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Plasmodium malariae—Repeat Light Microscopy when Molecular Testing is Not Available
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A 31-year-old previously healthy male required hospital
admission after returning from rural Cameroon 10 weeks prior
with severe myalgia, chills, 72 hours cyclical fever to 103.1�F,
and tachycardia for 2 weeks. He endorsed adherence to
atovoquone/proguanil chemoprophylaxis and recalled no
exposure to lake or stream water. He was ill appearing, but
without focal abnormalities. Laboratory findings were signifi-
cant for leukopenia 2,900 cells/uL, thrombocytopenia 82,000
cells/uL, aspartate aminotranferase 316 units/L, and alanine
aminotransferase 400 units/L. Initial three light microscopy
(LM) and rapid diagnostic test (RDT) with BinaxNOW (Alere,
Inc., Waltham, MA) were negative. However, continued in-
vestigation eventually revealed Plasmodium malariae on the
fourth LM in its pathognomonic “rosette” schizont (Figure 1)
and “band”–developing gametocyte (Figure 2).1 The patient
was treated effectively with artemether/lumefantrine. Plas-
modium malariae infections were once considered a rare and
mild illness largely because of poor sensitivity on RDT and
LM.1–3 However, recent improvement in polymerase chain
reaction (PCR) technique increased the identification of
P. malariae that might have been misdiagnosed as fever of
unknown origin.3–5 Although there were reports of late onset
and recrudescent fever despite adherent chemoprophylaxis,
subsequent treatment has been paradoxically successful with thesamemedication.3,5,6BecauseofP.malariae’s longsenescent

periods, recrudescent ability, and low parasite burden, clinicians
musthavehighclinicalsuspicionandconsider repeatingLMwhen
resource is limited or using PCR for diagnosis.7

ReceivedJuly18,2018.Accepted for publicationSeptember12, 2018.

Copyright statement: We aremilitary servicemembers. This work was
prepared as part of our official duties. Title 17 U.S.C. 105 provides
that “Copyright protection under this title is not available for anywork
of the United States Government.” Title 17 U.S.C. 101 defines a
United States Government work as a work prepared by a military
service member or employee of the United States Government as
part of that person’s official duties.

Disclaimer: The views expressed in this article are those of the authors
and do not necessarily reflect the official policy or position of the
Department of the Navy, Department of Defense, or the United States
Government.

Authors’ addresses: Serena X. Zhang, Department of Internal Medicine,
NavalMedicalCenterPortsmouth,Portsmouth,VA,E-mail: s.zhang9876@
gmail.com.KarlC.Kronmann andMichael J. Kavanaugh, Department
of Infectious Disease, Naval Medical Center Portsmouth, Ports-
mouth, VA, E-mails: karl.c.kronmann.mil@mail.mil and michael.j.
kavanaugh.mil@mail.mil.

This is an open-access article distributed under the terms of the
Creative Commons Attribution License, which permits unrestricted
use, distribution, and reproduction in any medium, provided the
original author and source are credited.

REFERENCES

1. Mueller I, Zimmerman PA, Reeder JC, 2007. Plasmodiummalariae
andPlasmodiumovale—the ‘bashful’malaria parasites.Trends
Parasitol 23: 278–283.

FIGURE 1. “Rosette” schizont. This figure appears in color at www.
ajtmh.org.

FIGURE 2. “Band”–developing gametocyte. This figure appears in
color at www.ajtmh.org.
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