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Abstract: Plasmodium malariae is a neglected human malaria parasite with low parasitemia that
often results in the misdiagnosis and underestimation of the actual disease burden of this pathogen.
Microscopy is the best diagnostic tool, despite the fact that rapid diagnostic tests (RDTs) are the
best surveillance tool for malaria diagnosis in many rural areas for their ease of use in elimination
settings. For parasite antigen detection other than P. falciparum, RDTs depend on essential glycolytic
Plasmodium proteins, i.e., Plasmodium lactate dehydrogenase (pLDH) and Plasmodium aldolase (pAldo)
antigens. There is a lack of species-specific test kits for P. malariae, and overall, its rapid antigenic
test accuracy is questionable. False negative results can accelerate the burden of asymptomatic
malaria infection and transmission. Here, we report a case of a malaria patient in Bangladesh
infected with P. malariae who tested negative on pLDH and pAldo based RDTs. This case provides
useful information for health providers to be aware of possible RDT failure and also for the future
development of analytically sensitive test kits for P. malariae.
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1. Introduction

Plasmodium malariae is one of the six parasites causing human malaria. Because of its
low parasitemia and lower pathogenicity, it is often neglected. This protozoan parasite has
been observed in all malaria-prone regions of the world [1]. In Bangladesh, P. falciparum is
the dominant and most relevant species, but P. malariae is present as well [2–5]. A cross-
sectional study based on molecular diagnosis showed a prevalence of 2.7% of P. malariae in
the Chittagong Hill Tracts, but this parasite was documented in 9.5% of all malaria-positive
asymptomatic participants [3]. Infections can be prolonged and subclinical [6]. Rarely,
infection can result in renal dysfunction [7]. Moreover, the transmission and pathogenesis
of other malaria-causing species can be influenced by this parasite [8]. Species-specific
therapeutic administration is very crucial in the management of malaria cases and for
eradication programs. There are also reports of therapeutic failure in chronic multi-species
infections [9,10]. For the case detection of malaria in remote areas, community health
systems depend mainly on rapid diagnostic test (RDT) kits because of their accessibility and
readiness in case detection [11]. Malaria RDTs are based on various Plasmodium antigens,
such as P. falciparum histidine-rich protein-2 (PfHRP2) for the diagnosis of P. falciparum only,
and Plasmodium lactate dehydrogenase (pLDH) for the diagnosis of all Plasmodium species
(pan-specific) or specifically P. falciparum (PfLDH) and/or P. vivax (PvLDH). Moreover
pan-specific Plasmodium aldolase (pAldo) RDTs are available. However, none of the antigen
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detection kits is specific for P. malariae, P. ovale spp., or P. knowlesi [12]. Today, microscopy
is still recommended as the gold standard for these neglected human malaria parasites,
but it might result in false negative results with low parasitemia or in mixed infections. In
areas where P. knowlesi is endemic, it remains problematic to distinguish P. malariae from
P. knowlesi due to their similar morphology [13]. Hence, detection is considered a challenge
in many endemic settings.

In this case, we report an infection with P. malariae that tested negative on RDT (based
on PfHRP2/pLDH) in Bangladesh despite the presence of a relatively high parasitemia.

2. Case Report

In July 2018, a blood sample was obtained from a 15-year-old male who presented with
high fever, chills, nausea, and headache at the Alikadam Upazila Health Complex (AUHC)
in Bandarban, Chittagong Hill Tracts, Bangladesh (92.3120◦ E longitude and 21.6523◦ N
latitude). The patient resided near the AUHC and reported no travel activity in the past
three months outside his territory. At the AUHC, the sample tested negative on RDT using
a CareStart™ Malaria HRP2/pLDH (Pf/Pv) Combo (Access Bio, Inc., Somerset, NJ, USA)
RDT. However, microscopical blood film examination confirmed infection with P. malariae.
The initial parasite density count was 5380 P/µL. This initial count was performed by an
experienced and WHO-certified microscopist. The patient received treatment in accordance
with the national guideline [14]. Three milliliters of blood was collected and transported
along with the slides to the Emerging Infections & Parasitology Laboratory (EIPL) of the
icddr,b in Dhaka. At the EIPL, a parasitemia of 5930P/µL was re-counted in a thin blood
film by a second microscopist who is also specialized in this field. The sample was tested
for LDH and aldolase antigenic target using three brands of RDTs (1) STANDARD Q
Malaria P.f/Pan Ag (SD biosensor, Cheongju-si, Republic of Korea), (2) ParascreenTM Rapid
Malaria Pf/Pan (Zephyr Biomedical Systems, Goa, India), and (3) BinaxNOW® Malaria
Test (Inverness Medical Innovations, Inc., Waltham, MA, USA). The sample tested negative
for PfHRP2 (Figure 1a–c) and negative for both pLDH and aldolase (Figure 1a,d).

