbs. He was febrile with body temperature 
1020F. Significant findings were a positive 
tourniquet test. Other system examinations were 
unremarkable. Investigations revealed, there was a 
significant decrease in platelet count (80x109/µl). 
Total White Blood Cell (WBC) count 3240/µl and 
NS1 antigen for dengue was positive. But no 
features of plasma leakage. With all of these 
findings he was diagnosed as a case of Dengue 
Fever. He was treated conservatively with plenty of 
oral fluids, bed rest, paracetamol and antihistamine. 

But from the 8th day he developed loose motion and 
pain abdomen. However, in spite of apparent clinical 
improvement (decrease myalgia and skin rash), the 
fever spikes persisted. In view of persisting fever, 
blood samples were sent for culture considering the 
possibility of scrub typhus and typhoid fever. We 
repeat Complete Blood Count (CBC) revealed 
platelet count 130x109/µl and WBC was 5410/µl. 
After 3 days blood culture and sensitivity report 
came and revealed growth of Salmonella typhi with 
sensitivity to Cefixim, Ceftriaxone, Cefepime, 
Azithromycin and Meropenem. As we found as a 
case of Dengue and Typhoid co-infection, we have 
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started oral Cefixim, 400 mg b.i.d. for 14 days and 
he showed dramatic improvement. 

Discussion 
Infectious diseases are one of the major causes of 
morbidity and mortality in developing countries.3 
Concurrent infections with multiple infectious 
agents make the correct diagnosis and management 
a challenging task. In Bangladesh, dengue virus 
causes epidemic and sporadic cases year-round, with 
a peak from May to November, during the monsoon 
season.2 Typhoid fever usually presents with 
progressive prolonged high fever without returning 
to normal.2 The fever rises in increments like step 
leader and usually reaches 40-40.5°C by the end of 
the first week of illness.5 Particularly in dengue, 
there is a sudden sharp rise in temperature between 
39°C and 40°C, and this is frequently accompanied 
by a flushed face, severe headache, myalgia, 
arthralgia, and rashes.6 The fever may be biphasic, 
lasting 5-7 days in the majority of cases. In typhoid 
fever, a dull, continuous frontal headache beginning 
during the first few days of fever along with 
gastrointestinal symptoms, such as diarrhea and 
constipation.7 

It is a known fact that bacterial infections follow viral 
diseases especially in upper respiratory diseases, the 
effect of one disease over the other is not exactly 
known in dengue-typhoid co-infections.8 The reasons 
for bacterial co-infections in some patients with dengue 
are also not yet fully known. It is known that dengue 
virus can cause a diminished T cell proliferation in 
response to mitogens in vitro.2 A possible interaction 
between dengue and typhoid may arise through 
intestinal endothelial damage or intestinal haemorrhage, 
or through immunosuppression superimposed by initial 
virus illness.9 Another probable reason cited for 
increased gram negative sepsis with dengue is the 
breakdown of intestinal mucosal barrier.2 

However, fever persisted in our patient despite signs 
of recovery from dengue, such as improvement in 
headache, myalgia, skin rash and platelet count. 
According to the WHO, a Dengue fever usually 
lasts for 2-7 days.10 However, our patient continued 
to have fever for>7 days, made us suspicious for 
differential diagnosis. Both the diseases are endemic 
in Bangladesh, they remain public health problems, 
and it is possible to have both infections at the same 
time. Both dengue and typhoid may lead to many 
complications if not diagnosed and treated promptly. 

There is a need to document such cases and heighten 
awareness among clinicians to the changing patterns 
of infectious disease manifestations.

Conclusion
Co-infection should always be considered in 
endemic areas while dealing with patients with 
prolonged acute nonresponsive febrile illness. In 
every febrile patients common infections should be 
evaluated with through history, clinical 
examinations and logical investigations. If not 
treated early, dengue and typhoid together, may 
lead to multi-organ involvement with significant 
morbidity and mortality.  
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