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ABSTRACT

Background: Thrombocytopenia, which raises the risk of bleeding and indicates the severity of the illness, frequently
complicates acute febrile illness (AFI), a leading cause of paediatric admissions. Infections including dengue, malaria,
typhoid, and scrub typhus frequently produce this dual presentation, although autoimmune diseases, hematological
abnormalities, or drug-induced reasons can also cause it. Management is difficult because to overlapping symptoms and
poor diagnostics, particularly in endemic areas. For the purpose of directing treatment and averting complications, early
detection of thrombocytopenia in children with fever is essential. To enhance diagnostic techniques, treatment plans, and
medical responses in high-burden environments, targeted study on clinical profiles and outcomes is required.

Aim and Objectives: This study aims to evaluate the clinical profile and outcomes of children aged 1 month to 18 years
admitted with acute febrile illness and thrombocytopenia at a tertiary care center in Puducherry. The objectives are to
describe clinical presentations, identify infectious and non-infectious etiologies, and correlate the severity of
thrombocytopenia with disease outcomes.

Materials and Methods: In this cross-sectional study, 266 children with acute febrile illness and thrombocytopenia,
ages 1 month to 18 years, were enrolled in the paediatrics department of a tertiary care hospital in Puducherry between
June 2023 and June 2024. A thorough history, clinical examination, and pertinent tests (CBC, peripheral smear,
renal/liver function tests, malaria RDT, dengue serology, scrub typhus IgM, Widal, blood cultures, chest X-ray, MRI for
probable encephalitis) were carried out following informed consent and assent. Transfusions were administered for
severe thrombocytopenia or bleeding, and platelet counts were tracked until they returned to normal. Malaria, dengue,
scrub typhus, enteric fever, leukemia/ITP, septicemia, viral encephalitis, and undetected fever were among the
diagnoses.

Results and Discussion: The clinical profile and results of paediatric patients with acute fever and thrombocytopenia are
highlighted in this study. The most common causes were scrub typhus and dengue fever, highlighting the significance of
regional epidemiology in directing diagnosis. The majority of patients had minor thrombocytopenia, a good prognosis, a
high rate of recovery, and little need for transfusions. Severe thrombocytopenia, however, was linked to extended
hospital admissions and sporadic organ malfunction, highlighting the necessity of continuous observation and critical
treatment in these situations. In endemic areas, serological tests—specifically, dengue IgM and scrub typhus IgM—
proved useful in making diagnoses. The significance of a thorough organ function assessment was highlighted by
anomalies in severe instances, even when liver and renal functions were generally conserved. Overall, from the results it
is clear that it is difficult to treat paediatric febrile thrombocytopenia and emphasize the need for immediate therapies,
systematic diagnostic techniques, and additional research into risk stratification models and new biomarkers to enhance
outcomes.
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INTRODUCTION is commonly referred to as a fever, which is a normal
One of the most common causes of paediatric hospital immunological reaction to an infection or other
admissions worldwide is acute febrile illness (AFI). An physiological stress. By improving immune cell function
increase in body temperature of more than 38°C (100.4°F)  and preventing pathogen growth, it plays a significant part
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in the body's defence processes. Fever can be triggered by
a wide range of infectious and non-infectious conditions,
making its presentation highly variable in children. It is
important to note that while fever is a common symptom,

its association with other conditions, such as
thrombocytopenia, complicates its diagnosis and
management [1].

Thrombocytopenia is a  hematological condition

characterized by a platelet count of fewer than 1.5 lakh
cells per cubic millimeter. Platelets are essential
components of blood that help in clotting, and their
reduction increases the risk of bleeding. There are two
primary causes of thrombocytopenia: either the bone
marrow produces fewer platelets or the -circulation
destroys more platelets. Thrombocytopenia frequently
results from viral disorders that accelerate platelet
breakdown in the setting of a feverish sickness. The
therapeutic care of children who come with both fever and
thrombocytopenia is further complicated by the possibility
that medications and autoimmune diseases may further
lower platelet counts [2].

