
Transfusion-Associated Malaria

To the Editor: A recent article by Zucker (1)
described two cases of malaria that were probably
transfusion associated. A case of transfusion-
associated malaria in which the source was iden-
tified was reported in San Francisco in 1991. The
case was in an elderly man in whom malaria
infection developed after coronary bypass surgery.

The patient was born in China and immigrated
to the United States in 1940. His only travel
outside the United States was a trip to Hong Kong
in 1951 for 6 months. The patient’s wife was born
in China and had malaria in 1941 during World
War II. She received no treatment at that time or
at any other time. She came to the United States
in 1960 and has not left the country since.

The patient had six donors, five of whom had no
history of malaria, and had negative serologic test
results for all four malaria species. Both the pa-
tient and his wife had blood smears positive for
P. malariae. The patient’s wife had positive sero-
logic test results for P. vivax and P. ovale (1:64), for
P. falciparum (1:258), and for P. malariae (1:1024).
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Reply to F. Taylor: Dr. Taylor’s letter calls
attention to the small but important number of
induced malaria cases that occur in the United
States. From 1957 to 1994, 101 such cases were
reported to the Centers for Disease Control and
Prevention (CDC); these (including the 1990 case
described by Dr. Taylor [1]) are reviewed annually
and reported by CDC (2). The occasional occur-
rence of induced malaria further emphasizes the
importance of including malaria in the differential
diagnosis of fevers of unknown origin, even in
patients who have not traveled to countries where
malaria is endemic. Preventing induced malaria
requires screening potential blood, tissue, and or-
gan donors and deferring those with a history of
malaria or travel to malarious areas. Further-
more, timely surveillance must be maintained to

detect induced cases promptly, identify infected
blood donors, and prevent additional cases.

The case described by Dr. Taylor was not in-
cluded in “Changing patterns of autochthonous
malaria transmission in the United States: a re-
view of recent outbreaks” (3) because it was a case
of induced rather than autochthonous malaria.
Each reported malaria case is classified according
to standardized terminology (4). Imported malaria
(which accounts for most cases in this country) is
acquired outside the United States and its territo-
ries. Malaria acquired within the United States is
rare and occurs by one of three mechanisms:
Autochthonous malaria is acquired through the
bite of an infective mosquito. Congenital malaria
is acquired when a child is infected in utero. In-
duced malaria is transmitted by mechanical
means such as transfusion of blood or blood prod-
ucts, organ transplant, deliberate infection for
malariotherapy, or contaminated needles or injec-
tion equipment. Congenital and induced cases
were not included in this review.

When an investigation fails to identify the
source of transmission and a case cannot be
epidemiologically linked to another case of ma-
laria, the case is classified as cryptic. Most cryptic
cases are believed to be autochthonous, and there
is often evidence to suggest mosquito-borne trans-
mission, even when the source of infection re-
mains unidentified. For this reason, most cryptic
cases were included in this review of
autochthonous malaria. The two exceptions noted
in the article were excluded because both patients
had recent histories of blood transfusion, suggest-
ing that their infections were induced.

Jane R. Zucker, M.D., M.Sc., and
S. Patrick Kachur, M.D., M.P.H.
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