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Abstract
A case of dengue virus and chikungunya viruse co-infection is reported here. The patient had fever, severe
generalized bodyache, arthritis as well as drowsiness. Laboratory investigations showed dengue-chikungunya
co-infection. The objective of our report is to emphasize the co-existence of dengue and chikungunya in a
clinical case and to aware the clinicians about chikungunya and dengue co-infection.
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Introduction
Chikungunya virus (CHIKV) and dengue virus
(DENV) are the arboviruses currently circulating in
Southeast Asia, Central and West Africa, the Pacific
Islands and the Americas and their transmissions can
occur simultaneously.1 Among them chikungunya is
emerging in Bangladesh whereas dengue is endemic.2
DENV is the most relevant arbovirus in terms of
morbidity, mortality and socioeconomic impact,
threatening more than 2.5 billion individuals
worldwide.3 It belongs to the Flaviviridae family,
genus Flavivirus and is composed by four closely
related serotypes (DENV 1, 2, 3, 4). On the other hand,
CHIKV belongs to the Togaviridae family and genus
Alphavirus.4
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Case Report
A previously ambulant 75-year-old diabetic and
hypertensive gentleman presented with high grade,
continued fever, severe bodyache as well as drowsiness
for 5 days. The patient also had severe pain in both knee
joints, resulting in difficulty to move his legs and
eventually he became bed bound.
The patient was drowsy, dehydrated, tachycardic and
pyrexic. There was tenderness, increased local
temperature and restricted movement of both knee
joints.
Investigations showed haemoglobin 10.9 g/dl,
erythrocyte sedimentation rate (ESR) 59 mm in 1st hour,
normal total and differential white cell counts and a low
platelet (62000/cmm) count. Anti-chikungunya IgM,
anti-dengue IgM and IgG became positive while antichikungunya IgG was negative. Findings of x-ray of knee
joints were suggestive of osteoarthritis.
He was treated with paracetamol, antiemetics and
intravenous normal saline and discharged after 5 days
of admission in afebrile state.
Discussion
Among the mosquito-borne viral infections,
chikungunya and dengue are the two most rapidly
spreading infections of global concern. Aedes
aegypti and Aedes albopictus are the usual vectors for
chikungunya, which are also responsible for
transmission of dengue, hence well explains concurrence
or co-incidences of dengue and chikungunya in endemic
regions (Figure 1).2 High rates of chikungunya–dengue
co-infection have been reported in literature.5
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Figure 1. The global distributions of endemic/epidemic dengue (top left) and chikungunya (top right) and reports
of co-infection (bottom left) as well as the principal vectors of both arboviruses, Aedes aegypti and Aedes albopictus
(bottom right) [Adopted from Furuya-Kanamori et al. BMC Infectious Diseases 2016;16:188]

During an outbreak, clinical and epidemiological criteria
may need to make a probable diagnosis of chikungunya
and dengue fever, but confirmation requires fulfillment
of laboratory critera irrespective of clinical
presentation.6 CHIKV and DENV usually cause a selflimited, febrile illness that is generally associated with
arthralgias and myalgias.6 In our case, the patient had
high grade, continued fever along with arthritis of both
knees. Leucopaenia and thrombocytopaenia favour
dengue whereas lymphopaenia and raised ESR favour
diagnosis of chikungunya.7,8 Our patient had normal
leucocyte count and thrombocytopenia.

Dengue and chikungunya infections continue to co-exist
in our country and there is substantial overlap in clinical
presentation between these infections. 2,8,10 So,
clinicians should use simple clinical and laboratory
criteria to predict these infections for appropriate
management.

Regarding further laboratory work-up, reversetranscriptase polymerase chain reaction (RT-PCR) may
be done in first week and IgM may appear after day 5
of symptom onset and last for weeks to months in both
dengue and chikungunya.8 Both the anti-chikungunya
IgM and anti-dengue IgM were positive in our case.
We treated him with paracetamol, antiemetics and
intravenous normal saline. Exclusion of dengue is more
important than establishing chikungunya during febrile
periods, as patients may require non-steroidal antiinflammatory drugs (NSAIDs) in case of chikungunya,
which is not advocated during dengue infection.2,9
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Prevention of dengue and chikungunya infection is also
necessary like other vector borne diseases and by taking
appropriate public health measures the burden of
chikungunya and dengue infections can be reduced in
Bangladesh.
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