The association between fever and thrombocytopenia is
particularly significant in paediatric patients as both
conditions may be indicative of serious underlying
infectious or non-infectious diseases. Several infectious
agents, including viruses like dengue and malaria, bacteria
like typhoid fever, and parasitic diseases like scrub typhus,
are commonly associated with acute febrile illness
accompanied by thrombocytopenia. These infections lead
to platelet destruction either by the direct effect of the
pathogen on bone marrow or by triggering immune-
mediated destruction. The clinical outcome of these
diseases can be severe, and thrombocytopenia often serves
as an indicator of disease severity. In diseases like dengue,
for example, low platelet counts are strongly linked to the
risk of bleeding, and the monitoring of platelet levels
becomes critical in managing the progression of the
disease [3].

Thrombocytopenia can have non-infectious causes as well,

including autoimmune diseases, hematological
abnormalities, and some drugs. Thrombocytopenia in the
context of fever can be caused by idiopathic

thrombocytopenic purpura (ITP), a disorder in which the
immune system targets platelets, making the differential
diagnosis more difficult. Drug-induced thrombocytopenia
can also be brought on by anticoagulants like heparin or
chemotherapy medicines; therefore it's crucial to take this
into account when treating feverish people, particularly
those who have already received medical care [4].

The clinical management of children with fever and
thrombocytopenia involves identifying the underlying
cause of the illness, which can often be challenging given
the broad differential diagnosis. Timely recognition and

appropriate treatment are critical to prevent severe
complications such as hemorrhage, organ failure, or death.
However, the overlap of symptoms between various
infectious and non-infectious conditions adds complexity
to the diagnostic process. In settings with limited
healthcare resources, like in many rural areas, accurate
diagnosis often relies on clinical judgment and a limited
range of diagnostic tools, which can make management
even more difficult [5]. While much has been written about
the relationship between fever and thrombocytopenia,
there is a lack of comprehensive studies that explore the
specific clinical profile and outcomes of children
presenting with both of these conditions, especially in
hospital settings where there is access to intensive care and
monitoring. Understanding the etiology of these dual
presentations, particularly in the context of paediatric
populations, is critical for improving clinical outcomes and
ensuring appropriate interventions. This understanding
could inform early diagnostic strategies and contribute to
better therapeutic protocols that minimize the risks of
severe complications associated with thrombocytopenia in
febrile illnesses [6].

The need for focused research in this area is particularly
evident in regions where infectious diseases like malaria
and dengue are endemic, and where the burden of febrile
illness is high. In such settings, the timely identification of
thrombocytopenia and the accurate prediction of disease
outcomes can significantly influence the course of
treatment and patient recovery. Additionally, understanding
the local epidemiological trends of these diseases,
including the associated risk factors for thrombocytopenia,
will help healthcare providers prioritize interventions and
manage resources more effectively [7].

The coexistence of fever and thrombocytopenia in children
represents a significant clinical challenge. This dual
presentation can be caused by a variety of infectious and
non-infectious conditions, each of which requires specific
management strategies. By investigating the clinical
profiles, causes, and outcomes of paediatric patients with
both fever and thrombocytopenia, this study aims to
contribute to a deeper understanding of the
pathophysiology, diagnosis, and treatment of these
conditions in children. The findings from this study are
expected to guide healthcare practitioners in improving the
management of such cases, potentially reducing
complications and improving outcomes for children
affected by these serious conditions [8].

AIM AND OBJECTIVES

To conduct a comprehensive study on the clinical profile
and outcomes of children aged 1 month to 18 years
admitted with acute febrile illness associated with
thrombocytopenia at a tertiary care center in Puducherry.
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The study aims to identify common etiologies of febrile
thrombocytopenia, assess clinical manifestations, and
determine the associated outcomes.