Initially, to rule out the prozone effect, the sample was diluted with uninfected fresh
erythrocytes, and the RDT results remained negative (Figure 1e–g). An archived sample
collected from the same geographical location (AUHC) with parasitemia of 5040 P/µL was
used as a positive control in the RDT examination and gave a positive result
(Figure 1h). A mono-infection with P. malariae was confirmed using 18S ribosomal RNA
(rRNA) Plasmodium sp. and species-specific PCRs [15]. The PCR result was validated by a
plasmid DNA control of P. malariae (Catalog No. MRA-179). On the other hand, a negative
result for CareStart™ Malaria HRP2/pLDH (Pf/Pv) Combo (Access Bio, Inc., Somerset, NJ,
USA) defined no cross reactivity of the sample with P. falciparum or P. vivax antigenic target
(Figure 1c).

To prove the absence of genetic variability and address the discordance between
RDT and microscopy/PCR, the protein-coding region of LDH gene of P. malariae of this
sample was sequenced. Talman et al. [16] showed that genetic variability has been found
in the LDH gene of non-falciparum human malaria species. On the other hand, genetic
variation in the aldolase gene has been ruled out as a possible reason for variation of RDT
sensitivity [17]. The LDH gene sequence of the sample (GenBank Accession No: MN998417)
matched the reference gene (XM029006607). Quantification by ELISA of the LDH enzyme
released in the sample could have been helpful but was a limitation in this case due to the
lack of sufficient material.
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Figure 1. RDT kits used for the diagnosis of P. malariae: (a) case sample (PM-025): 5930P/µL (Par-
ascreenTM Rapid Malaria Pf/Pan); (b) STANDARD Q Malaria P.f/Pan Ag; (c) CareStart™ Malaria 
HRP2/pLDH (Pf/Pv) Combo; (d) BinaxNOW® Malaria Test.; (e–g) diluted case sample (PM-027): 
4500P/µL; (PM-028): 3000P/µL, and (PM-039): 2000P/µL (ParascreenTM Rapid Malaria Pf/Pan); (h) 
positive control (PM-012): 5040P/µL (ParascreenTM Rapid Malaria Pf/Pan) 
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the neglected Plasmodium species including P. malariae was also documented [19]. Al-
dolase RDTs do not react reliably with P. malariae parasites because of low concentrations 
of this enzyme [20], whereas the sensitivity of pLDH-based RDTs ranges between 21.4 
and 45.2% for the diagnosis of P. malariae [12].  

One explanation for the poor sensitivity of the RDTs is the lower affinity of some 
monoclonal antibodies for the parasite [21]. In comparison with P. falciparum or P. vivax, 
parasitemia is lower in P. malariae, usually occurring as mixed rather than mono infec-
tions and therefore can be undetectable by RDTs and even by microscopy [22,23]. How-
ever, symptomatic P. malariae cases also went undetected by RDTs, and higher para-
sitemia definitely could not assure the accuracy of the RDTs [24–26]. The reason for the 
poor sensitivity of RDTs in the detection of this parasite is yet to be determined [27], and 

Figure 1. RDT kits used for the diagnosis of P. malariae: (a) case sample (PM-025): 5930P/µL
(ParascreenTM Rapid Malaria Pf/Pan); (b) STANDARD Q Malaria P.f/Pan Ag; (c) CareStart™ Malaria
HRP2/pLDH (Pf/Pv) Combo; (d) BinaxNOW® Malaria Test.; (e–g) diluted case sample (PM-027):
4500P/µL; (PM-028): 3000P/µL, and (PM-039): 2000P/µL (ParascreenTM Rapid Malaria Pf/Pan);
(h) positive control (PM-012): 5040P/µL (ParascreenTM Rapid Malaria Pf/Pan).

