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Case Report

Unusual surgical emergency in a patient of 
dengue haemorrhagic fever: spontaneous 
rectus sheath haematoma leading to abdominal 
compartment syndrome
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Summary
Abdominal compartment syndrome (ACS) is an 
uncommon complication of dengue haemorrhagic 
fever (DHF), described so far only in association with 
fluid refractory shock and high-volume resuscitation. 
We describe an unusual case of ACS in a patient of 
DHF where raised intra-abdominal pressure was due to 
spontaneous rectus sheath haematoma causing external 
compression. Early recognition of the haematoma, 
constant vigilance and timely decision for surgical 
intervention could salvage the patient with complete 
recovery of organ function.

Background
Presentation of dengue fever may mimic acute 
abdomen or not so uncommonly, patients with 
dengue may present with true surgical complica-
tions like acute cholecystitis, acute appendicitis 
or acute pancreatitis.1 Diagnosing a true surgical 
complication and determining the right timing for 
surgical intervention in such patients is of para-
mount importance for optimal outcome. We report 
a case of an elderly woman who presented with 
dengue haemorrhagic fever (DHF) and sponta-
neous rectus sheath haematoma (RSH) and devel-
oped abdominal compartment syndrome (ACS) 
where a desired outcome could be attained because 
of prompt recognition of the problem and timely 
surgical intervention. The major highlights of our 
case are, first, unusual nature of its presentation—
ACS developing in a patient of DHF because of 
external compression by spontaneous RSH, never 
described earlier in the medical literature. Second, 
the present case emphasises the importance of 
continuous vigilance and clinical judgement to 
decide when to switch from conservative manage-
ment to surgical exploration in cases of true surgical 
emergencies in patients with DHF.

Case presentation
A 74-year-old woman with only significant history 
of hypertension was admitted to our hospital with 
pain lower abdomen for past 3 days. Ten days before 
present admission, she had high-grade fever asso-
ciated with bodyache and joint pain. Though the 
fever subsided within 2–3 days, she continued to 
remain symptomatic with extreme prostration and 

recurrent bouts of vomiting. There was no history 
of trauma. Apart from her usual prescription of 
amlodipine for hypertension, she had received 
paracetamol and pantoprazole as prescribed by her 
family physician. On examination, she was drowsy, 
Glasgow Coma Score scale of 10 (E3 V3 M4) with 
cold extremities, thready pulse 110/min regular, 
systolic blood pressure of 70 mm Hg and respira-
tory rate 12/min. She was pale with generalised 
petechiae especially on peripheries. She was moving 
all four  limbs and nuchal rigidity was absent. 
Cardiac and lung auscultation were unremarkable. 
A non-tender firm swelling around 30 cm × 15 cm 
could be palpated on the right side of her abdomen 
without any local rise in temperature.

Investigations
Initial laboratory investigations showed haemo-
globin (Hb) 36 g/L, leucocyte count 12×109/L 
(65% neutrophils, 25% lymphocytes and 10% 
monocytes), platelet count 110×109/L, elevated 
aspartate/alanine aminotransferases (7.03/4.07 
µkat/L) and lactate dehydrogenase (6.96 µkat/L), 
normal serum bilirubin, low albumin (22 g/L), 
deranged kidney function test (blood urea nitrogen 
9.28 mmol/L and serum creatinine 123.53 µmol/L) 
and elevated prothrombin time (international 
normalised ratio 1.86). Arterial blood gas anal-
ysis revealed severe metabolic acidosis: pH 7.03, 
HCO35.3 mmol/L, PaCO22.71 kPa, normal oxygen-
ation status, high lactate 10.42 mmol/L and normal 
glucose 6.55 mmol/L. Chest X-ray showed blunting 
of bilateral costophrenic angles. ECG and echo-
cardiographic findings were unremarkable. A 
contrast-enhanced CT scan of the abdomen showed 
a large hyperdense cystic lesion involving abdom-
inal wall on the right side likely to be a haematoma 
(figures  1 and 2). In view of an ongoing dengue 
epidemic, dengue serology was asked for that was 
positive for both dengue IgM and IgG, consistent 
with a recent primary dengue infection. Rapid card 
test for malaria antigen was negative. Two sets of 
blood cultures sent on admission were reported to 
be sterile after 5 days of incubation.

Treatment
Provisional diagnosis of dengue shock syndrome 
with RSH was made and resuscitation was initiated 
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with intravenous fluid, packed red cells, fresh frozen plasma and 
low-dose norepinephrine. She was intubated and mechanically 
ventilated in view of worsening shock and for airway protec-
tion. General surgery team was consulted for the abdominal 
wall haematoma and a conservative strategy was opted for the 
same after careful consideration of risk for further bleeding after 

release of the tamponade effect in a patient with thrombocyto-
paenia with DHF.

