
Introduction     
 
Fever is a pervasive and ubiquitous theme 
in huma n myth, art and science. Fever is 
such a common  manifestation  of illness  that 
it is not surprising  to find accurate descrip-
tions of the febri le patients in early-recorded 
history.[1] Hippocrates and later during the 
Roman empire, physicians  gave detailed de-
scriptions of fever and their varied patterns 
of presentations.[2] Fever is defined as an ele-
vation  of the body temperature  above the 
normal circadian range as the result of a 
change in the thermoregulatory  centre locat-
ed in the anterior hypothalamus. An A.M 

temperature of >37.2°C (98.9°F) or a P.M 
temperature of > 37.7°C (99.9°F) would de-
fine fever.[2,7]  Thrombocytopenia  is defined 
as platelet count <150,000/µl. This is due to 
decreased production,  increased destruction  
(immunogenic  and non immunogenic) and  
increased  sequestration  in t h e spleen.                               
Of these  infections  is the commonest cause 
of thrombocytopenia.[3,4]  Patients with throm-
bocytopenia may experience bleeding manifes-
tations like petechiae, epistaxis, gum bleeding, 
haematuria, gastrointestinal hemorrhage or 
intracranial bleeding. It is the most common 
cause of bleeding in children.[5,6,9] Other differ-
ential diagnosis for fever with thrombocytope-
nia are septicaemia, infections  like  malaria,  
dengue,  leptospirosis,  typhoid,  HIV and mil-
iary TB.[7,8] Therefore a well organized sys-
tematic approach   that is carried out with 
an awareness of  causes of fever with throm-
bocytopenia  can shorten the duration of in-
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vestigations and bring out a diagnosis. Hence, 
a need for study to know the causes and 
complications  of fever with thrombocytope-
nia. 
 
Materials and Methods 
 

 A  series   of   100  adult  patients ad-
mitted to a medical college hospital in Benga-
luru rural  district with fever and  thrombocy-
topenia  was prospectively studied over six 
month period.  Patients  having a hospital rec-
orded temperature of >37.2°c in the A.M and 
37.7°c in the P.M and a platelet count of <1.5 
lakh/µl were only included for this  observa-
tional study. A structured proforma was  used 
to enter the patient’s information which in-
cluded clinical history, physical examination 
findings, laboratory investigations, follow-up 
and outcome information. The clinical  case 
management of the patients admitted was as per 
the physicians discretion and hospital policy. 
Patient information was recorded until the 
time of discharge.  The patient information was 
entered into MS excel and summary statistics 
were obtained which are presented as propor-
tions.   

Results  

A total of 100 patients admitted  for fever with 
thrombocytopenia in the department of medi-
cine were studied. Seventy four percent of the 
patients admitted with febrile thrombocytope-
nia in the study period were adults aged ≤40 
years. The most common cause of admission due 
to thrombocytopenia was dengue in 47% of the 
patients followed by septicaemia in 24% and 
malaria in 13%. The remaining of the patients 
were found to have enteric fever (9%), leptospi-
rosis (4%), HIV (2%) and SLE (1%). Among the 
13 patient with  malaria, plasmodium vivax was 
more common (69%) followed by plasmodium 
falciparum  species (31%). Among the 24 pa-
tients clinically diagnosed as septicaemia, 
urosepsis was the cause in 46% of the pa-
tients followed by pneumonia in 29% and 
cellulitis in 25% of them. In this series of 
100 patients, 51% of them had a platelet count 
range between 60,000 to 90,000/µl at the time 
of admission to the hospital. The rest of the 49 
patients had a platelet count in the range of 30-
60 thousand/µl  among  27%, 10-30 thousand/

µl among 12% and below 10 thousand/µl in 
10% of the patients.  

 Clinical  manifestation  of  thrombocy-
topenia  was  there  in 44  patients w h e r e  
29  patients (66%) had petichae/purpura  and 
spontaneous bleeding was seen in 15 patients 
(34%) of which epistaxis in 6 patients 
(14%), gum bleeding in 5 patients 
(11%), 4 had bleeding PR in addition to 
epistaxis and gum bleeding (9%). Out  of 
100  patients,  89 of  them  had  good  recov-
ery  and  11  of  them expired. Among the 11 
patients who expired 8 had septicemia (73%), 
2 had malaria (18%) and 1 had leptospirosis 
(9%). In 89 cases, who had good recovery, 43 
cases were followed up and platelet count 
were near normal after discharge and further 
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Characteristic No. (%) 

Fever with chills and rigors 52 

Headache 56 

Cough and breathlessness 13 

Jaundice 43 

Altered sensorium 48 

Spontaneous bleeding 15 

Petichae/purpurae only         
(without spontaneous bleeding) 

29 

Characteristic No (%) 

Age (yrs)   

Range (15-80)  

≤ 40 74 (74) 

41-60 18 (18) 

≥ 61 08 (08) 
Sex   

Male 58 (58) 

Female 42 (42) 

Average duration of hospitalization 7 days 

Range of hospitalization days 3-21 days 

Recovered and discharged 89 (89) 

Died 11 (11) 

Table 1. Demographic profile and outcome of          
hospitalized patients with fever and thrombocyto-
penia                                                                          (n=100) 

Table 2. Clinical profile of patients with fever and 
thrombocytopenia  
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follow up. All the patients were discharged 
when the platelet count was above 90,000/µl . 

