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Dengue fever should be included in the differential di-
agnosis of febrile illness even if another infection such 
as COVID-19 has been found in returning travellers 
from tropical and sub-tropical area where dengue vi-
rus circulates epidemically. We describe a 40-year-old 
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man diagnosed with laboratory-confirmed COVID-19 
and dengue fever during the COVID-19 outbreak in 
Milan, Italy.
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n INTRODUCTION

Dengue fever is an arthropod-borne disease 
widely distributed in tropical and sub-trop-

ical regions with an estimate of 360 millions per 
year. In the last few years a rising number of im-
ported cases of dengue has been reported in Eu-
rope linked to increasing human mobility. Den-
gue is recognized as the most common cause of 
fever in international travellers returning from 
South and Southeast Asia and Latin America [1].
The SARS-CoV-2 infection is pandemic and, as a 
consequence, returning travellers from tropical 
and sub-tropical area might present with COV-
ID-19 complicated by an imported disease, as re-
ported in this case [2]. 

n CASE REPORT

A 40-year-old male native of Ecuador was ad-
mitted at our Infectious Disease Department 
with fever up to 39°C for at least four days, cu-
taneous itching maculopapular rash associated 
with abrupt anosmia and dysgeusia. A diagno-
sis of SARS-CoV-2 infection was done by posi-
tive nasopharyngeal swab. Blood tests showed 
normal leukocyte count and C-reactive protein, 
but thrombocytopenia (platelet count 98.000/
mmc). His chest X-ray showed no pulmonary 
infiltration. The patient, during two medical 
interviews (in emergency room and at admis-
sion), reported adherence to quarantine meas-
ures in the previous months (left home only to 
buy food) with no contacts with known cases of 
COVID-19. 
Fever and rash rapidly improved the day after 
hospital admission; however, a progressive wors-
ening of laboratory blood tests was observed 
[white cell count 2,400/mmc (neutrophils 25%, 
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lymphocytes 70%), platelets 47.000/mmc, with 
increase in liver enzymes (aspartate transam-
inase 259 IU/L and alanine transaminase 145 
IU/L)]. The atypical clinical course compared 
to the natural history of SARS-CoV-2 infection 
prompted us to perform a third detailed patient 
interview searching for the presence of missing 
anamnestic information. Surprisingly, at this 
time the patient referred to have spent abroad in 
Ecuador his quarantine and to have returned to 
Italy by air only two days before the hospital ad-
mission. The aviation health service was notified 
of SARS-CoV2 diagnosis in order to contact the 
passengers on the two flights (intercontinental 
and European) made by the patient. Moreover, 
in the suspect of a possible arboviral infection, 
serological and molecular test for flavivirus were 
promptly requested: specific immunoglobulin M 
(IgM) antibodies and real time Polymerase Chain 
Reaction (PCR) in urine for dengue turned pos-
itive. In the next days, the patient had progres-
sive laboratory improvement, without complica-
tions, and was discharged after two consecutive 
negative tests for SARS-CoV-2.

n DISCUSSION

We believe that our case highlights some impor-
tant points that warrant discussion. Firstly, the 
presence of exceptional situations such as the 
SARS-CoV-2 pandemic must not make us forget 
to always think of alternative diagnostic hypoth-
eses. In particular, dengue fever has been pro-
posed as the infection that could partially overlap 
with clinical and laboratory features of COVID-19 
[3]. Moreover, some reports have described CO-
VID-19 cases that were initially misdiagnosed as 
dengue infection; on the other hand, dengue fe-
ver and COVID-19 might be a hazardous combi-
nation and physicians should have raised aware-
ness of this, especially in returning travellers from 
tropical and sub-tropical area where dengue virus 
circulates epidemically [3-11]. Secondly, we must 
always consider the hypothesis that the patients 
may be reluctant to tell the truth under stress-
ful conditions (i.e. hospital admission, potential 
problems with immigration, etc.). The collection 
of all information is crucial for a correct diagno-
sis, also in presence of symptoms suggestive of 
a more probable disease (i.e. COVID-19 in the 
Northern Italy). Thirdly, thermal scanning is not 

an efficient measure for detecting incoming trav-
elers with infectious diseases [12]. In fact, failure 
to detect fever as prognostic marker may be re-
lated to:
a) inadequate period of assessment (i.e. asymp-

tomatic incubation phase);
b) non-specific symptomatology (several infec-

tious and non-infectious diseases are associ-
ated with fever);

c) patients may fraudulently use paracetamol 
to escape the thermal scan checkpoints (i.e. at 
work, in the airports, etc.) to avoid quarantine 
or further time-consuming diagnostic investi-
gations. 

In conclusion, the SARS-CoV-2 pandemic is giv-
ing us the chance to turn this inauspicious event 
into a unique opportunity to let come out the 
submerged of coinfections (i.e. HIV, latent tuber-
culosis). However, this goal will be achievable 
only if SARS-CoV-2 pandemic does not alter our 
differential diagnostic awareness and if all the 
healthcare providers will increase the threshold 
of attention.
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