3. Discussion

Very recently, a negative RDT result was reported in a P. malariae case imported from
West Africa to China [18]. The suboptimal performance of the RDTs for detecting the
neglected Plasmodium species including P. malariae was also documented [19]. Aldolase
RDTs do not react reliably with P. malariae parasites because of low concentrations of this
enzyme [20], whereas the sensitivity of pLDH-based RDTs ranges between 21.4 and 45.2%
for the diagnosis of P. malariae [12].

One explanation for the poor sensitivity of the RDTs is the lower affinity of some
monoclonal antibodies for the parasite [21]. In comparison with P. falciparum or P. vivax,
parasitemia is lower in P. malariae, usually occurring as mixed rather than mono infections
and therefore can be undetectable by RDTs and even by microscopy [22,23]. However,
symptomatic P. malariae cases also went undetected by RDTs, and higher parasitemia
definitely could not assure the accuracy of the RDTs [24–26]. The reason for the poor
sensitivity of RDTs in the detection of this parasite is yet to be determined [27], and in-
depth research on the antigenic nature of this parasite is urgently needed. The clinical
presentation of P. malariae mono-infection is not rare in this region [2]. However, depending
on RDTs and complexity in blood smears, cases may be misdiagnosed. Recently, a few
studies have been focusing on the development of diagnostic markers, i.e., the sensitive
monoclonal antibody selection of LDH of P. malariae to increase the sensitivity of the RDTs
and the testing of recombinant proteins of P. malariae merozoite surface protein 1 as a
promising diagnostic marker as well as a vaccine target [28,29]. Nevertheless, the small
number of diagnosed P. malariae cases hinders the evaluation and development of RDTs for
this species.

Woodford et al. [30] conducted an induced blood-stage malaria (IBSM) model experi-
ment to study P. malariae infection in humans. Although in this study, the pLDH level was
correlated with increased parasitemia and had the appropriate attributes for a screening
test, the pLDH RDT result was negative. Thus, this rapid diagnostic kit appears to be
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too insensitive for this species, and case detection, true estimates of disease burden, and
elimination efforts remain a challenge. This emphasizes again that even though there is a
quantifiable pLDH antigen, RDTs can readily fail to detect this parasite.

C-reactive protein (CRP) acts as a prognosis marker of disease severity in P. falciparum
and P. vivax malaria. The CRP level increases with the parasitemia, representing a non-
specific host response, and maintains consistent correlation with disease progression [31].
In this IBSM model, however, P. malariae showed different dynamics. It presented a rel-
atively delayed lag period in pLDH positivity with respect to parasite appearance after
inoculation. This provides a clear difference in interspecies pLDH biomarker dynamics.
The pLDH-based RDT is designed to target the same pLDH level regardless of the malaria
species. These findings can shed light on the development of species-specific RDT kits.

Studies have shown that PfHRP2 has a relatively long half-life (2–4 weeks), favoring
the development of anti-PfHRP2 antibodies in the host blood and leading to false negative
results The current authors also proposed that the similar blocking effect may hinder the
performance of LDH or aldolase [32]. A 72 hour developmental cycle helps the blood
stage of P. malariae to persist for a very long time in host facilities. Thus, circulating LDH
antigen released by parasites assists in the formation of host antibodies [33]. This anti-LDH
immune complex may possibly inhibit the detection of pLDH by RDT. Malaria elimination
approaches need to focus on understanding the biology and transmission dynamics of
less-appreciated parasite species like P. malariae [34].

