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Introduction

COVID-19 is a viral disease that infects the respiratory system, and usually, a 
patient suffers from high fever, fatigue, headache, cough, and shortness of breath.
[1] This pandemic carries a staggering burden in terms of expenditure on detection, 
prevention, and treatment, in addition to the loss of  life and collapse of the 
health systems.[2] However, many reports have recorded unusual clinical features 
such as diarrhoea, abdominal pain, testicular pain, and stroke-like symptoms.[3,4]

The unusual clinical features cause confusion to the unwary clinician with 
delayed diagnosis and poorer outcomes. This is especially so if the clinical features 
are similar to a common disease in the region such as malaria in Sudan, where, 
despite the lack of statistical studies incidence is estimated at about  nine million 
cases, and the mortality rate about  three million cases a year. Thus, malaria is an 
endemic disease in Sudan.[5]

This report presents a case of COVID-19 infection with unusual symptoms and 
hence emphasises the need to add these features to those when COVID-19 must 
be considered.

Case Report

A 23-year old female living in Sudan complained of three days of headache and 
dizziness and vomiting for one day before hospital admission. The moderate 
bitemporal headache was of sudden onset with a feeling of pressure over the 
left eye. A day prior to admission, she felt suddenly dizzy that was worse 
when she lay down and improved on standing, and associated with vomiting 
after eating. She has type-1 diabetes and is on an insulin pump. She said that 
she had been in hospital recently with symptoms of hypoglycaemia. A blood 
sugar level was 50 mg/dl (Reference range 80 – 140 mg/dl). She received 50% 
dextrose intravenously and was discharged on the same day. The patient told us 
that she had not complained of headache, dizziness, and vomiting with those 
characteristics before. Nor did those symptoms appear in her family. She also 
denied that mosquitoes were in her area, distant travel, or recent direct contact 
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Abstract

Since the emergence of the coronavirus (COVID-19) pandemic beginning 
in China in 2019, all health workers have faced a difficult challenge. One 
challenge is a clinical picture in some cases, where the presenting symptoms 
do not fit with the usual pattern. In this report, we present a case whose initial 
symptoms were headache, dizziness, and vomiting suggesting malaria bearing 
in mind that the patient was from Sudan, where there is a high incidence of 
malaria.

These unusual symptoms may be attributed to the presence of the receptor 
ACE2, in various body systems. The mild pathological course may be related 
to the patient’s age and the fact that diabetic patients are less likely to develop 
lung injury, hence the absence of respiratory symptoms.

We recommend that physicians are alert to the variety of different presenting 
features of COVID-19 and test with Polymerase Chain Reaction (PCR) 
whenever there is doubt. 

https://creativecommons.org/licenses/by-nc/4.0/
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with a COVID-19 patient.

On examination her pulse rate was 117 beats per minute, 
respiration rate 17 breaths per minute, temperature 36.9 
°C, blood pressure 110/70 mmHg, oxygen saturation 
98%. Examination of the nervous system was normal 
(GCS 15), the cardiovascular system was normal, chest 
auscultation was clear. However, there was tenderness 
in the epigastric and periumbilical regions. A peripheral 
blood film (PBF) for malarial parasites was negative. 
Other tests showed:

White blood cells (WBCs) was 9×10^9  /L(Reference 
range 4.5 – 11×10^9  /L )  

Lymphocyte was 1.2×10^9  /L(Reference range 1.5 – 
4.5×10^9  /L )  

Monocyte was 0.3×10^9  /L(Reference range 0.2 – 
0.8×10^9  /L ) 

Eosinophils was 0.2×10^9  /L(Reference range 0 – 
0.4×10^9  /L )

CRP was 1.2 mg/dL (Reference range 0 -1 mg/dL)

ESR was 23 mm in one hour (Reference range 1 – 20 mm 
in one hour)

In spite of the negative slide for malarial parasites she 
was treated empirically for malaria with Artemether-
Lumefantrine (80/480) tablets, twice daily for three days.

After seven days from admission, the dizziness and 
vomiting improved. However, the patient began to 
complain of a mild fever but less severe headache. The 
next morning, she complained of a dry cough, sore throat, 
shortness of breath, and repeated sneezing and COVID-19 
was suspected. A nasopharyngeal swab was taken and a 
PCR test was positive for COVID-19 infection. 