METHODOLOGY

This cross-sectional study was conducted in the
Department of Paediatrics at tertiary care hospital at
Puducherry over one year (June 2023-June 2024) to
investigate the clinical profile and outcomes of 266
children aged 1 month to 18 years presenting with acute
febrile illness and thrombocytopenia. Sample size was
calculated using OpenEpi with 95% confidence and 6%
margin of error, applying the Cochran formula. Inclusion
criteria were children with fever >38°C and platelet count
<1.5 lakh/cumm, while exclusions included neonates,
afebrile thrombocytopenia, known ITP, hematological
malignancies, bone marrow disorders, anti-platelet therapy,
and pseudothrombocytopenia. Recruitment involved
informed consent from guardians and assent from children
>7 years. Data collection included detailed history (fever
pattern, systemic symptoms, exposures), clinical
examination  (vitals,  hepatosplenomegaly,  eschar,
lymphadenopathy, bleeding signs, shock/ALOC), and
investigations (CBC, peripheral smear, renal/liver function
tests, chest X-ray, malaria RDT, dengue serology, scrub
typhus IgM, Widal, blood cultures, MRI for suspected
encephalitis). Platelet counts were monitored until
normalization, with transfusions considered for severe
thrombocytopenia or bleeding. CSF studies were deferred
unless encephalitis was suspected post-recovery.
Diagnoses included malaria, dengue, scrub typhus, enteric
fever, leukemia/ITP, septicemia, viral encephalitis, and
undiagnosed fever. Data were analyzed using SPSS v23
with descriptive statistics, means, SDs, and percentages.
Ethical approval was obtained from the IEC, with
confidentiality maintained and study purpose explained in
the local language.

RESULTS AND DISCUSSION
The results are summarized in Tables 1-6 and illustrated in
Figures 1-3.

Demographic Profile of Patients

In the present study, a total of 266 paediatric patients with
acute febrile illness and thrombocytopenia were analyzed.
The age distribution ranged from 1 month to 18 years, with
a mean age of 5.64 + 3.29 years. The median age was 5
years, indicating a concentration of cases in early
childhood. The youngest patient was 0.41 years, while the
oldest was 18 years, suggesting that thrombocytopenia in
the context of fever is a concern across all paediatric age
brackets. This age profile is consistent with studies by

Martha et al. (2021), who reported a concentration of cases
between 1 and 12 years with a similar mean age of
presentation [9].

Gender distribution in our cohort showed a slight male
predominance, with 53.4% males (n=142) and 46.6%
females (n=124). This male preponderance is a common
observation in paediatric infectious disease studies and has
been documented in several Indian and international
investigations. For instance, in a hospital-based study by
Ramabhatta et al. (2018), 55% of febrile thrombocytopenia
cases were male, suggesting potential gender-based
differences in exposure, immunity, or care-seeking
behaviors [10]. Similarly, Agarwal et al. (2020) reported a
male-to-female ratio of 1.4:1 in a comparable paediatric
cohort [11].

These demographic trends are important to consider in
developing age- and gender-sensitive screening strategies
in febrile illnesses associated with hematological
abnormalities. The wide age range and near-equal gender
distribution in our study reflect the non-selective nature of
infectious etiologies that contribute to thrombocytopenia,
necessitating broad clinical vigilance across all paediatric
subgroups.

Etiological Spectrum of Febrile Thrombocytopenia

One of the most significant findings in the present study
was the identification of the underlying causes of febrile
thrombocytopenia. The most common etiology identified
was scrub typhus, accounting for 53.0% (n=141) of cases.
This was followed by dengue fever, which accounted for
39.1% (n=104) of the diagnoses. Other less frequent
causes included pneumonia (3.4%), enteric fever (1.1%),
toxic shock syndrome (0.4%), systemic lupus
erythematosus/pyrexia of unknown origin (0.4%), and
undifferentiated fever (2.6%).

Scrub typhus predominates in our cohort, which is a
significant epidemiological finding. This pattern suggests
that vector-borne rickettsial diseases may be on the rise in
southern India, especially in Puducherry and the adjacent
regions. It also emphasizes the importance of early IgM
serology testing in patients of thrombocytopenia and
undifferentiated fever. Our results are in good agreement
with the study by Agarwal et al. (2020), which found that
scrub typhus accounted for 34% of cases and was the
second most common cause after dengue [11]. Similarly,
scrub typhus was identified by Bhatnagar et al. (2016) as a
major pathogen in patients who presented with
thrombocytopenia and skin rash. [12].