Outcome and follow-up
On day  2, she was haemodynamically stable, renal function 
parameters were normalised with normal urine output and low 
but stable Hb and platelet count (79 g/L and 66×109/L, respec-
tively). By evening of third hospital day, her general condition 
worsened again with a fall in blood pressure requiring vaso-
pressor support and a drop in her urine output. Abdominal wall 
haematoma by now had increased in size with a tense abdomen, 
sluggish bowel sound and a rise in intra-abdominal pressure 
measured to be 26 mm Hg. Hb level plummeted to 60 g/L with 
deterioration of kidney function test (blood urea nitrogen 
10.71 mmol/L and serum creatinine 136.49 µmol/L). With a 
clear evidence of ACS, draining of haematoma was now consid-
ered to outweigh the risk of surgery. She was transfused 2 units 
of packed RBC and a single donor platelet and was taken up 
for the evacuation of haematoma. During operation, right-sided 
RSH was noted extending from right hypochondrium to right 
inguinal region; approximately 2000 mL of blood clots were 
drained and packing of the cavity was done. No active bleeding 
vessel could be seen. Pack was removed 72 hours after the clot 
evacuation without any re-bleeding. In subsequent days, she 
showed significant improvement in her general condition and 
was discharged finally from hospital on day 13, in a stable condi-
tion with normal haematological, renal and hepatic parameters.

Discussion
RSH is the accumulation of blood in sheath of rectus abdom-
inis muscle, secondary to either shearing of the superior or infe-
rior epigastric arteries or their branches anastomosing between 
the muscle and the posterior layer of the rectus sheath or due 
to direct injury to the underlying muscle itself.2 RSH is more 
common in the elderly due to the weakening of the abdominal 
wall muscles with age and female gender possibly reflecting 
the anatomic differences in the rectus sheath between the two 
sexes.2 Studies have identified various risk factors for developing 
RSH including anticoagulation, abdominal wall trauma (blunt 
trauma/surgery), muscle strain (like cough or repeated vomiting/
retching or strenuous exercise), medical comorbidities (including 
chronic kidney disease or steroid/immunosuppression) and preg-
nancy.2 3 Surprisingly spontaneous RSH is rare in DHF, despite 
profound vasculopathy, thrombopathy and coagulopathy and 
are limited only to a countable number of case reports.4–8 First 
case was reported from Sri Lanka in 2001 in a patient who was 
also on aspirin.4 We postulate that RSH in our elderly female 
patient was precipitated by the shear stress on muscles due to 
repeated vomiting and retching and was further exaggerated by 
dengue-related coagulation abnormalities. No actively bleeding 
vessel could be identified during surgical exploration.

ACS is a life-threatening condition caused by rise in intra-ab-
dominal pressure >20 mm Hg with evidence of organ dysfunc-
tion/failure.9 Rise in intra-abdominal pressure is usually 
associated with increase in volume of the peritoneal/retroperi-
toneal contents in the setting of trauma and high-volume resus-
citation or not so commonly due to external compression of the 
abdominal wall. RSH as a cause of external compression and 
ACS was first documented by O’Mara et al, followed by few 
more anecdotal reports.10–13 ACS is a rare but known complica-
tion of DHF with shock, but in all the cases reported earlier, ACS 
in DHF was associated with fluid refractory shock and collec-
tion of peritoneal fluid.14 To the best of our knowledge, this is 

Figure 1  Contrast-enhanced CT abdomen (axial plane) showing right-
sided rectus sheath haematoma.

Figure 2  Rectus sheath haematoma seen on the sagittal plane (CECT 
abdomen). CECT, contrast-enhanced CT.
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probably the first case report on ACS due to spontaneous RSH 
in a patient of DHF.

Treatment of spontaneous RSH is generally conservative 
including resuscitation, correction of coagulopathy, analgesia 
and treatment of the underlying condition. Interventional radio-
logical intervention and embolisation is preferred in cases of 
continued bleeding with surgery being considered as the last 
option.11 13 But patients with RSH who develop ACS have poor 
outcome if managed conservatively, making surgical intervention 
mandatory.13

Learning points

►► Abdominal compartment syndrome (ACS) should be 
considered as a possible cause of organ dysfunction in 
patients with dengue haemorrhagic fever (DHF).

►► Rectus sheath haematoma (RSH) though rare but may be a 
potentially life-threatening cause of ACS in DHF.

►► High index of suspicion and prompt imaging can establish 
diagnosis.

►► Careful monitoring of patients including monitoring of intra-
abdominal pressure is a must for deciding timing of surgical 
intervention in patients of RSH who are otherwise managed 
conservatively, the priority in ACS.
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