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Severe dengue infections in a postoperative patient may lead to significant derangement in the body’s homeostasis resulting in
morbidity and sometimes even mortality. Reports on presentation and clinical manifestations of dengue in patients following
major surgical procedures are scarce and restricted to few case reports. We describe a 26-year-old male with atypical presentation
and late detection of dengue haemorrhagic fever following a major abdominal surgery. On postoperative day 6, he developed
spontaneous bleeding from the drain site and moderate-to-massive bilateral pleural effusion with respiratory distress. His dengue
IgM and IgG were positive. Therefore, a diagnosis of dengue haemorrhagic fever with bilateral lower zone pneumonia was made. A
right-sided intercostal tube was inserted. Intensive care was given and was managed with intravenous antibiotics, targeted fluid
therapy, and supportive care. He recovered from the infection and was discharged uneventfully. This case is unique because during
the postoperative period, he went into critical phase with significant fluid leakage and developed bleeding manifestations without a
clear febrile phase and deterioration in the haemodynamic parameters. High degree of suspicion and early detection are necessary

to guide the fluid therapy and provide organ support in such patients.

1. Introduction

Dengue fever is a widespread arbovirus infection globally [1]. It
is endemic in many developing countries including Sri Lanka
and poses a considerable burden on healthcare systems [2, 3]. It
has a spectrum of clinical manifestations ranging from sub-
clinical infections to severe dengue with fluid leakage, hae-
morrhagic manifestations, and organ dysfunction [1]. Recent
studies point to an increase in unusual presentations and severe
disease [2, 4-7]. Severe dengue infection in a postoperative
patient may lead to significant derangement in the body’s
homeostasis resulting in morbidity [8, 9]. Reports on presen-
tation and clinical manifestations of dengue in patients fol-
lowing major surgical procedures are scarce and restricted to
few case reports [9].

This case describes a unique occurrence of developing
critical phase with significant fluid leakage without a clear

febrile phase and unusual bleeding from the wound site
following major abdominal surgery.

2. Case Presentation

A 26-year-old male with a history of subtotal colectomy and
ileostomy for an inflammatory pelvic mass was referred to
our unit for further assessment. He had no other medical
comorbidities and had good exercise tolerance. Assessment
with contrast enhanced computed tomography and mag-
netic resonance imaging showed resolution of the inflam-
matory mass, and a decision was made to restore the bowel
continuity. Six months following the initial surgery, he
underwent excision of the rectal stump (as it was found to be
fibrotic) followed by an ileal pouch-anal anastomosis.

On the second postoperative day, he developed respi-
ratory distress, tachycardia, and fever. Inflammatory
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markers were elevated with a white blood cell count (WBC)
of 22 x10%/1. Arterial blood gas showed a type 1 respiratory
failure. A computed tomography (CT) pulmonary angio-
gram was performed suspecting a pulmonary embolism
which was negative. However, there was bilateral basal
consolidation. He improved with supportive care with
resolution of fever within 24 hours.

Thereafter, his recovery was uneventful till day 5 with a
functioning ileostomy and the abdominal drain was re-
moved on day 4. On day 6, he had continuous bleeding from
the drain site. On day 7, he again developed respiratory
distress with a drop in saturation to 88% on air. There was
drain-site oozing. He had no fever, and the haemodynamic
parameters including urine output were normal. His full
blood count revealed severe thrombocytopenia and hae-
moconcentration (WBC: 4.4, haemoglobin: 24.2 g/dl, hae-
matocrit: 67.8, and platelet: 9), and C-reactive protein was
290 mg/dl (Figures 1 and 2). His liver enzymes were mildly
elevated and renal functions were normal. His abdomen was
nontender, and ileostomy was functioning normally. Ul-
trasound scan showed bilateral moderate-to-massive pleural
effusion and moderate ascites. A right intercostal tube was
inserted, and he was transferred to the ICU for intensive
monitoring. The dengue IgM and IgG were positive. He was
managed for dengue haemorrhagic fever and bilateral lower
zone pneumonia with intravenous antibiotics, targeted fluid
therapy, supportive care, and monitoring. Platelet transfu-
sion was given as he had persistent drain-site oozing. He
improved with supportive care. The drain site oozing seized
after 48 hours, and the intercostal tube was removed on day
11. Thereafter, his recovery was uneventful and was dis-
charged (Figure 3). Informed written consent was obtained
from the patient prior to collection of data for publication.

3. Discussion

The evidence on presentation and clinical manifestations of
dengue in postsurgical patients is restricted to case reports
and case series and mostly includes transplant recipients
[10]. In postoperative patients, bleeding from the surgical
site and fever with abdominal symptoms are common
presentations of dengue [10, 11]. However, these symptoms
are nonspecific and, therefore, needs a high degree of sus-
picion for the diagnosis.

The reported patient developed respiratory distress and
fever on day 2 after surgery which resolved within 24 hours.
He did not have myalgia, arthralgia, or headache. The critical
phase usually occurs towards the late febrile phase, often
after the 3rd day of fever [1]. The reported patient had a brief
period of fever on day 2 after surgery which resolved within
24 hours with improvement of clinical parameters.

He developed bleeding from the drain site on day 6 after
surgery which may have been contributed by the use of
nonsteroidal anti-inflammatory drugs given for pain relief.
The critical phase was detected late once the patient de-
veloped respiratory distress due to bilateral pleural effusion.
By then, there was severe thrombocytopenia and haemo-
concentration. Full blood count was not observed after day 2
after surgery as the patient was clinically improving. The
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FiGure 1: Image showing the trends of white blood cell, haemo-
globin, and haematocrit with postoperative day.

350
300
250
200
150
100

50

Day 2 Day 4 Day 7 Day 8 Day9 Day 11

—— Platelets (x1000/uL)
—— CRP (mg/dl)

FiGure 2: Image showing the trends of platelet and C-reactive
protein with postoperative day.

development of fluid leakage without a clear febrile phase
was atypical leading to late detection.

The incubation period for dengue is generally 3-7 days
(up to 12 days) [1]. As the patient was admitted 4 days prior
to surgery, hospital acquired dengue is also a possibility. He
did not have a blood transfusion before surgery excluding
the possibility of transfusion-transmitted infection. This
requires prompt investigation and implementation of pre-
ventive strategies in the hospital setting.

Following a major surgery, there is systemic inflammatory
response due to the surgical stress and tissue trauma, chal-
lenging the homeostatic mechanisms in the body [12]. Addi-
tional insult due to a severe dengue infection may lead to further
fluid shift and imbalance, microvascular instability, and com-
promise of homeostasis which may end up in morbidity or even
mortality [1]. Therefore, preventive measures should be strictly
implemented in the hospital setting in dengue-endemic areas to
minimise postoperative morbidity.

4. Conclusion

We described a young male with atypical manifestation and
late detection of dengue haemorrhagic fever following a
major abdominal surgery. In dengue-endemic regions,
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Ficure 3: Timeline of key events and management.

unusual bleeding from a wound few days after surgery
should raise a suspicion of dengue. Early detection is nec-
essary to guide the fluid therapy and provide organ support
during the critical period of illness. Preventive measures
should be strictly adhered to minimise morbidity in post-
operative patients.
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