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Abstract. Dengue fever may present with atypical manifestations. Here we report
a 47 year-old male presenting with fever and sore throat for 2 days, followed by
epigastric pain and tarry stool for 4 days. The esophagogastroduodenoscopy
revealed multiple ulcers with a nodular margin in the duodenal bulb and second
portion of the duodenum. A MRI of the abdomen revealed hemorrhagic pancre-
atitis, with a large intramural hematoma in the second portion of duodenum. The
final diagnosis was dengue hemorrhagic fever, grade II, complicated with hemor-
rhagic pancreatitis and an intramural hematoma of the duodenal wall. Physicians
should be aware of the atypical abdominal presentations of dengue fever.
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INTRODUCTION

Dengue fever is an arboviral infection
which is a major public health problem
in subtropical and tropical countries. In
2011, the incidence of dengue fever was
7.3/100,000 in Taiwan; dengue hemorrhag-
ic fever and dengue shock syndrome ac-
counted for 1.2% of cases (http://www.cdc.
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gov.tw). The majority of patients infected
with dengue virus are asymptomatic, and
those who are symptomatic may present
with biphasic fever, myalgia, retro-orbital
pain, cough, skin rash, leukopenia and
thrombocytopenia. Dengue infection may
also present with atypical manifestations
which may be underreported and lead to
misdiagnosis. Atypical abdominal presen-
tations include acalculous cholecystitis,
splenic rupture, febrile diarrhea and acute
pancreatitis (Gulati and Maheshwari,
2007). Common endoscopic findings in
patients with dengue fever include hem-
orrhagic gastritis, gastric ulcers, duodenal
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ulcers and esophageal ulcers (Chiu et al,
2005). To our knowledge, this is the first
case report of dengue hemorrhagic fever
complicated with hemorrhagic pancre-
atitis and an intramural hematoma of the
duodenal wall.

CASE REPORT

A47-year-old male with diabetes mel-
litus and chronic hepatitis B virus (HBV)
infection, presented to our emergency
room with fever, chills, sore throat, vom-
iting and myalgia for two days. He lived
in San Min District, Kaohsiung City, a
dengue endemic area of Taiwan. In the
emergency room he was diagnosed with
having a respiratory tract infection and
was sent home with oral medications.
Four days later he presented again, this
time with epigastric pain and black tarry
stools and was admitted.

His initial physical examination re-
vealed a blood pressure of 120/77 mmHg,
abody temperature of 36.3°C, a heart rate
of 93 beats/minute and a respiratory rate
of 20 breaths/minute. His conjunctiva was
not pale. He had epigastric tenderness to
palpation and hypoactive bowel sounds.
He had neither spider angiomas nor pal-
mar erythema.

Laboratory testing revealed a white
blood cell count of 3.54x10°/1 with 65%
granulocytes, 24% lymphocytes, 11%
monocytes, a hemoglobin of 14.1 g/dl, a
hematocrit of 41% and a platelet count of
33,000/mm?3. His serum creatinine was 1.5
mg/dl (normal 0.7~1.5). His serum gluta-
mate oxaloacetate transaminase (SGOT) of
107 U/l (normal 5~35), serum glutamate
pyruvate transaminase (SGPT) was 85 U/l
(normal 0~40) and alkaline phosphatase
(ALP) was 52 U/l (normal 42~128). His
serum amylase was 2,245 U/l (30~110)
and lipase was 2,499 U/l (20~300). His
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prothrombin time (INR) was 0.92 and acti-
vated partial thromboplastin time (aPTT)
was 31.1/29.7. His serum triglyceride level
was 116 mg/dl (normal < 200).