The patient was isolated. Paracetamol 500 mg tablets were 
given as required., Vitamin-C one tablet daily to reduce 

the damage extent that COVID-19 cause, Vitamin-D 
capsules 400 IU per day to enhance  the immunological 
function, azithromycin 500 mg on day 1, then 250 mg on 
days 2-5 due to its antiviral effect and immunity boost, 
and dextromethorphan hydrobromide was given to ease 
cough. It was also recommended that an oxygen cylinder 
be brought for use on demand.

The patient was closely monitored and adequate 
nourishment was ensured. The changes in symptoms are 
summarised in Table 1.

Discussion

This case draws attention to the fact that COVID-19 
may present as a mild to moderate illness free from 
complications. Later it may develop into a more serious 
condition. COVID-19 has been classified into the mild, 
severe and critical categories listed in Table 2.[6]

In another study, diabetic patients appeared to be less 
susceptible to acute lung injury and the development of 
acute respiratory distress syndrome (ARDS).[7, 8]

Respiratory complications are among the most serious 
complications with a high mortality. The age of a patient 
and severity of the disease are directly related.[9]

The delay in the diagnosis of COVID-19 because of the 
unusual initial symptoms exposed doctors and healthcare 
workers and family members to an increased risk of 
infection especially since she had visited the hospital twice 
before the correct diagnosis was made. This is of course 
in addition to her probable infectivity during a preceding 
asymptomatic period.

Fever is the most common symptom, followed by cough 
then fatigue.[10] But it is now realised there are a variety of 
other symptoms about which the clinician must be aware. 
The basis for this variation in presentations may be related 
to ACE2, as several studies have mentioned. This receptor 

The evening of the first day
Dizziness, cough and severity of the sore throat increases as the moderate headache and 
repeated sneezing persist

Day 2 and 3 Fatigue and fever intensity increase, previous symptoms persist

Day 4 Fever gradually improving and shortness of breath is emerging again

Day 5 A severe headache reappeared, dizziness and vomiting improved

Day 6 to 8 Mild fever with a less severe headache

Day 9
The disappearance of fatigue and improvement of the general situation but dry cough and 
sore throat continue 

Day 10 The dry cough became productive and sore throat began to improve 

Day11 to 13 Continued productive cough

Day 14 Improvement of productive cough began

Day 15 Mild fever reappears 

Table 1. Changes in symptoms since the day of COVID-19 confirmation (Day 8 of the initial admission)



South Sudan Medical Journal   Vol 13. No 5. December 2020                                                                      198

CASE REPORT

is responsible for the formation of vasodilator peptides 
and found in many places in the human body, including 
the digestive system and brain hence possibly causing 
vomiting, headache, and dizziness.[11,12]

Consideration of the differential diagnoses is crucial 
when presented with non-specific symptoms that might 
be caused by a number of infectious diseases, especially if 
they are common in the region. In Thailand, which is a 
tropical area, it is likely that COVID-19 will be confused 
with tropical diseases. A series of cases (48) were reported 
with a petechial rash, and thrombocytopaenia which were 
initially thought to indicate dengue fever.[13]

In our case the main complaints in the first presentation 
were headache, dizziness, and vomiting, symptoms that 
could  indicate malaria, neurological disease, or meningitis. 
However, the neurological examination was normal. 
Although the peripheral blood film did not show malarial 
parasites, it is clinical practice in Sudan to consider a 
diagnose malaria if eosinophils are more than or equal 
to 0.2, and there are increased monocytes. However, the 
normal WBCs, low lymphocyte count, and increased ESR 
and CRP indicate a coronavirus.[14,15]

Conclusion

This case adds to our knowledge about the presentations of 
COVID-19 and how they might mimic other conditions, 
malaria in particular. Some differentials of the WBCs 
such as high monocyte and eosinophils counts suggested a 
diagnosis of malaria.

We recommend that clinicians should be alert to the 
possibility of COVID-19 whenever a patient presents 
with non-specific features and make modifications to 
the triage system to include recorded unusual symptoms. 
If there is any doubt a test for COVID-19 should be 
requested especially if the patient has another condition 
(e.g. diabetes, chronic respiratory disease) that puts 
them into a higher risk group that should be managed 
by intensive care. A delayed diagnosis may increase the 
severity of the disease, resulting in complications and even 
death. In addition, the risk of further spread of infection 
is increased. 
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