4. Conclusions

In endemic areas, malaria case management mainly focuses on the most relevant
Plasmodium species, namely, P. falciparum and P. vivax. Neglected Plasmodium species like
P. malariae are often overlooked. In our case, the RDT diagnosis of a symptomatic patient
with relatively high parasitemia failed. It is evident that no reliable screening kits/RDTs are
available for the diagnosis of P. malariae. Diagnosis with microscopy and PCR is often not
possible in endemic rural settings. Since (mono-) infections of P. malariae are not uncommon,
proper diagnosis may reveal more subclinical malaria cases in endemic countries. Lately,
the paradigm shift from malaria control to malaria elimination in Bangladesh underscores
the importance of having an efficient method of point-of-care testing for P. malariae. We
recommend that the health care team in endemic areas be aware of RDT failings and
propose that additional microscopical or molecular diagnostic tools might be needed to
avoid false negative results.

Author Contributions: M.S.A. and H.-P.F. had the idea for the manuscript. F.T.J. and M.G.K. car-
ried out laboratory experiments. F.T.J., M.G.K., and M.S.A. carried out acquisition of data and
interpretation. F.T.J. drafted the first version of the manuscript. H.-P.F. and M.S.A. carried out the
manuscript review and final approval. All authors have read and agreed to the published version of
the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: Not applicable.

Informed Consent Statement: Not applicable.

Data Availability Statement: Not applicable.

Acknowledgments: The authors are grateful to David J Sullivan, Jr. of the Johns Hopkins Malaria Re-
search Institute, Department of Molecular Microbiology and Immunology, Johns Hopkins Bloomberg
School of Public Health, Baltimore, Maryland, USA, for providing valuable suggestions and re-
viewing the manuscript. We are also grateful to the National Malaria Elimination Programme of
Bangladesh for their excellent services to the malaria patients across the country. icddr,b is grateful to
the governments of Bangladesh, Canada, Sweden, and the UK for providing unrestricted support.

Conflicts of Interest: The authors declare no conflict of interest.



Pathogens 2022, 11, 1072 5 of 6

References
1. Fuehrer, H.P.; Campino, S.; Sutherland, C.J. The primate malaria parasites Plasmodium malariae, Plasmodium brasilianum and

Plasmodium ovale spp.: Genomic insights into distribution, dispersal and host transitions. Malar. J. 2022, 21, 138. [CrossRef]
[PubMed]

2. Rahman, W.; Chotivanich, K.; Silamut, K.; Tanomsing, N.; Hossain, A.; Faiz, M.A.; Dondorp, A.M.; Maude, R.J. Plasmodium
malariae in Bangladesh. Trans. R. Soc. Trop. Med. Hyg. 2010, 104, 78–80. [CrossRef]

3. Fuehrer, H.P.; Swoboda, P.; Harl, J.; Starzengruber, P.; Habler, V.E.; Bloeschl, I.; Haque, R.; Matt, J.; Khan, W.A.; Noedl, H. High
prevalence and genetic diversity of Plasmodium malariae and no evidence of Plasmodium knowlesi in Bangladesh. Parasitol. Res.
2014, 113, 1537–1543. [CrossRef] [PubMed]

4. Swoboda, P.; Fuehrer, H.P.; Ley, B.; Starzengruber, P.; Ley-Thriemer, K.; Jung, M.; Matt, J.; Fally, M.A.; Mueller, M.K.; Reismann,
J.A.; et al. Evidence of a major reservoir of non-malarial febrile diseases in malaria-endemic regions of Bangladesh. Am. J. Trop.
Med. Hyg. 2014, 90, 377–382. [CrossRef] [PubMed]

5. Starzengruber, P.; Fuehrer, H.P.; Ley, B.; Thriemer, K.; Swoboda, P.; Habler, V.E.; Jung, M.; Graninger, W.; Khan, W.A.; Haque, R.;
et al. High prevalence of asymptomatic malaria in south-eastern Bangladesh. Malar. J. 2014, 13, 16. [CrossRef] [PubMed]

6. Vinetz, J.M.; Li, J.; McCutchan, T.F.; Kaslow, D.C. Plasmodium malariae infection in an asymptomatic 74-year-old Greek woman
with splenomegaly. N. Engl. J. Med. 1998, 338, 367–371. [CrossRef] [PubMed]