Discussion 
 
 In our study infections  was the es-
tablished  diagnosis in most of the cases as 
compared to other  study  in which  along  
with  infection  68%,  haematological  condi-
tions 15%, was also documented. This may 
be due to seasonal and regional variations.   
But infection was the commonest cause of 
fever with thrombocytopenia. Among infec-
tions, dengue (47%)  the commonest cause as 
compared to other study in which septicemia 
( 27%) was the commonest cause.  This was 
due to seasonal and regional variations. In 
our study septicemia was 24% was the s e c -
o n d most common cause of fever  with 
thrombocytopenia  but d e n g u e 1 3 .8% was 
the t h i r d  common cause in other study. In  
our  study  haematological   condition   did  
not  present   as  fever  with thrombocytope-
nia but in other study it accounted for 15%.  
 
 In our study enteric fever (9%) was the 
fourth most common cause but was second 
most common cause in the other study ac-
counting to 14.7%. Malaria  constituted  13%  
in  our  study  as  compared  to 9.2%  in other 
study.[11] In  our  study  100%  diagnosis  was  
made  but  in  other  study  18.3%  cases     re 
mained undiagnosed. In our study thrombo-
cytopenic  signs was present in 44%   as 

compared to 41.3% in other study. In  our  
study  petichae/purpura  ( 66%)  was  the  
commonest  bleeding manifestations followed   
by   spontaneous   bleeding   (34%).  In other   
study spontaneous  bleeding was the com-
monest  bleeding manifestation  (68%) fol-
lowed by  petichae/purpura accounting for 
22.22%, others (9.88%).  During the course  
of follow up platelet  count  showed  increas-
ing  trends accounting for 63.3% and continu-
ously falling counts in 7.3% in their study.  
But in our setup  it was very  difficult  to fol-
low  up because  of cost,  affordability,  so only 
43% of patients were followed up and it 
showed increasing trends in platelet count  
both  at  the  time  of  discharge  and  in  fu-
ture  follow  up.  There was  no decreasing 
trends of platelet count observed. In a study   
conducted  by  Nair  PS,  and others at  
St.Stephen’s  hospital, New Delhi, for period 
of   one and half years, a total of 109 cases, 
76 male, 33 female patients were studied 
with the same criteria as in our study.[10] Sep-
ticemia with 29 cases was the leading cause 
of fever associated  with thrombocytopenia. 
Second common cause was enteric fever 
followed by dengue, megalobla stic  anaemia, 
malaria, haematological malignancy with 16, 
15, 13, 10, 4 cases respectively . .[10] Out of 109 
patients 51 patients ( 46.7%) had platelet 
count between 6 0,000-90,000/µl followed by 
30 patients (27.5%), 16 patients 14.6% and 12 
patients 11% had platelet count between 
3 0,000/µl  to 60,000/µl  10,000/µl  to 
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Fig 1. Distribution of platelet count in patients with 

fever and thrombocytopenia 

Fig 2. Causes of fever with thrombocytopenia in 
hospitalised patients   
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30,000/µl  and less than 10,000 respectively. 
Out of 109 patients 45 patients had throm-
bocytopenic  signs accounting for 41.3%. Out 
of  45  patients   spontaneous   bleeding   was  
seen  in  31  patients accounting for  69% of 
the bleeding manifestations.[10] During the 
course of follow up  platelets  showed in-
creasing  trends in 69 patients (63.3%) and 
continuously decreasing trends in 8 patients  
(7.3%).[10] Totally  infections represented   the  
most  important  cause of  fever  with throm-
bocytopenia with a relative frequency rang-
ing form 68%-100%. 
 
Conclusion  
 
 Thrombocytopenia is common with 
some of the infections and it could be transient. 
Dengue, sepsis and malaria are among the 
common  causes of febrile thrombocytopenia. 
Rarer  causes  include  enteric  fever,  leptospi-
rosis,  HIV  and  SLE. Primary bleeding manifes-
tations is uncommon with most of the febrile 
thrombocytopenias. Severe  thrombocytopeni-
as  may  carry  bad  prognosis. Judicious  use  of  
blood  and  blood  components  is advocated.  
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