Dengue fever, the second most common etiology in the
present study, has long been associated with febrile
thrombocytopenia in both children and adults. Numerous
studies, including those by Ramabhatta et al. (2018) and
Choudhary (2017), have found dengue to be the
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predominant cause of thrombocytopenia in tropical and
subtropical regions [13]. The significant proportion of
dengue cases (39.1%) in our study confirms this trend.
Moreover, the association of dengue with moderate to
severe grades of thrombocytopenia further corroborates
findings by Gupta et al. (2023), who noted similar trends
during seasonal surges in vector-borne diseases [14].
Interestingly, enteric fever and malaria were found to be
more common etiologies in other research, such as
Venkatreddy and Gugloth (2022), but in our sample, their
contributions to the overall burden were negligible [15].
This could be due to variations in seasonal prevalence,
diagnostic focus, or regional epidemiological variation.
The low number of undifferentiated cases (2.6%) in the
present study highlights the robustness of our diagnostic
approach, aided by serological and imaging investigations.
This is in contrast to earlier reports, such as Mathew et al.
(2018), where undiagnosed fevers accounted for nearly
50% of febrile thrombocytopenia- related mortality cases
[16].

In summary, scrub typhus and dengue fever emerged as the
dominant etiologies of febrile thrombocytopenia in this
paediatric population, reaffirming the clinical importance
of these infections in endemic regions. Early identification
and appropriate antimicrobial or supportive therapy are
essential to improve outcomes and reduce complications in
such cases.

Severity and Grading of Thrombocytopenia

In the present study, the majority of the paediatric patients
presented with mild thrombocytopenia (platelet count
between 100,000-150,000/uL), accounting for 84.6%
(n=225) of the cohort. Moderate thrombocytopenia
(50,000-100,000/uL) was observed in 13.9% (n=37),
while only 1.5% (n=4) had severe thrombocytopenia
(<50,000/uL). This pattern implies that the majority of
children with feverish diseases maintain a comparatively
safe platelet range, which could account for the low rates
of transfusion need and bleeding issues. A similar
distribution was observed in a research by Ramabhatta et
al. (2018), where only a tiny percentage had severe
thrombocytopenia and 35% had mild thrombocytopenia
[10].

The age-wise distribution across thrombocytopenia
severity was not statistically significant (p = 0.338),
although a slight increase in mean age was noted with
increasing severity. Severe thrombocytopenia had a mean
age of 7.88 years, while mild cases had a mean of 5.51
years. This non-significant trend has been similarly
reported in the study by Alexandropoulou et al. (2019),
where older children were more likely to present with
deeper cytopenias, although confounding by etiology was
noted [17].

Gender did not show a significant correlation with the
severity of thrombocytopenia (p = 0.441), with both males
and females showing similar distributions across all
severity levels. This finding aligns with other paediatric
studies, such as by Agarwal et al. (2020), where sex did
not influence the depth of thrombocytopenia [11].

Laboratory Parameters and Their Associations
Significant correlations between the severity of
thrombocytopenia and other hematological indices were
found in this study's laboratory evaluation. The degree of
thrombocytopenia was substantially inversely linked with
the total leukocyte count (p < 0.0001). The mean total
count of patients with mild thrombocytopenia was 7.05 x
103/uL, whereas that of patients with moderate and severe
thrombocytopenia was 5.03 and 3.46, respectively. This
correlation raises the possibility of higher consumption or
bone marrow suppression in more serious systemic
illnesses. Bhatnagar et al. (2016) reported similar findings,
noting that dengue patients' decreasing leukocyte counts
correlated with platelet nadirs [12].