Esophagogastroduodenoscopy (EGD)
performed on admission revealed mul-
tiple ulcers with a nodular margin, large
adherent clots and a visible vessel in the
duodenal bulb and second portion of
the duodenum. The ulcers were injected
with 9 ml distilled water and a biopsy
was obtained (Fig 1 A, B). Pathology of
duodenal biopsy specimens revealed duo-
denal mucosal tissue with infiltration and
chronic inflammatory cells. Computed
tomography of the abdomen on admission
revealed a lobulated mass over the second
portion of the duodenum (Fig 2A, B). A
MRI of the abdomen on Day 4 of hospital-
ization revealed a large intramural hema-
toma of the duodenum and hemorrhagic
pancreatitis (Fig 3). The patient developed
dyspnea during hospitalization, and a
chest x-ray revealed a right-sided pleural
effusion (Fig 4). A thoracentesis showed
tansudative fluid.

Dengue fever was confirmed with
positive serum immunoglobulin M and
immunoglobulin G for dengue virus by
enzyme-linked immunosorbent assay
on the eight day after disease onset. The
diagnosis of dengue hemorrhagic fever,
grade II, was established on the basis of
fever, thrombocytopenia (<100,000/mm?),
spontaneous bleeding from the gastroin-
testinal tract, a right sided pleural effusion
and a drop in hematocrit of >20%.

The patient was treated for acute pan-
creatitis with bowel rest and intravenous
fluid, and given esomeprazole 40mg intra-
venously and was transfused with packed
red blood cells. EGD was repeated on day
26 and 46 (Fig 1C and D, respectively).

Repeat abdominal CT on days 19 and
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Fig 1-Esophagogastroduodenoscopy (EGD) findings. A, B, EGD on day of admission revealed
multiple ulcers with adherent blood clots, a visible vessel in an ulcer base and a nodular mar-
gin of the ulcers, the ulcers were in the duodenal bulb and second portion of the duodenum.
C, EGD on Day 26 revealing ulcer scarring in the duodenal bulb and edematous mucosa
extending from the superior duodenal angle to the second portion of duodenum. D, EGD on
Day 46 revealing giant folds with hyperemic mucosa in the second portion of the duodenum.

51 revealed resolution of the intramural
hematoma and formation of a peripancre-
atic phlegmon (Fig 2 C-F). A CT-guided
drainage of peripancreatic phlegmon
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was done, and the culture revealed Kleb-
siella pneumoniae. After drainage and
prolonged use of cefazolin the patient
recovered well.

Vol 44 No.3 May 2013



DHF COMPLICATED WITH PANCREATITIS AND HEMATOMA

Fig 2-Computed tomography results. A, B. Computed tomography of the abdomen on day 1 revealing
a lobulated mass, 2.8 x 2.7 x 4.1 cm in size, in the lateral wall of the secondary portion of the
duodenum. C, D. Computed tomography of the abdomen on day 19 revealing a hematoma,
10 x 5 x 3 cm in size, in the lateral wall of the second portion of the duodenum (x) and the
presence of a partially liquefied phlegmon in the left peripancreatic region, measuring 14 x 6
x 6 cm in size (%). E, F. Computed tomography of the abdomen on day 51 revealing almost
complete resolution of the intramural hematoma in the lateral wall of the second portion of
the duodenum and the persistence of the left-sided, peripancreatic phlegmon, 11 cm in size,

only partially resolved.

DISCUSSION

Hemorrhagic pancreatitis associ-
ated with dengue fever is rare and the
clinicians should be aware of the atypical
abdominal presentations of dengue fever.

Common etiologies of acute pan-
creatitis include gallstones, alcohol,
hypertriglyceridemia, trauma and drugs
(mainly antibiotics). Less common eti-
ologies include periampullar diverticuli,
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pancrease divisum, a periampullar mass
and infectious agents, such as mumps,
coxsackievirus and cytomegalovirus. We
excluded these causes of acute pancreatitis
in our case by history, laboratory exams
and imaging studies.