7. Gilles, H.M.; Hendrickse, R.G. Nephrosis in Nigerian children. Role of Plasmodium malariae, and effect of antimalarial treatment.
Br. Med. J. 1963, 2, 27–31. [CrossRef]

8. Mueller, I.; Zimmerman, P.A.; Reeder, J.C. Plasmodium malariae and Plasmodium ovale—The “bashful” malaria parasites. Trends
Parasitol. 2007, 23, 278–283. [CrossRef]

9. Betson, M.; Sousa-Figueiredo, J.C.; Atuhaire, A.; Arinaitwe, M.; Adriko, M.; Mwesigwa, G.; Nabonge, J.; Kabatereine, N.B.;
Sutherland, C.J.; Stothard, J.R. Detection of persistent Plasmodium spp. infections in Ugandan children after artemether-
lumefantrine treatment. Parasitology 2014, 141, 1880–1890. [CrossRef]

10. Dinko, B.; Oguike, M.C.; Larbi, J.A.; Bousema, T.; Sutherland, C.J. Persistent detection of Plasmodium falciparum, P. malariae, P.
ovale curtisi and P. ovale wallikeri after ACT treatment of asymptomatic Ghanaian school-children. Int. J. Parasitol. Drugs Drug
Resist. 2013, 3, 45–50. [CrossRef]

11. Wongsrichanalai, C.; Barcus, M.J.; Muth, S.; Sutamihardja, A.; Wernsdorfer, W.H. A review of malaria diagnostic tools: Microscopy
and rapid diagnostic test (RDT). Am. J. Trop. Med. Hyg. 2007, 77, 119–127. [CrossRef] [PubMed]

12. Mukkala, A.N.; Kwan, J.; Lau, R.; Harris, D.; Kain, D.; Boggild, A.K. An Update on Malaria Rapid Diagnostic Tests. Curr. Infect.
Dis. Rep. 2018, 20, 49. [CrossRef] [PubMed]

13. Ong, C.W.; Lee, S.Y.; Koh, W.H.; Ooi, E.E.; Tambyah, P.A. Monkey malaria in humans: A diagnostic dilemma with conflicting
laboratory data. Am. J. Trop. Med. Hyg. 2009, 80, 927–928. [CrossRef] [PubMed]

14. Directorate General of Health Services. Revised Malaria Treatment Regimen-2017; Directorate General of Health Services: Dhaka,
Bangladesh, 2017.

15. Snounou, G.; Viriyakosol, S.; Zhu, X.P.; Jarra, W.; Pinheiro, L.; do Rosario, V.E.; Thaithong, S.; Brown, K.N. High sensitivity of
detection of human malaria parasites by the use of nested polymerase chain reaction. Mol. Biochem. Parasitol. 1993, 61, 315–320.
[CrossRef]

16. Talman, A.M.; Duval, L.; Legrand, E.; Hubert, V.; Yen, S.; Bell, D.; Le Bras, J.; Ariey, F.; Houze, S. Evaluation of the intra- and
inter-specific genetic variability of Plasmodium lactate dehydrogenase. Malar. J. 2007, 6, 140. [CrossRef] [PubMed]

17. Moody, A. Rapid diagnostic tests for malaria parasites. Clin. Microbiol. Rev. 2002, 15, 66–78. [CrossRef] [PubMed]
18. Xia, J.; Fan, L.; Si, L.; Lu, Q.; Zhao, Y.; Zhang, M.; Xu, Y.; Wang, B. A Case Report of Serological Rapid Diagnostic Test-Negative

Plasmodium malariae Malaria Imported from West Africa. Clin. Lab. 2021, 67, 10. [CrossRef]
19. Yerlikaya, S.; Campillo, A.; Gonzalez, I.J. A Systematic Review: Performance of Rapid Diagnostic Tests for the Detection of

Plasmodium knowlesi, Plasmodium malariae, and Plasmodium ovale Monoinfections in Human Blood. J. Infect. Dis. 2018, 218,
265–276. [CrossRef]

20. Richter, J.; Göbels, K.; Müller-Stöver, I.; Hoppenheit, B.; Häussinger, D. Co-reactivity of plasmodial histidine-rich protein 2
and aldolase on a combined immuno-chromographic-malaria dipstick (ICT) as a potential semi-quantitative marker of high
Plasmodium falciparum parasitaemia. Parasitol. Res. 2004, 94, 384–385. [CrossRef]