Hemoglobin levels and hematocrit did not show a
significant correlation with platelet count (p = 0.305 and
0.458, respectively), stable across mild,
moderate, and severe groups. The mean hemoglobin in the
mild group was 11.17 g/dL, very close to 11.00 g/dL in the
severe group, despite higher standard deviation. These
findings indicate that anemia was not a prominent feature
in most patients, possibly due to the acute nature of illness.
This pattern was corroborated by Martha et al. (2021), who
found stable hematocrit and hemoglobin in febrile
thrombocytopenia unless complicated by gastrointestinal
bleeding [9].

Hospital stay duration increased significantly with the
severity of thrombocytopenia (p = 0.001), ranging from
4.48 days in mild cases to 6.5 days in severe cases. This
trend reinforces the prognostic relevance of platelet count
in febrile children. It is consistent with findings from
Gupta et al. (2023), who noted that patients with lower
platelet counts had longer hospital stays and more
intensive monitoring needs [18].

remaining

Correlation of Platelet Count with Infectious Etiologies
The present study demonstrated strong correlations
between the degree of thrombocytopenia and specific
infectious etiologies. Most notably, scrub typhus was
significantly associated with mild thrombocytopenia (p <
0.0001). Of the 141 cases diagnosed with scrub typhus, the
vast majority (95%) had only mild platelet reduction. This
suggests that thrombocytopenia in scrub typhus may occur
early in disease or is less severe compared to other
infections. These findings are in agreement with Dhunputh
et al. (2021), who noted that although scrub typhus can
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present with low platelets, severe hematologic
complications were less frequent than in dengue or malaria
[19].

In contrast, dengue fever showed a statistically significant
correlation with moderate and severe thrombocytopenia (p
< 0.0001). Of the 104 dengue-positive cases, 27 (26%)
were categorized as moderate and 2 (1.9%) as severe. This
reinforces the well-known hematological impact of dengue
virus, which causes platelet destruction and bone marrow
suppression. Ramabhatta et al. (2018) similarly reported
that 83% of dengue cases in their study presented with
some degree of thrombocytopenia, often severe in nature
[10].

Urine abnormalities, though rare, were significantly linked
with severe thrombocytopenia (p < 0.0001), suggesting
that multi-organ involvement in some cases may be
contributing to worsening hematological indices.
Furthermore, patients requiring blood transfusion (0.8%)
were primarily from the severe thrombocytopenia group,
further reinforcing the association between etiology,
severity, and complications. These trends were echoed in
studies by Venkatreddy and Gugloth (2022) and Mathew et
al. (2018), where the risk of adverse outcomes— including
bleeding and need for transfusion—was closely tied to the
causative pathogen and depth of thrombocytopenia [15,
16].

Clinical Manifestations and Diagnostic Findings

In the present study, clinical manifestations were
predominantly systemic, reflecting the infectious etiologies
underlying febrile thrombocytopenia. However, unlike
some previous reports, bleeding manifestations were rare.
This low bleeding rate (3.3%) is likely due to the
predominance of mild thrombocytopenia in the cohort.
Comparable studies by Martha et al. (2021) reported
bleeding symptoms in 38% of their paediatric patients,
primarily among those with moderate to severe platelet
drops [9].

Laboratory diagnostics revealed high specificity in
etiology determination. All patients tested negative for
malarial parasites (MP smear), effectively ruling out
malaria in this setting. This contrasts with studies by
Venkatreddy and Gugloth (2022), where malaria accounted
for 40% of febrile thrombocytopenia cases, likely due to
regional endemicity [15].

Serological testing proved highly useful in distinguishing
between scrub typhus and dengue fever, which together
accounted for over 90% of diagnoses. Notably, dengue
IgM was positive in 39.8%, and scrub typhus IgM in
53.0% of cases. The statistical association between
seropositivity and thrombocytopenia severity was
significant for both pathogens (p < 0.0001). These findings
affirm the importance of using rapid IgM assays in early

disease course. Studies by Alexandropoulou et al. (2019)
and Ramabhatta et al. (2018) similarly emphasized the
diagnostic value of serology in suspected viral and
zoonotic infections with cytopenia [17, 10].

