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Second Degree Mobitz Type 1 
Block in Dengue Haemorrhagic 
Fever: A Rare Manifestation

CASE REPORT
A 25-year-old female presented to emergency with high grade 
fever (>103oF) since 4 days along with petechial rashes and pain in 
abdomen. There was no history of loose stools, syncopal attacks or 
palpitations. Past history was not significant.

On examination, patient was conscious, oriented and afebrile. 
Her fever grade had naturally decreased in 4 days duration and 
she was afebrile when she presented to us at the hospital. Her 
blood pressure was 130/80 mmHg and pulse rate was 60/min. 
Her face was plethoric and erythematous rashes were present 
predominantly over the trunk. There was tender hepatomegaly and 
multiple petechial rashes were present predominantly over bilateral 
lower legs. Cardiovascular and respiratory system examination were 
unremarkable. 

On laboratory examination, her haemoglobin was increased 
to 16.2  gm%. Total leukocyte count was low (2.5×109/L) and 
there was  thrombocytopenia (60×109/L). Liver function tests 
were deranged  with SGOT/SGPT levels of 332/207 IU/L. Serum 
electrolytes and her cardiac enzymes (cpk-mb) were normal. 

Malaria antigen card test was negative. Dengue NS1Ag was 
positive. Chest X-ray was normal while ultrasound abdomen 
revealed mild gall bladder oedema. Electrocardiogram showed 2nd 
degree Mobitz type I block i.e., Wenckebach phenomenon [Table/
Fig-1]. She was put on regular cardiac monitoring with intravenous 
fluid replacement. Echocardiography was planned but as her AV 
block was resolved after two days so it was not done.

Her platelet count improved to 120×109/L and SGOT/PT 
dropped to 113/65 IU/L over next two days and IgM for dengue 
was positive on 5th day of infection and she was discharged in 
stable condition.

DISCUSSION
Dengue is caused by a mosquito-borne virus of the Flaviviridae 
family. It is transmitted by Aedes Aegypti mosquito which is also 
known as Tiger Mosquito. It is an endemic disease in India and 
can present with wide range of presentations. The usual presenting 
complaints are fever, rash, retro-orbital pain, headache, myalgia and 
arthralgia. Presentation like dengue haemorrhagic fever and dengue 
shock syndrome are seen in few of the total patients diagnosed with 
dengue fever [1,2]. Dengue fever on occasions also presents with 
atypical presentations which include like encephalitis, mono/poly 
neuropathies, gullian barre syndrome, meningitis, myelitis, hepatitis, 
pancreatitis, parotitis, haemolytic uremic syndrome, renal failure, 
myocarditis, conduction abnormalities, ARDS, rhabdomyolysis 
etc. Although myocarditis has been shown to be complicating 
dengue infection in some case reports, little is known about cardiac 
involvement as a whole in dengue virus infection [3]. Our patient had 
evidence of hepatic involvement in form of raised liver enzymes and 
tender hepatomegaly along with rhythm disturbances diagnosed 
on the ECG, both of which were self limiting and improved with 
supportive treatment. 

The cardiac involvement is generally diagnosed clinically and by 
electrocardiography as endomyocardial biopsy is rarely possible. 
Its manifestations can range from self-limiting rhythm disturbances 
to congestive heart failure to potential cardiogenic shock. The 
rhythm disturbances that have been reported include ventricular 
arrhythmias, ventricular ectopics, atrial fibrillation and varying 
degrees of heart blocks [3]. Type I Mobitz type of block as was in 
the present case is rarely reported in literature. Two cases of Type 
I mobitz were reported by Khongphatthallayothin A et al., [4]. The 
precise underlying mechanism for these type of rhythm disturbances 
are not known but various mechanisms are postulated. One of these 
is that in response to viral infection the immune system responds by 
making a lot of cytokines which is known as “cytokine storm”. These 
cytokines cause inflammation of myocardium which can trigger 
any sort of arrhythmias of the heart. Other mechanisms include 
autonomic dysfunctions, adenosine metabolism abnormalities and 
calcium and other electrolyte abnormalities in the myocardium 
[5,6]. Bleeding in the subendocardium close to the AV node can 
also lead to rhythm disturbances as noted by Bhamarapravati 
N et al. They noted bleeding in the septal region in the form of 
subendocardial haemorrhages in 47% of autopsies in cases of 
dengue haemorrhagic fever [7].
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ABSTRACT
Dengue is an arboviral disease caused by a Flavivirus. It is spread by the bite of Aedes aegypti mosquito. Spectrum of this disease 
ranges from mild self-limiting fever to potentially fatal severe multiorgan dysfunction with shock. Cardiac manifestations of dengue 
are uncommon but rhythm disturbances in the form of ventricular ectopics and different types of blocks have been reported with 
dengue haemorrhagic fever in the literature. Here, we present a case report of a young lady who developed 2nd degree Mobitz type 
I block during the de-fervescence stage of infection.

[Table/Fig-1]:	 Showing second degree Mobitz type 1 block.
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CONCLUSION
The present case of dengue (NS1Ag+ and IgM serology+) was 
detected to have 2nd degree AV block Type I Mobitz on routine ECG. 
Since the patients of dengue are likely to have autonomic failure 
so rhythm disturbances may aggravate the haemodynamic stability, 
so routine ECG is suggested to all suspected cases of dengue for 
better patient management. 
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