21. Moody, A.H.; Chiodini, P.L. Non-microscopic method for malaria diagnosis using OptiMAL IT, a second-generation dipstick for
malaria pLDH antigen detection. Br. J. Biomed. Sci. 2002, 59, 228–231. [CrossRef]

22. Zhang, S.X.; Kronmann, K.C.; Kavanaugh, M.J. Plasmodium malariae-Repeat Light Microscopy when Molecular Testing is Not
Available. Am. J. Trop. Med. Hyg. 2019, 100, 233–234. [CrossRef] [PubMed]

23. Niño, C.H.; Cubides, J.R.; Camargo-Ayala, P.A.; Rodríguez-Celis, C.A.; Quiñones, T.; Cortés-Castillo, M.T.; Sánchez-Suárez, L.;
Sánchez, R.; Patarroyo, M.E.; Patarroyo, M.A. Plasmodium malariae in the Colombian Amazon region: You don’t diagnose what
you don’t suspect. Malar. J. 2016, 15, 576. [CrossRef] [PubMed]

24. Dyer, M.E.; Tjitra, E.; Currie, B.J.; Anstey, N.M. Failure of the ‘pan-malarial’ antibody of the ICT Malaria P.f/P.v immunochro-
matographic test to detect symptomatic Plasmodium malariae infection. Trans. R. Soc. Trop. Med. Hyg. 2000, 94, 518. [CrossRef]

25. Deng, Y.; Zhou, R.M.; Zhang, H.W.; Qian, D.; Liu, Y.; Chen, W.Q.; Zhao, X.D. Diagnosis and treatment for three imported
Plasmodium malariae malaria cases in Henan Province. Zhongguo Ji Sheng Chong Xue Yu Ji Sheng Chong Bing Za Zhi 2014, 32, 61–63.

http://doi.org/10.1186/s12936-022-04151-4
http://www.ncbi.nlm.nih.gov/pubmed/35505317
http://doi.org/10.1016/j.trstmh.2009.06.014
http://doi.org/10.1007/s00436-014-3798-8
http://www.ncbi.nlm.nih.gov/pubmed/24578257
http://doi.org/10.4269/ajtmh.13-0487
http://www.ncbi.nlm.nih.gov/pubmed/24420774
http://doi.org/10.1186/1475-2875-13-16
http://www.ncbi.nlm.nih.gov/pubmed/24406220
http://doi.org/10.1056/NEJM199802053380605
http://www.ncbi.nlm.nih.gov/pubmed/9449730
http://doi.org/10.1136/bmj.2.5348.27
http://doi.org/10.1016/j.pt.2007.04.009
http://doi.org/10.1017/S003118201400033X
http://doi.org/10.1016/j.ijpddr.2013.01.001
http://doi.org/10.4269/ajtmh.2007.77.119
http://www.ncbi.nlm.nih.gov/pubmed/18165483
http://doi.org/10.1007/s11908-018-0655-4
http://www.ncbi.nlm.nih.gov/pubmed/30353400
http://doi.org/10.4269/ajtmh.2009.80.927
http://www.ncbi.nlm.nih.gov/pubmed/19478250
http://doi.org/10.1016/0166-6851(93)90077-B
http://doi.org/10.1186/1475-2875-6-140
http://www.ncbi.nlm.nih.gov/pubmed/17961215
http://doi.org/10.1128/CMR.15.1.66-78.2002
http://www.ncbi.nlm.nih.gov/pubmed/11781267
http://doi.org/10.7754/Clin.Lab.2021.210208
http://doi.org/10.1093/infdis/jiy150
http://doi.org/10.1007/s00436-004-1213-6
http://doi.org/10.1080/09674845.2002.11783665
http://doi.org/10.4269/ajtmh.18-0592
http://www.ncbi.nlm.nih.gov/pubmed/30774068
http://doi.org/10.1186/s12936-016-1629-3
http://www.ncbi.nlm.nih.gov/pubmed/27899111
http://doi.org/10.1016/S0035-9203(00)90072-5