Radiological and Organ Function Assessments
Radiological findings in this cohort were relatively
infrequent but informative. Chest X-rays were abnormal in
5.3% of cases, predominantly among those with moderate
or severe thrombocytopenia (p < 0.0001). These
abnormalities included pulmonary infiltrates suggestive of
pneumonia or acute respiratory involvement, possibly
linked to scrub typhus or co-infections. Alexandropoulou
et al. (2019) found a similar trend where children with
cytopenias had higher rates of radiological abnormalities,
particularly among those with atypical pathogens like
Mycoplasma or Rickettsia [17].

Organ function tests, including liver function tests (LFTs)
and renal function tests (RFTs), were reported as normal in
100% of patients. This is an important and reassuring
finding, suggesting that most patients had early or
uncomplicated illness. In contrast, other studies have
documented elevated liver enzymes in up to 46% of scrub
typhus and dengue cases, although usually without clinical
hepatitis. For example, Gowdaiah et al. (2015) reported
raissed SGOT and ALP in nearly 30% of febrile
thrombocytopenia patients during a dengue epidemic,
although these did not correlate with adverse outcomes
[20].

The absence of major liver or kidney dysfunction in our
study may reflect timely diagnosis, supportive
management, and exclusion of more severe septicemic or
multi-organ failure cases. This finding also emphasizes the
need for selective and judicious use of extensive
biochemical testing in stable patients.

Hospital Stay and Outcome Analysis

The mean hospital stay for patients in this study was 4.60
days, with a statistically significant increase corresponding
to thrombocytopenia severity (p = 0.001). Mild cases had a
mean stay of 4.48 days, moderate cases 5.16 days, and
severe cases 6.5 days. This incremental trend aligns with
the findings of Gupta et al. (2023), who noted that
hospitalization duration is directly influenced by both the
underlying etiology and platelet recovery time [18].

The study's results were highly positive. Only 3 patients
(1.1%) were referred for additional care, and none of the
263 patients (98.9%) died. When compared to prior
hospital-based trials that reported fatality rates ranging
from 0.7% to 10%, especially in cases requiring sepsis,
leukemia, or multi-organ dysfunction, these results are
quite encouraging [10, 16].
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Only two patients (0.8%) required blood transfusions, both
from the severe thrombocytopenia group. The decision to
transfuse was guided by clinical and platelet criteria,
reflecting adherence to evidence-based transfusion
thresholds. This is important as several studies, including
those by Bhatnagar et al. (2016) and Choudhary (2017),
cautioned against overuse of transfusions in the absence of
bleeding [12, 13].

Taken together, the short duration of hospital stay, low
transfusion requirement, and excellent recovery rates
reflect effective early identification and supportive
management strategies implemented at the center.

CONCLUSION
The present study shows that scrub typhus and dengue
fever are the most common causes of febrile

thrombocytopenia, a common and clinically relevant
disease in paediatric patients. While severe instances were
associated with longer hospital stays and required closer
monitoring and intensive care, the majority of children
with moderate thrombocytopenia had good outcomes and
required few transfusions. Serological assays like dengue
IgM and scrub typhus IgM have proven useful in endemic
areas, and the association between the severity of
thrombocytopenia and infectious etiologies highlights the
significance of focused diagnosis and treatment
approaches. Although liver and renal functions were
generally preserved, occasional abnormalities in severe
cases emphasized the need for vigilant organ function
monitoring to prevent complications like disseminated
intravascular coagulation or multi-organ dysfunction.
Overall, the findings stress the importance of systematic
clinical approaches informed by regional epidemiology,
and they contribute to the growing evidence base
supporting early risk stratification, point-of-care
diagnostics, and biomarker research to improve outcomes
in paediatric febrile thrombocytopenia.