We searched PubMed for the key
words: acute abdomen, acute pancreatitis,
dengue virus, hemorrhagic pancreatitis
and found only fourteen cases of dengue
infection complicated with acute pancre-
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Fig 3-Abdominal MRI on Day 4. A. T1-weighted axial image revealing hyperdensity (white arrow)
in the lateral wall of the duodenum. B, C. T2-weighted axial and coronal images revealing a
15 x 5 x 3.5 cm, intramural hematoma (star asterisk) in the lateral wall of the second portion
of the duodenum.

atitis reported. The characteristics of these
cases, including our case, are shown in
Table 1. A unique feature in our case was
the presence of an intramural hematoma
in the duodenal wall. The hypothesized
mechanisms for dengue virus-induced
pancreatitis include direct viral infection
and systemic hypotension due to dengue
hemorrhagic fever. Difficulty in obtain-
ing pancreatic tissue biopsy samples
interfered with obtaining a definitive
pathogenesis.

The frequency of acute pancreatitis
in dengue fever may be underestimated.
The diagnosis of acute pancreatitis de-
pends on elevated serum amylase and
lipase levels greater than three times the
upper limit of normal after excluding gut
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perforation and infarction. Serum amylase
and lipase levels usually return to normal
within seven days. The average time to
diagnose acute pancreatitis dengue in-
fection was about seven days (Table 1).
Acute pancreatitis may be undiagnosed
due to normalization of serum amylase
and lipase levels unless complications of
acute pancreatitis occur, such as pancre-
atic ductal disruption, ductal obstruction,
or pseudocyst formation, conditions when
the serum amylase and lipase can remain
elevated for longer than 7 days.

The principal hemorrhagic phenom-
ena of dengue fever include epistaxis,
gum bleeding and mucosal bleeding from
the gastrointestinal tract. The endoscopic
findings of those with upper gastrointesti-
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Fig 4-Chest x-ray during hospitalization. Serial (A, B, C) chest x-rays revealing a progressive increase
in a right pleural effusion indicating plasma leakage. D. Decubital view revealing pleural

effusion.

nal bleeding in dengue hemorrhagic fever
include hemorrhagic gastritis, gastric ul-
cer, duodenal ulcer and esophageal ulcer,
among which hemorrhagic gastritis is the
most common finding (Perng et al, 1989;
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Ammori et al, 1998; Chiu et al, 2005). For
patients with dengue fever complicated
with upper gastrointestinal bleeding,
conservative therapy with blood transfu-
sion is the mainstay of management rather
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than endoscopic injection. Those who are
treated with endoscopic injection may
require more transfusions with packed
red blood cells (Chiu et al, 2005).

In non-dengue infected patients, the
hemorrhagic complications of acute pan-
creatitis may be attributed to gastrointes-
tinal bleeding or erosion of the vessel with
or without a pseudoaneurysm caused
by pancreatic necrosis or severe inflam-
mation (Lin et al, 2002; Flati et al, 2003).
Fifty-two to 68% of patients with acute
pancreatitis may have an acute gastro-
intestinal mucosal lesion (AGML) (Chen
et al, 2007). Common endoscopic find-
ings in these patients include esophageal
ulcers, gastric ulcers and duodenal ulcers.
Most duodenal ulcers are in the duodenal
bulb. Acute pancreatitis with submucosal
hemorrhage in the descending portion of
the duodenum has been reported (Alexan-
der et al, 2008). The mechanism whereby
an intramural hematoma of the duode-
num develops in acute pancreatitis may
be erosion of vessels caused by severe in-
flammation or necrosis. We postulate the
rate of hemorrhagic complications due to
acute pancreatitis in dengue infected pa-
tients is higher than those in non-dengue
infected patients due to bleeding tendency
in dengue infection.

Therapy for acute pancreatitis in den-
gue infection patient is not different from
those without dengue infection. However,
physicians should be alert to this com-
plication in dengue fever because the
diagnosis is probably under-recognized.
It is especially important to monitor fluid
status and replace fluid deficiency timely
because of fluid sequestration in the third
space caused by pancreatitis and plasma
leakage caused by DHE.

In conclusion, acute pancreatitis is
probably underestimated in dengue fever
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due to delayed diagnosis with consequent
normalization of serum amylase and li-
pase levels. However, those who present
with acute pancreatitis may be at elevated
risk for hypovolemia and upper gastro-
intestinal bleeding. Physicians should
be aware of this unusual presentation of
dengue fever.
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