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Case Report

Rare presentation of typhoid fever in an immunocompetent
patient

Rajnish Kumar?, Priyanka Kumar ®
aDepartments of Internal Medicine and *Ophthalmology, Suryadeep Hospital, Gurugram, Haryana, India

Typhoid fever, caused by Salmonella enterica serovar Typhi, is the most common cause of enteric fever, and presents classically with fever and
other gastrointestinal symptoms. We report an interesting case of a 27-year-old Indian man who lives in a semiurban area of Haryana (northern
India) and presented with a 3-day-long history of intermittent fever, chills, and rigor. He was misdiagnosed previously as having mumps fever
in view of the clinical presentation, but later, with proper workup, it was found to be an atypical presentation of typhoid fever. He responded
well to intravenous antibiotics and recovered completely from typhoid infection.
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INTRODUCTION

Typhoid fever is a common public health problem, especially
among individuals of lower socioeconomic status. It is caused
by Salmonella typhi and Salmonella paratyphi. The most
common method of spread is by ingestion of contaminated food
and water [1,2]. The ailment is quite common in developing
countries such as south-east Asia, China, Africa, and south
and central America [3]. Its occurrence is rare in developed
countries because of improvements in safe water supply and
proper disposal of excreta. Typhoid fever is an acute systemic
ailment caused by the bacterial invasion of Peyer’s patches in
the ileum, leading to bacteremia and multiplication of bacteria
in the phagocytic cells of the liver, spleen, and lymph nodes.
Various organs may be involved in the course of typhoid fever,
resulting in a wide spectrum of presentations from simple fever
to the involvement of multiple organs, leading to multiorgan
failure.

Most commonly, patients present with fever, toxemia, and
gastrointestinal disturbances in the first week and complications
in the form of intestinal hemorrhage and intestinal perforation
in the third week. Unusual presentations of typhoid fever
include jaundice, abdominal lymphadenopathy, acalculous
cholecystitis, splenic and liver abscess, myocarditis,
pneumonitis, and rarely meningitis, pancarditis/myocarditis,
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orchitis, osteomyelitis, and parotitis [4]. We report an
interesting case of typhoid fever in a 27-year-old man who was
misdiagnosed as having mumps infection in an adult.

CASE REPORT

A 27-year-old computer professional presented to our outpatient
department with the complaint of fever with throat pain for
3 days. His fever was intermittent and associated with body
ache. A clinical diagnosis of viral fever was made and the
patient was put on paracetamol 650 mg four times daily.
After 2 days, the patient again presented to the outpatient
department with increased febrile episodes and swelling on
the bilateral (b/l) side of neck involving the parotid area on
the left side more than the right side. This patient had neither
been vaccinated nor had mumps in the past according to his
mother. His routine investigations for fever (complete blood
count, peripheral smear for malarial parasite, typhidot, urine
routine) were found to be normal. Hence, in view of the clinical
presentation, a provisional diagnosis of mumps viral infection
was made and his blood samples for mumps IgM antibodies
were sent to laboratory. He again presented to us after 3 days,

Correspondence to: Rajnish Kumar, MD,

Second Floor, C-6A/25, Ardee City, Sector 52, Gurugram 122011,
Haryana, India, Tel: 91-124-2571897.

E-mail: drsahukumar@gmail.com

This is an open access journal, and articles are distributed under the terms of the Creative
Commons Attribution-NonCommercial-ShareAlike 4.0 License, which allows others to
remix, tweak, and build upon the work non-commercially, as long as appropriate credit
is given and the new creations are licensed under the identical terms.

How to cite this article: Kumar R, Kumar P. Rare presentation of typhoid
fever in an immunocompetent patient. ] Med Sci Res 2019;2:238-40.

238 © 2019 Journal of Medicine in Scientific Research | Published by Wolters Kluwer - Medknow