LIMITATIONS

The study was conducted in a single region and so, it
cannot represent a larger population. The common disease-
causing fever with thrombocytopenia varies with
corresponding endemic regions. (Scrub typhus remains the
endemic disease in our region)
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TABLES AND FIGURE
Table 1: Summarizes age, important laboratory parameter and duration of hospital stay
Parameters Mean Median Standard Minimum Maximum
Deviation
Age (in yrs) 5.64 5.00 3.29 0.41 18.00
Total Count 6.71 6.11 2.99 1.00 16.50
HB 11.15 11.20 1.18 5.00 16.40
Hematocrit 33.17 33.50 321 18.80 47.20
CBC and Smear Platelet 119654.14 122500.00 20912.23 27000.00 149000.00
Hospital Stay 4.60 4.00 1.52 2.00 20.00

Table 2: Clinical, Laboratory, and Outcome Profile of Paediatric Patients with Febrile Thrombocytopenia

Gender Distribution of Patients
No of patients| Percentage
GENDER Female 124 46.6%
Male 142 53.4%
MP Smear Results
No of patients| Percentage
MP SMEAR Negative 266 100.0%
Urine R/E & C/S Results
No of patients| Percentage
Bacteria 1 0.4%
URINE R/E & C/S Blood + 1 0.4%
Normal 264 99.2%
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Widal Test Results
No of patients| Percentage
WIDAL Negative 262 98.5%
Positive 4 1.5%
Dengue IgM Test Results
No of patients| Percentage
EQUIVOCAL 1 0.4%
DENGUE IGM NEGATIVE 159 59.8%
POSITIVE 106 39.8%
Scrub Typhus IgM Test Results
No of patients| Percentage
SCRUB IGM Negative 125 47.0%
Positive 141 53.0%
Chest X-Ray Results
No of patients| Percentage
CHEST X-RAY Abnormal 14 5.3%
Normal 252 94.7%

Liver Function Test (LFT) and Renal Function Test (RFT) Results

No of patients| Percentage
LFT Normal 266 100.0%
RFT Normal 266 100.0%
Transfusion Status
No of patients| Percentage
TRANSFUSION No 264 99.2%
Yes 2 0.8%
Grade of Thrombocytopenia Distribution
No of patients| Percentage
GRADE OF Mild 225 84.6%
THROMBOCYTOPENIA Moderate 37 13.9%
Severe 4 1.5%
Final Outcome of Patients
No of patients| Percentage
FINAL OUTCOME Recovery 263 98.9%
Referred 3 1.1%

1JDDT, Volume 16 Issue 15s, 2026




A Cross-Sectional Study on the Clinical Profile and Outcome of Acute Febrile Illness with Thrombocytopenia in Children Aged 1
Month to 18 Years Admitted at Tertiary Care Centre, Puducherry

Final Diagnosis of Patients
No of Percentage
patients
DENGUE 104 39.1%
ENTERIC FEVER 3 1.1%
FINAL DIAGNOSIS PNEUMONIA 9 3.4%
SCRUB TYPHUS 141 53.0%
SLE,PUO 1 0.4%
TOXIC SHOCK 1 0.4%
SYNDROME
UNDIFFERENTIATED 7 2.6%

Table 3: Comparison of Clinical and Laboratory Parameters by Grade of Thrombocytopenia

Comparison of Age by Grade of Thrombocytopenia
AGE (in yrs)
Mean Standard P value
Deviation
GRADE OF Mild 5.51 3.19
THROMBOCYTOPENIA Moderate 6.20 374 0.338
Severe 7.88 4.25
Comparison of Total Count by Grade of Thrombocytopenia
TOTAL COUNT
Mean Standard P value
Deviation
GRADE OF Mild 7.05 2.94
THROMBOCYTOPENIA Moderate 5.03 2.70 <0.0001
Severe 3.46 1.34
Comparison of Hemoglobin (HB) by Grade of Thrombocytopenia
HB
Mean Standard P value
Deviation
GRADE OF Mild 11.17 1.12
THROMBOCYTOPENIA Moderate 11.06 0.84 0.305
Severe 11.00 4.50
Comparison of Hematocrit by Grade of Thrombocytopenia
HEMATOCRIT
Mean Standard P value
Deviation
GRADE OF Mild 33.23 3.04
THROMBOCYTOPENIA Moderate 33.00 234 0.458
Severe 31.88 12.18
Comparison of MP Smear Results by Grade of Thrombocytopenia
MP SMEAR
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NEGATIVE P value
Count Column N
%
GRADE OF Mild 225 84.6%
THROMBOCYTOPENIA Moderate 37 13.9% NA
Severe 4 1.5%
Comparison of Hospital Stay by Grade of Thrombocytopenia
HOSPITAL STAY
Mean Standard P value
Deviation
GRADE OF Mild 448 1.18
THROMBOCYTOPENIA Moderate 516 271 0.001
Severe 6.50 1.29

