


Case report
COLONIC PERFORATION IN DENGUE FEVER: A REPORT OF THREE CASES



ABSTRACT
Dengue fever is a widespread viral infection endemic in tropical and subtropical regions. While its common manifestations include fever, headache, and musculoskeletal pain, gastrointestinal complications such as colonic perforation are exceedingly rare. We report three cases of colonic perforation in patients with dengue fever, highlighting the need for prompt recognition and surgical intervention in such atypical presentations.
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INTRODUCTION
Dengue fever, caused by the flavivirus with four antigenically distinct serotypes (DEN-1, DEN-2, DEN-3, DEN-4), is transmitted by the Aedes aegypti mosquito. Globally, it affects up to 96 million people annually [1]. Common symptoms include high fever, headache, rash, and musculoskeletal pain, with severe cases leading to hemorrhage and shock. Gastrointestinal manifestations are atypical, and intestinal perforation is exceptionally rare, with only a few cases reported involving gastric, jejunal, or appendiceal perforations [2–4]. We present three cases of colonic (cecal) perforation associated with dengue fever.


CASE REPORTS
CASE 1
A 13-year-old female presented with a 15-day history of intermittent fever and generalized weakness. She developed abdominal pain over 10 days, characterized by dull aching, abdominal distension, obstipation, and bilious vomiting. Physical examination revealed moderate dehydration, tachycardia (102/min), tachypnea (24/min), hypotension (98/62 mmHg), pallor, diffuse abdominal tenderness with guarding, and sluggish bowel sounds.
Laboratory findings showed thrombocytopenia (78,000/µL) with normal leukocyte counts. Dengue NS1 antigen was positive; malaria and Widal tests were negative. Chest X-ray indicated pneumoperitoneum, and ultrasound-guided ascitic tap revealed purulent fluid. An emergency exploratory laparotomy uncovered a 3×4 cm perforation at the base of the cecum. The patient underwent limited resection (10 cm of cecum and ileum) with end ileostomy and right pelvic drain placement. She recovered well postoperatively.
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FIGURE 1: Exploratory Laparotomy was performed
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FIGURE 2: Laboratory findings 

CASE 2
A 27-year-old female was admitted with abdominal pain and bilious vomiting. Initial investigations showed hemoglobin of 11.0 g/dL, leukocyte count of 6,800/µL, and platelet count of 78,000/µL. Dengue NS1 antigen was positive. She received supportive care and was discharged after four days.
Three days post-discharge, she developed severe abdominal pain, distension, and vomiting. Ultrasonography revealed ascites with free air, and erect abdominal X-ray confirmed pneumoperitoneum. On examination, she was tachycardic (120/min), tachypneic (25/min), and hypotensive (82/60 mmHg). Abdomen was distended and tender with absent bowel sounds. After resuscitation, emergency exploratory laparotomy revealed a pinpoint perforation in the cecum. Primary repair with diversion ileostomy was performed. She was discharged on postoperative day five.
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FIGURE 3 : diversion ileostomy was performed 
CASE 3
A 48-year-old female attended the gynecology outpatient department with abdominal pain and per vaginal discharge. Initial management with analgesics and antibiotics resolved the discharge, but abdominal pain and high-grade fever persisted. Dengue NS1 antigen was positive; malaria and typhoid tests were negative. After seven days of conservative management, she developed severe abdominal pain and bilious vomiting.
Ultrasound showed ascites with internal echoes suggestive of pyoperitoneum. Erect abdominal X-ray revealed pneumoperitoneum. Laboratory results showed hemoglobin of 11.2 g/dL, platelet count of 80,000/µL, and leukocytosis (16,000/µL). Emergency exploratory laparotomy uncovered a 1×1 cm perforation in the cecum. Primary repair with diversion ileostomy was performed. The patient recovered uneventfully and was discharged on postoperative day five.
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FIGURE 4 : diversion ileostomy was performed
DISCUSSION
Dengue fever is prevalent in tropical and subtropical regions, posing significant public health challenges [5]. While common symptoms are well-documented, atypical manifestations involving the gastrointestinal tract are emerging [6,7]. Abdominal pain in dengue is usually managed conservatively; however, severe pain with signs of peritonitis should raise suspicion for intestinal perforation.
The exact mechanism of intestinal perforation in dengue is unclear. Hypotheses suggest direct viral invasion causing mucosal injury or ischemia due to plasma leakage and thrombocytopenia leading to hemorrhage within the intestinal wall [8,9]. Elevated serum intestinal fatty acid-binding protein levels in dengue patients indicate mucosal injury [10].
Our cases underscore the importance of considering intestinal perforation in dengue patients presenting with acute abdomen. Early surgical intervention is crucial for favorable outcomes. Clinicians should maintain a high index of suspicion, especially in endemic areas.
CONCLUSION
Intestinal perforation is a rare but severe complication of dengue fever. In patients with dengue presenting with acute abdominal pain and signs of peritonitis, intestinal perforation should be considered. Prompt surgical management is essential to improve patient outcomes.
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