Kumar and Kumar: Rare presentation of typhoid fever

this time in emergency, with severe left-sided scrotal and
lower abdomen pain with increased b/l parotid swelling and
high-grade fever. The patient was admitted this time in view
of no clinical improvement and re-evaluation of the diagnosis
was performed. The patient was put on broad spectrum
antibiotic therapy (injection ceftriaxone 2 g intravenous b.d.)
and antipyretic (injection paracetamol 1 g intravenous, t.d.s.)
coverage done rest symptomatic medication continued. All
routine investigations were repeated; his blood report for [gM
Typhi Dot IgM Ab (enzyme-linked immunosorbent assay) came
back positive. For confirmation, blood culture was sent. His
ultrasound of the whole abdomen and chest radiography were
found to be normal. Doppler of b/l testicular vessels showed
mildly sluggish flow. Meanwhile, his mumps test came back
negative. Hence, after ruling out other similar viral infections,

epstein barr virus, etc., a final diagnosis of complicated
typhoid was made and injection ceftriaxone was continued for
5 days. Later, his blood culture report came back positive for
S. typhi sensitive to ceftriaxone antibiotic. Being an atypical
presentation, an immunocompromised status was ruled out.
He showed significant improvement under treatment and was
discharged on the sixth day with oral therapy of tablet cefixime
400 mg b.d. for the next 5 days. All routine investigations were
found to be normal before discharge (Table 1, Fig. 1).

Discussion

The typical presentation of typhoid fever has changed over the
years. Atypical presentations can delay the clinical suspicion,
diagnosis, and treatment [5]. Our patient had an atypical

Table 1: Routine investigation

Blood and urine Before starting ceftriaxone therapy

Before starting ceftriaxone therapy

After completion of ceftriaxone therapy

parameters (day 5 of onset of symptoms) (day 8 of onset of symptoms) (day 13 of onset of symptoms)
CBC
Hb. 13.2 14.5 13.9
Het. 34.6 39.4 35.7
TLC 5700 3000 4200
DLC N69/L24/M2/ES N82/L18/M1/E1 N72/L27/M1/E0
P/C 289 000 379 000 252 000
LFT
Bilirubin levels 0.8(D), 0.6(I) 1.2(D), 1.6(I) 1.0(D), 0.9(1)
Enzymes PT (67).0T (43) PT (250).0T (273) PT (90).0T (80)
KFT
Blood urea 19 46 22
Creatinine 0.8 1.4 1
Serum sodium 139 146 132
Serum potassium 4.1 5 3.9
Fever panel
Typhidot IgM Negative Positive Not done
P/S for MP Negative Negative Not done
Urine R/M Normal Normal Normal
Urine culture Not done Negative Not done
Blood culture Not done Positive for Salmonella typhi Not done
Mumps antibodies
IgM Not done Negative Not done
1gG Negative
EBYV antibodies
VCA IgM Not done Negative Not done
VCA IgG Negative
Adenovirus antigen
PCR Not done Negative Not done
Para influenza
PCR Not done Negative Not done
Miscellaneous test
Chest radiography Not done Normal Not done
USG whole Not done Normal Not done
abdomen
b/l testicular artery Not done Mildly sluggish flow of blood Not done
Doppler

b/l, bilateral; CBC, complete blood count; Hb, hemoglobin; Het, hematocrit; KFT, kidney function test; LFT, liver function test; MP, malarial parasite;
TLC, total leukocyte; USG, ultrasonography, VCA, viral capsid antigen; DLC, differential leukocyte count, EBV, epstein barr virus
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Figure 1: Epididymo-orchitis secondary to typhoid fever.

wide specttrum presentation in the form of fever, b/l parotid
enlargement, and left-sided epididymo-orchitis. Because of
the clinical presentation, an earlier diagnosis of mumps was
made, but on repeated evaluation, it was found to be an atypical
presentation of typhoid fever. The patient responded well to
conventional typhoid fever therapy.

Liver involvement is quite common in typhoid fever, which
generally remains for the short term and is self-limiting after
recovery from typhoid infection [6]. The incidence of intestinal
hemorrhage, intestinal perforation, and overall mortality is
higher in jaundiced typhoid patients [7]. The prevalence of
atypical presentation is high in multidrug-resistant typhoid
fever [8].

Parotid involvement in typhoid fever is generally found in
HIV patients [9,10] but in an immunocompetent individual,
this is a rare finding. Typhoid fever is also associated with
abnormal liver function tests, but b/l parotid enlargement with
epididymo-orchitis is rare.

CoNncLusIioN

Clinical presentations of typhoid fever vary from case to case.
Fever with parotid enlargement and epididymo-orchitis is

generally encountered in mumps infection, but uncommonly,
it is also encountered in typhoid fever, especially in
immunocompromised individuals. We presented a rare
case where the patient was neither immunocompromised
nor infected with the mumps virus. Here we report a rare
presentation of typhoid infection that can present with fever,
parotid enlargement, and epididymo-orchitis.
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