Table 4: Comparison of Diagnostic, Organ Function, and Management Parameters by Grade of

A Cross-Sectional Study on the Clinical Profile and Outcome of Acute Febrile Illness with Thrombocytopenia in Children Aged 1

Thrombocytopenia
Comparison of Scrub Typhus IgM Test Results by Grade of Thrombocytopenia
SCRUB IGM
Negative Positive P value
Count |Column N %| Count | Column N %
GRADE OF Mild 91 72.8% 134 95.0%
THROMBOCYTOPENIA Moderate 31 24.8% 6 4.3% <0.0001
Severe 3 2.4% 1 0.7%
Comparison of Chest X-Ray Results by Grade of Thrombocytopenia
CHEST X-RAY
Abnormal Normal P value
Count |Column N %| Count | Column N
%
GRADE OF Mild 10 71.4% 215 85.3%
THROMBOCYTOPENIA Moderate P 14.3% 35 13.9% <0.0001
Severe 2 14.3% 2 0.8%
Comparison of Transfusion Status by Grade of Thrombocytopenia
TRANSFUSION
No Yes P value
Count | Column N | Count | Column N
% %
GRADE OF Mild 224 84.8% 1 50.0%
THROMBOCYTOPENIA Moderate 37 14.0% 0 0.0% <0.0001
Severe 3 1.1% 1 50.0%
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Table 5: Comparison of Liver Function Test (LFT) and Renal Function Test (RFT) Results by Grade of

Thrombocytopenia
Comparison of Liver Function Test (LFT) Results by Grade of Thrombocytopenia
LFT
NORMAL P value
Count Column N %
Mild 225 84.6%
GRADE OF Moderate 37 13.9% NA
THROMBOCYTOPENIA Severe 7 15%
Comparison of Renal Function Test (RFT) Results by Grade of Thrombocytopenia
RFT
NORMAL P value
Count Column N
%
GRADE OF Mild 225 84.6%
THROMBOCYTOPENIA Moderate 37 13.9% NA
Severe 4 1.5%

Table 6: Final Outcome and Diagnosis by Grade of Thrombocytopenia
Final Outcome by Grade of Thrombocytopenia

GRADE OF THROMBOCYTOPENIA
Mild Moderate Severe P value
Count |[RowN %| Count [RowN %| Count |Row N %

FINAL OUTCOME| Recovery 223 84.8% 37 14.1% 3 1.1% <0.0001
Referred 2 66.7% 0 0.0% 1 33.3%
Final Diagnosis by Grade of Thrombocytopenia

GRADE OF THROMBOCYTOPENIA
Mild Moderate Severe P
Count | RowN % |CountRow N %| Count [Row N % value
75 72.1 % 27 26.0 2 1.9
% %
Dengue 3 100.0 0 0.0% 0 0.0
% %
Pneumonia 5 55.6 3 333 1 11.1
FINAL % % %
DIAGNOSIS Scrub typhus 134 95.0 6 4.3% 1 0.7 0.001
% %
SLE, PUO 1 100.0 0 0.0% 0 0.0
% %
Toxic shock 1 100.0 0 0.0% 0 0.0
Syndrome % %
Undifferentiated 6 85.7 1 14.3 0 0.0
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Figure: 1 Comparison of Urine R/E & C/S Results by Grade of Thrombocytopenia
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Figure: 2 Comparison of Widal Test Results by Grade of Thrombocytopenia
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Figure: 3 Comparison of Dengue IgM Test Results by Grade of Thrombocytopenia
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