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 ABSTRACT 
Dengue fever is a one of the most prevalent viral diseases transmitted by 
mosquitoes and may cause cardiac abnormalities such as AV blocks and 
ectopic ventricular beats. Atrial fibrillation, however, is not common. We 
report a case of an 81 year old female without any structural heart disease 
or comorbids, who presented with symptoms of atrial fibrillation 2 days 
after being diagnosed with Dengue fever. Rate controlling agents were 
given and a normal sinus rhythm was spontaneously achieved, which she 
maintained even on follow up 2 weeks later. 
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INTRODUCTION 

Dengue virus causes clinical disease in 96 million 
cases annually making it the most prevalent viral 
disease transmitted by mosquitoes.1 It is transmitted 
by the bite of Aedes Aegypti mosquito and is 
endemic in tropical and subtropical areas. 
Symptoms can vary from fever, headache, retro-
orbital pain, rash, myalgia, and arthralgia to 
thrombocytopenia, bleeding tendency and rarely 
circulatory shock in patients with dengue 
hemorrhagic fever/dengue shock syndrome.2 
Cardiac manifestations including arrhythmias such 
as atrioventricular blocks and ectopic ventricular 
beats have also been reported previously; however, 
atrial fibrillation is uncommon in Dengue.3 After 
taking due consent from the patient, we report a rare 
case of acute atrial fibrillation in an 81 year old 
patient recently diagnosed with Dengue viral fever in 
the absence of any structural heart disease or 
known comorbids. 

CASE REPORT 
In October 2019, an 81 year old female, presented 
to the Ziauddin Hospital Emergency Department in 
Karachi with complaints of high grade fever since 1 
week, and nausea, sweating and palpitations since 
the past 1 hour. She was diagnosed with Dengue 
viral fever 2 days ago on the basis of a positive 
Dengue NS 1 antigen test. Her past medical history 
was not significant for any other medical conditions 
or hospital admissions. 

Figure 1: ECG showing atrial fibrillation with 
rapid ventricular rate 

 

On arrival to the E.R, she had an irregularly irregular 
pulse of 143 bpm, blood pressure was 121/76 mm 
Hg, respiratory rate was 25/min, SpO2 98%, and 
she was afebrile at the time. Chest examination 
revealed harsh vesicular breathing with bilateral 
equal air entry and no added breath sounds. Rest of 
the systemic examination was unremarkable. A 12 
lead electrocardiogram (ECG) was done upon arrival 
which showed atrial fibrillation with a rapid 
ventricular rate along with ST depression (Figure 1). 
Troponin I was negative. An intravenous beta 
blocker was given and the patient was shifted to the 
ward once the heart rate was controlled.  

Further laboratory work up revealed hemoglobin 
12.3 g/dl, hematocrit 39%, total leukocyte count 3.1 
x 10^2 /L  and platelets 210 x 10^9/L. Blood 
chemistry, and repeat troponin levels were within 
normal range. Echocardiography showed an ejection 
fraction of 60%, left ventricular diastolic dysfunction 
grade 1, with mild mitral regurgitation, mild tricuspid 
regurgitation and mild pulmonary arterial 
hypertension. No structural cardiac abnormalities 
were noted.  

She was managed along the lines of Dengue viral 
fever and atrial fibrillation with rapid ventricular rate. 
During hospital admission, she was given aspirin, 
beta blockers, paracetamol, and proton pump 
inhibitors. The next day, her ECG showed a normal 
sinus rhythm (Figure 2). She was then discharged 
on aspirin, a betablocker, a statin and an 
angiotensin receptor blocker.  

Follow up was advised after 2 weeks, once the 
acute febrile illness had passed, because her 
CHA2DS2 VASc score was 3 and oral anticoagulant 
therapy was indicated.  On follow up, she was again 
found to have a normal sinus rhythm on ECG. She 
was advised to continue previous medications and 
was counseled regarding the need for 
anticoagulation. Although she agreed to continue the 
previously prescribed treatment, she refused 
anticoagulant therapy at the time. 
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Figure 2: ECG showing a normal sinus rhythm 

 

DISCUSSION  
It is uncommon for Dengue to cause cardiac 
manifestations. However, rhythm disorders have 
been reported previously.4 Yusoff K et.al reported 
that abnormalities in the ECG as a result of dengue 
infection ranged between 34-75%.5 However, atrial 
fibrillation of acute onset during the infection has 
rarely been reported.3 In 2018, Pranata et.al 
reported two cases of atrial fibrillation in dengue 
fever. The first case had spontaneous conversion to 
normal sinus rhythm before hospital discharge 
whereas in the second case, the patient developed 
persistent atrial fibrillation. Both patients were given 
rate controlling agents and chemical cardioversion 
was avoided during the hospital stay.6  

In our case, the patient was a known case of 
Dengue, which was confirmed on antigen testing. 
We believe that the atrial fibrillation was solely a 
result of the Dengue infection as the patient had no 
predisposing risk factors such as structural heart 
disease as proven by the echocardiography. She 
also had no known comorbids, no prior history of 
chest pain, palpitations etc. and no electrolyte 
imbalance was seen that could be identified as a 
possible cause of the arrhythmia. Similar principles 
of management were applied as mentioned by 
Pranata et.al, and no medical cardioversion was 
attempted as 50% of cases convert to sinus rhythm 
spontaneously after resolution of illness.7 The 
patient was kept under observation and her pre-
discharge ECG showed a normal sinus rhythm.   

Anticoagulant therapy was not given in the acute 
phase of illness due to increased risk of hemorrhagic 
complications in Dengue. However, atrial fibrillation 
causes formation of thrombi in the atria leading to an 
increased risk of peripheral thromboembolism and/or 
stroke.8 Therefore, once the patient was discharged, 
she was advised anticoagulant therapy and a direct 
factor Xa inhibitor was suggested. Despite the 

patient’s refusal to use any anticoagulant agents, we 
believe that anticoagulant therapy should be started 
once the acute phase of the disease is over and the 
risk of bleeding as a result of Dengue itself is 
minimal.  

In conclusion, it must be kept in mind that patients 
with Dengue fever can present with uncommon 
cardiac manifestations such as atrial fibrillation. In 
such cases, patients should be monitored during the 
hospital stay and on follow up, for spontaneous 
resolution or progression to persistent atrial 
fibrillation. Once the acute phase of febrile illness is 
over and the risk of hemorrhagic complications has 
decreased, the need for long term anticoagulant 
therapy must be assessed and the patient should be 
managed accordingly. 
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