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ABSTRACT
Recently, coronavirus disease-19 (COVID-19) case is increasing in Indonesia, simultaneously with the outbreak of dengue hemorrhagic fever (DHF).
DHF is generally observed to rise at the beginning of the year that peaks between March and April due to the rainy season and high temperatures. The
outbreak of COVID-19 started in Wuhan, China, since December 2019, and it has spread quickly worldwide as a pandemic. COVID-19 and DHF have
had comparable clinical indication, laboratory highlights, and it has serious implications for the patients as well as for the general health. Therefore,
to distinguish, all the doctors in the primary health care have to be aware and to work carefully.
Keywords: Coronavirus disease-19, Dengue hemorrhagic fever, Clinical similarity.

© 2020 The Authors. Published by Innovare Academic Sciences Pvt Ltd. This is an open access article under the CC BY license (http://creativecommons.
org/licenses/by/4. 0/) DOI: http://dx.doi.org/10.22159/ajpcr.2020.v13i9.38454
INTRODUCTION

CASE REPORT

The coronavirus (CoV) disease (COVID-19) has constituted a global
health problem and as the international concern, with cases confirmed
in multiple areas or countries [1,2]. The World Health Organization
(WHO) has declared the COVID-19 as a global pandemic. COVID-19 is an
acute infectious respiratory disease which is a novel CoV as a causative
agent. The COVID-19 incubation period is about 2–14 days, and the main
routes of transmission are considered through respiratory droplets and
close person-to-person contact (within 1 m). Transmission can likewise
occur if an individual contacts a surface or objects might be a pet that
has the infection on it and afterward contacts their own mouth, nose, or
their eyes [3-5]. The disease reported has ranged from asymptomatic,
mild-to-severe clinical manifestation, and eventually to death [6,7].
The most frequent symptoms include fever, cough, shortness of breath,
pneumonia, and other respiratory tract abnormalities [8-10]. The
diagnosis of COVID-19 is affirmed by reverse transcription-polymerase
chain reaction (RT-PCR) test from pharyngeal swab tests and lesions
identification by chest X-ray [11-13]. The COVID-19 has no specific
treatment, antibiotic, and antiviral therapies; also, other supportive
cares are recommended [14].

A male 30 years old, who came to emergency unit at Wangaya
hospital in Denpasar, Bali, Indonesia, on April 5, 2020, reported
with a chief complaint fever (acute febrile illness) for 7 days prior
admission. Medical history; he was also with headache and unclear
past medical, travel, or contact history (due to the possibility of
COVID-19). The patient was fever (high temperature 39.2°C), blood
pressure 100/70 mmHg, pulse rate 104x/min regularly, respiratory
rate 26x/min, and fully alert. He had thrombocytopenia: Platelet count
130 × 103/µL (150–450.103/mm3), high hemoglobin level 17.2 g/dL
(13.0–16.0 g/dL), Hct 51.6% (40.0–48.0%), normal of lymphocyte,
and neutrophil levels. The working diagnosis was DHF and given
the symptomatically therapy, high calories, high protein diet, and
intravenous fluid drip.

Dengue hemorrhagic fever (DHF) caused by dengue virus (DENV) has
been considered as the arboviral infection. The clinical manifestations
of DHF such as fever or history of intense fever, enduring 2–7 days,
sometimes biphasic. Hemorrhagic propensities confirm by in any event
one of the accompanying: Petechiae, a positive tourniquet test, purpura,
ecchymoses, infusion destinations, or different areas, for example,
hematemesis or melena, bleeding from the mucosa, gastrointestinal
tract, and thrombocytopenia (≤150.000 cells per mm3). Evidence of
plasma leakage due to expanded vascular permeability is an increase in
hematocrit (Hct) levels by 5–10%. The diagnosis for DHF, clinically are
high fever of acute onset, hemorrhagic manifestation at least a positive
tourniquet test, hepatomegaly, and shock. The laboratory results
support clinical observations [15-17].

We report a case of a male 30 years old, who previously was diagnosed
as DHF but finally confirmed to be COVID-19. The patient specifically
provided written informed consent to participate in this study. The
study procedure has approved by the Ethical Committee of Wangaya
Hospital in Denpasar Bali Indonesia with register number: 02/RSUDW/
Litbang/2020 and allowed to publish this study.

On the 4th day admission (April 8, 2020), he complained of cough.
Thrombocytopenia (platelet 146 × 103 /µL) and the chest X-ray showed
the minimal infiltrate and was concluded pneumonia. The chest X-ray
leads to a test for anti-severe acute respiratory syndrome (SARS)-CoV-2
and continued with SARS-CoV-2 by RT-PCR from a nasopharyngeal
swab. The results; anti-SARS-CoV-2 was reactive (Rapid test) and
SARS-CoV-2 was positive (RT-PCR). He was confirmed with pneumonia
caused by CoV (COVID-19), as described in Fig. 1.
The patient was isolated and treated with antiviral drug (75 mg
oseltamivir twice daily), antibiotics (500 mg azithromycin once daily),
400 mg hydroxychloroquine once daily, 600 mg ascorbic acid iv, and
2 L/min oxygen intravenous fluid drip (NaCl 0.9%). At the 8th day
admission, he was getting better (the temperature of the patient to be
normal and the symptoms disappeared).
The schematic of the case progress note.
DISCUSSION

