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ABSTRACT  

Dengue fever can rarely mimic acute appendicitis, posing 

a diagnostic challenge. We report a case of a 16-year-old 

with right iliac fossa pain initially suggestive of 

appendicitis, later diagnosed as dengue fever. Timely 

recognition through imaging and serology prevented 

unnecessary surgery. Clinicians should consider dengue in 

differential diagnoses of acute abdomen in endemic areas.  

  

INTRODUCTION  

Dengue fever is an acute febrile disease that is arthropod borne. It presents as a fever with 

retroorbital pain, severe body ache, nausea, anorexia, vomiting and blanching rash. It is prevalent 

more in the tropical regions. In Pakistan the first case was reported in 1994 and Pakistan 

experienced an outbreak of dengue fever in 2005, between 2015-2019 there were a reported 

90,400 cases of this febrile illness with 169 fatalities. [1] The fever is caused by two species of 

a mosquito namely Aedes aegypti and Aedes albopictus. [2] dengue fever can present from sub-
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clinical infection to dengue hemorrhagic fever or dengue shock syndrome involving third 

spacing with associated pleuro-peritoneal serositis [3].  

There have been reports of unusual manifestation of dengue fever with pancreatitis, acalculous 

cholecystitis, myocarditis, and acute appendicitis.  

Prompt identification of clinical features of appendicitis secondary to dengue fever can prevent 

from the mortality from non-therapeutic Appendectomies.  

CASE PRESENTATION  

A 16-year-old child with no prior history of any co-morbidities presented to the emergency 

department of OMI hospital in Karachi, with complaints of fever, pain in abdomen, anorexia, 

nausea and vomiting all these symptoms have been happening for 3 days. The pain in the 

abdomen was localized to the right iliac fossa and was associated with nausea and vomiting. 

There was no association of the fever with a petechial rash. On physical examination there was 

fever of 38.6 C and a pulse rate of 100 beats per minutes. In the abdomen there was marked 

tenderness in the right iliac fossa as well as rebound tenderness. Complete blood picture showed 

heme concentration with a H.B of 18.3g/dl and a hematocrit of 55% there was also severe 

thrombocytopenia with platelet count of 35× 10 ^9/L, The surgical team was consulted and they 

ordered an ultra-sound whole abdomen which showed partially compressible fluid filled a-

peristaltic structure in right iliac fossa to further confirm the diagnosis a CT-scan whole abdomen 

with contrast was requested. The patient was admitted into the intensive care unit for monitoring 

purpose for 48 hours. The CT-scan of the abdomen showed Mid part of the appendix along the 

right psoas muscle which appeared slightly distended measuring 1.0 cm in AP diameter, the wall 

appeared slightly indistinct at this level, however the visualized portion is measuring 0.3 cm. 

Findings were associated with surrounding fat strandings and fluid collection. Few lymph nodes 

were also enlarged around the anterior part of inferior vena cava, all these findings were highly 

suspicious of acute appendicitis as a result the diagnosis was made as acute appendicitis based 

on the clinical picture and the radiological findings. The patient experienced a worsening of the 

right iliac fossa pain the lab markers repeated the next day showed 38× 10 ^9/L and the H.B was 

12.7g/dl. The dengue NS-1 antigen came out positive along with dengue IgM serology, the 

diagnosis of appendicitis secondary to dengue fever was made and the patient was made NPO 

and was started on ceftriaxone and metronidazole. The patient’s condition stabilized as a result 
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the patient was stepped down to the ward and was discharged on oral medications including the 

anti-biotics to be continued for 5 days.  

The repeat blood tests were done which had normalized.  

ward and was discharged on oral medications including the anti-biotics to be continued for 5 
days.  

The repeat blood tests were done which had normalized.   

Fig. 1  

 Chest X-ray showing evidence of fluid in the pleural space secondary to dengue serositis   
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 Figure: 2 

 CT-scan with contrast of the patient showing enlarged lymph nodes throughout the mesentery 
along with swollen appendix.  

DISCUSSION  

Dengue fever causes mostly asymptomatic or mild disease among people residing in tropical areas 

the incidence of this febrile illness mostly increases during the rainy season. The disease has a 

varied presentation it is an infection transmitted by the bite of a female arthropod, particularly the 

Aedes aegypti or Aedes albopictus, which has been infected by one of the four dengue virus 

(DENV) serotypes: DENV-1, DENV-2, DENV-3, or DENV-4. An additional fifth serotype of 

the virus has recently been described. This disease is endemic to tropical and subtropical regions 

around the world, especially in urban and suburban regions, and represents an important public 

health problem [4]. When the Aedes aegypti mosquito bites a person infected by DENV, the virus 
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replicates in the intestines of the mosquito before disseminating to its secondary tissues, including 

the salivary glands. The time between entry of the virus and transmission to a new host is called 

extrinsic incubation, and when the temperature is between 25°C and 28°C, this period lasts 

between eight to twelve days. The Aedes mosquito has adapted to be able to reproduce in 

manmade structures including buckets, clay pots, discarded containers, used tires, stormwater 

drains, and more; this has rendered dengue an insidious disease in densely populated urban centers 

[5]. A study was carried out according to which There were 17 cases (7 males, Age range 10–71 

years), with a presumptive diagnosis of an acute abdomen fulfilling the inclusion criteria of the 

study. Twelve patients were initially admitted to the surgical unit as evaluated by the referring 

general practitioner or the hospital accident and emergency admitting officer. Other 5 cases were 

admissions to medical units due to abdominal pain and fever referred to the surgeons by the 

physicians after their initial assessment with suspicion of acute appendicitis (2 cases), acute 

cholecystitis (2 cases) and acute pancreatitis (1 case) [6]. This case was a rare presentation of 

dengue fever along with acute abdomen. In another study an analysis of 357 dengue fever patients 

found that 276 of them had nonspecific abdominal pain without obvious abdominal symptoms, 

43 (12.04%) had acute abdominal pain with clear abdominal symptoms, and only 38 (10.64%) 

did not have any abdominal pain at all [7].  

However acute abdomen in dengue has no definitive cause, the enlarged lymph nodes and fluid 

in the right iliac fossa coupled together secondary to third spacing which is characteristic of 

dengue might be a plausible explanation [8].  

Prior writers who have handled Dengue fever mimicking Acute appendicitis cases have discussed 

the importance of early disease differentiation to prevent needless surgical procedures.   

 

CONCLUSION  

Dengue fever is a common arboviral disease with a wide spectrum of clinical manifestations, 

including rare presentations such as acute appendicitis. This case highlights the importance of 

recognizing dengue fever as a potential cause of acute abdomen, particularly in endemic regions. 

Given the risk of unnecessary surgical interventions, clinicians must maintain a high index of 

suspicion for atypical presentations of dengue fever and utilize imaging and laboratory findings 

to guide management. Early recognition and appropriate medical management can prevent 

complications and improve patient outcomes. This case underscores the need for further research 
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into the pathophysiology of dengue-associated acute abdomen to refine diagnostic and treatment 

strategies.  
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