Pathogens 2022, 11, 1072 6 of 6

26. Kosack, C.S.; Naing, W.T.; Piriou, E.; Shanks, L. Routine parallel diagnosis of malaria using microscopy and the malaria rapid
diagnostic test SD 05FK60: The experience of Médecins Sans Frontières in Myanmar. Malar. J. 2013, 12, 167. [CrossRef]

27. Moody, A.; Hunt-Cooke, A.; Gabbett, E.; Chiodini, P. Performance of the OptiMAL malaria antigen capture dipstick for malaria
diagnosis and treatment monitoring at the Hospital for Tropical Diseases, London. Br. J. Haematol. 2000, 109, 891–894. [CrossRef]

28. Piper, R.C.; Buchanan, I.; Choi, Y.H.; Makler, M.T. Opportunities for improving pLDH-based malaria diagnostic tests. Malar J.
2011, 10, 213. [CrossRef]

29. Elizardez, Y.B.; Fotoran, W.L.; Junior, A.J.G.; Curado, I.; Junior, N.K.; Monteiro, E.F.; Romero Neto, I.; Wunderlich, G.; Kirchgatter,
K. Recombinant proteins of Plasmodium malariae merozoite surface protein 1 (PmMSP1): Testing immunogenicity in the BALB/c
model and potential use as diagnostic tool. PLoS ONE 2019, 14, e0219629. [CrossRef] [PubMed]

30. Woodford, J.; Collins, K.A.; Odedra, A.; Wang, C.; Jang, I.K.; Domingo, G.J.; Watts, R.; Marquart, L.; Berriman, M.; Otto, T.D.;
et al. An Experimental Human Blood-Stage Model for Studying Plasmodium malariae Infection. J. Infect. Dis. 2020, 221, 948–955.
[CrossRef]

31. Paul, R.; Sinha, P.K.; Bhattacharya, R.; Banerjee, A.K.; Raychaudhuri, P.; Mondal, J. Study of C reactive protein as a prognostic
marker in malaria from Eastern India. Adv. Biomed. Res. 2012, 1, 41. [CrossRef]

32. Ho, M.-F.; Baker, J.; Lee, N.; Luchavez, J.; Ariey, F.; Nhem, S.; Oyibo, W.; Bell, D.; González, I.; Chiodini, P.; et al. Circulating
antibodies against Plasmodium falciparum histidine-rich proteins 2 interfere with antigen detection by rapid diagnostic tests.
Malar. J. 2014, 13, 480. [CrossRef] [PubMed]

33. Collins, W.E.; Jeffery, G.M. Plasmodium malariae: Parasite and disease. Clin. Microbiol. Rev. 2007, 20, 579–592. [CrossRef]
[PubMed]

34. Lover, A.A.; Baird, J.K.; Gosling, R.; Price, R.N. Malaria Elimination: Time to Target All Species. Am. J. Trop. Med. Hyg. 2018, 99, 17–23.
[CrossRef] [PubMed]

http://doi.org/10.1186/1475-2875-12-167
http://doi.org/10.1046/j.1365-2141.2000.01974.x
http://doi.org/10.1186/1475-2875-10-213
http://doi.org/10.1371/journal.pone.0219629
http://www.ncbi.nlm.nih.gov/pubmed/31344067
http://doi.org/10.1093/infdis/jiz102
http://doi.org/10.4103/2277-9175.100140
http://doi.org/10.1186/1475-2875-13-480
http://www.ncbi.nlm.nih.gov/pubmed/25481825
http://doi.org/10.1128/CMR.00027-07
http://www.ncbi.nlm.nih.gov/pubmed/17934075
http://doi.org/10.4269/ajtmh.17-0869
http://www.ncbi.nlm.nih.gov/pubmed/29761762

	A Case of Plasmodium malariae in Bangladesh: ARepresentation of the Suboptimal Performance of RapidDiagnostic Approaches in Malaria Elimination Settings
	Abstract
	Introduction 
	Case Report 
	Discussion 
	Conclusions 
	Supporting Information
	References