COVID-19 and DHF are frequently difficult to recognize due to the fact
that they have had comparable clinical manifestation and laboratory
features. Both COVID-19 and DHF are caused by virus; COVID-19 is
caused by CoV and DHF is caused by DENV. The clinical presentation
of both diseases ranges from asymptomatic to serious disease and
eventually leads to death. The clinical manifestation similarity of both
COVID-19 and DHF is fever, headache, cough with thrombocytopenia,
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A male 30 year-old,
Clinically: acute febrile illness,
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Fully alert, high temperature
39.20C, blood pressure 100/70
mmHg, pulse rate 104x/minute
regularly, respiratory rate 20 x /
minute Thrombocytopenia
(platelet count 130 x 103 /µL),
high hemoglobine level (16.2
g/dL)(hemoconcentration).Early
diagnosis Dengue Hemorrhagic
Fever (DHF)

Clinically: fever, cough, headache.
Past medical, travel or contact
history (due to possibility of
COVID-19) were unclear. Fully
alert, high temperature 38.20C,
blood pressure 110/70 mmHg, pulse
rate 100x/minute regularly,
respiratory rate 26 x / minute
Chest X- Ray: Pneumonia
Rapid test (anti SARS-CoV-2):
Reactive; SARS-CoV-2 by RT-PCR
from a nasopharyngeal swab:
Positive. Later was confirmed
Pneumonia caused by Coronavirus
(COVID-19)
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Fig. 1: The schematic of case progress note
and leukopenia [8-10,15-17]. The comparison of COVID-19 and DHF as
described in Table 1.

Further, epidemiological study about travel and contact history that
gained from detailed anamnesis and massive screening (Rapid test
and RT-PCR) is essential to distinguish between COVID-19 and DHF.
COVID-19 is a novel virus, there are still a stigma and fear about suffering
from this virus. Patients tend to dissemble their history that it often
leads to misdiagnosed. Furthermore, asymptomatic patients feel healthy
still on their routine activity without knowing that they possibly spread
the virus. DHF transmission through the bite of Aedes sp. mosquitoes
infected with Dengue virus. COVID-19 transmission is considered by
means of respiratory droplets and close human to human contact (inside
1 meter). Transmission, perhaps at the same time, happens if a human
contacts a surface or object might be pet that has the infection on it and
afterward contacts their own mouth, nose, or their eyes [8-10,15-17].

As indicated by the WHO 2011, dengue disease is suspected in patient
with high fever (intense febrile sickness) and the accompanying signs or
symptoms: Cerebral pain, rash, retro-orbital torment, myalgia, arthralgia/
bone agony, positive tourniquet test or draining appearance, for example,
petechiae, epistaxis, gum bleeding, hematemesis, and melena. Leukopenia
can be defined as a condition where white blood cell ≤5000 cells/mm3,
platelet count ≤150,000 cells/mm3, hematocrit (Hct) increasing 5–10%
[16,17]. In this patient, we found high fever, thrombocytopenia, and Hct
rising 7.5% (5–10%), the working diagnosis was DHF.
The diagnosis of COVID-19 can be founded on a combination of
epidemiologic data, for example, a background marked by movement to
or living arrangement in influenced area 14 days preceding symptoms
beginning, clinical symptoms, and chest X-ray, CT imaging finding
is more sensitive and specific, laboratory test, and RT-PCR tests on
respiratory tract specimens according to the WHO standards [1,2]. In
this patient, we found that the medical history, travel, or contact history
(due to the possibility of COVID-19) was unclear. He complained cough
and thrombocytopenia (platelet 146 × 103 /µL) and the chest X-ray
showed the minimal infiltrate, and it was concluded pneumonia. The
chest X-ray leads to a test for anti-SARS-CoV-2 and continued with
SARS-CoV-2 by RT-PCR from a nasopharyngeal swab. The results; antiSARS-CoV-2 was reactive (Rapid test) and SARS-CoV-2 was positive (RTPCR). He was confirmed with pneumonia caused by CoV (COVID-19)
We would like to share our experience with Wangaya Hospital in
Denpasar, Bali, Indonesia. There is an interesting case, in which the

Table 1: Comparison of COVID-19 and DHF
Finding

COVID-19

DHF

Fever
Headache
Cough
Thrombocytopenia
Leukopenia

+++
++
++
+
+

+++
++
±
+
+

COVID: Coronavirus disease, DHF: Dengue hemorrhagic fever

patient presented with a fever (acute febrile illness). Because we are
facing the dengue outbreak, and the patient also had low platelet count
and from the history taking, no applicable past clinical, travel, or contact
history due to the possibility of COVID-19. A clinical diagnose of dengue
was made for the 1st day of admission. In the next day of admission, the
patient presented respiratory problems (cough) and he was confirmed
pneumonia by chest X-ray examination. Based on the prior examination,
a laboratory examination rapid test and RT-PCR were made; then, the
patient was confirmed with pneumonia caused by COVID-19.

There is a possibility that from anamnesis, a patient with COVID-19
has unclear past medical, travel, or contact history, it often leads to
misdiagnosed. Therefore, a detailed anamnesis and completed by
hetero-anamnesis, including the environment and the detailed contacts
(mobility and person-to-person contact) and a massive screening are
needed.
CONCLUSION

We reported a case, a male 30 years old, with unclear medical, travel,
or contact history due to the possibility of COVID-19. He admitted to
Wangaya hospital, with 7 days of the history of fever, headache, and
thrombocytopenia. The patient was previously concluded as DHF. On
the 4th day hospitalized, he complained cough and chest X-ray showed
pneumonia, RT-PCR of the nasopharyngeal swab was positive, therefore
finally, he was confirmed with COVID-19.
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