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ED QUICK QUIZ 

WHAT IS THE DIAGNOSIS? 

BACKGROUND 

 

23 year old male attends ED complaining of feeling generally unwell for the past 24 hours. 
He feels lightheaded and tired, with headaches and muscle and joint pain. He says he has 
been feeling unbearably cold for the past 24 hours despite multiple layers of clothing and 
bedding, but in the last 2 hours he has been feverish. 

He is a medical student and normally keeps fit and well. He has NKDA. 

He mentions that he returned from Ghana 2 days ago, where he had been volunteering at a 
local hospital. He had not been to any other countries on his trip, and is quick to point out 
that there were no reported cases of Ebola in the region he was in. He had all necessary 
vaccinations before travelling and other friends who travelled and lived with him are well. 
He drank only bottled water and did not eat any ‘street food’. No one else in his immediate 
family is unwell. 

On examination: 

He looks pale and sweaty 

RR 22 
SpO2 96% on air 
HR 95 
BP 105/72 
Temp 39.4 

Examination is unremarkable other than a slightly icteric look to his sclera. Following the 
examination asks to go to the bathroom but has to be wheeled there by his parents. On his 
return he states that his urine was Cola coloured, a sample tests positive for haemoglobin.  

At this point he admits that he stopped taking his antimalarials about 12 days ago because 
they were causing him to have severe GI upset. 

 

QUESTIONS 

1) What is the differential 

2) What is concerning in presentation? 

3) What are the treatment options and where should he be managed? 
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ANSWERS & DISCUSSION 
 
1) What is the differential? 
 
This patient is septic so any causes of fever in the returning traveller should be considered, as well as ‘local’ causes. 
Any fever in a returning traveller should prompt you to consider a viral haemorrhagic fever. See the following link 
with management flow chart.  
http://www.nhsggc.org.uk/media/233752/phpu_possible_viral_haemorrhagic_fever_management.pdf  
 
He was in Ghana where there were indeed no cases of Ebola virus during the 2014 outbreak, and no recent history of 
other VHF. Given the story of not taking anti- malarials, malaria should be top of the list.  
 
Malaria on the hand is caused by a protozoan parasite, 
Plasmodium, spread by the female Anopheles 
mosquito. There are four species of Plasmodium: 

 Falciparum (15%)- the most dangerous 
species, can be fatal in less than 24 hours 
if not treated promptly 

 Vivax (80%) 

 Ovale & Malariae (rare) 
 

Falciparum is the most dangerous form because it invades all 
ages of erythrocytes and can adhere to endothelia walls causing vascular obstruction. The other three are relatively 
benign and rarely cause serious ill health but can recur weeks, months or even years later. 
Malaria usually has a fairly non- descript presentation similar to flu. Symptoms include headache, fever, shivering, 
arthralgia, myalgia, jaundice, haematuria and hepatosplenomegaly. A cyclical fever is classical; the patient describes 
feeling very cold followed by fevers recurring over a 36- 48 hour period. 
 
2) What is concerning in presentation? 
 
The presence of haematuria in this patient defines Blackwater fever, red cell destruction releases the haemoglobin 
which leaks into the urine & can lead to renal failure. Other complications include ARDS, shock & cerebral malaria.  
Cerebral malaria presents with neurological symptoms including severe  
headache, seizures, nystagmus, gaze palsies, abnormal posturing & coma. 
 
3) What are the treatment options and where should he be managed? 
 
Clearly this patient is very unwell; he has mounted a SIRS response & has  
features of severe malaria. He should be discussed with Infectious  
Diseases and is likely to need at least level two care (HDU +/- ITU).  
 
Investigations should include: 
 

 Urgent malaria screen (thick and thin blood films) 

 FBC, Coagulation screen, U&Es, LFTs, CRP, Glucose 

 Blood gas (specifically for Lactate) 

 Group & Save/ Crossmatch 

 Cultures & sepsis screen (in case it isn’t malaria) 

 Abdominal USS (?organomegaly) 
 
Treat for falciparum malaria, if suspected, even if organism is unknown. Falciparum is resistant to Chloroquine. 
Malarone/ Quinine are first line agents. He should also have basic resuscitative measures such as O2 & IV fluids for 
BP & renal support. 

 

Malaria is classified into severe and 
uncomplicated. It is deemed severe 
when any of the following signs are 
present: 

 Respiratory distress 

 Pulmonary oedema 

 Circulatory shock 

 Renal failure or haematuria 

 Haemoglobin <50g/L or 
bleeding 

 Altered consciousness 

 Convulsions 

 Significant weakness such 
that the person cannot walk 

 Inability to eat or 
Hypoglycaemia (<2.2) 

 Acidosis or elevated Lactate 
 

http://www.nhsggc.org.uk/media/233752/phpu_possible_viral_haemorrhagic_fever_management.pdf

