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ABSTRACT

observation of vital signs and bleeding.

Keywords: Dengue fever, Obstetric hemorrhage.

Dengue is a major public health problem in the tropical and subtropical area. Dengue fever is caused by one of the four dengue virus
serotypes of the genus Flavivirus, family flaviviridae, RNA virus.*® Dengue is transmitted to humans by the mosquito Aedes aegypti. The
principal maternal complications are abortion, premature labor, retroplacental hematoma leading to antepartum hemorrhage and hemorrhage
during and after delivery. Fetal complications are prematurity, intrauterine fetal death (IUFD), acute fetal distress in labor, maternal-fetal
(vertical) transmission and neonatal death. Management of dengue fever is conservative with intravenous fluid replacement and close

INTRODUCTION

Dengue, a major public health problem in the tropical and
subtropical area with around 100 million cases each year, is
responsible for 25,000 deaths worldwide.® Dengue fever in
pregnancy can lead to many maternal and fetal complications.

CASE REPORT

Mrs XY Z, aged 35 years, G7TP6A0 admitted in labor room at
2.30 am on 11/7/2010 with 6 months amenorrhea with vaginal
bleeding since 2 hours. She had previous six full-term vaginal
deliveries; five female children aive and one female child
expired.

On examination, temperature raised to 99°F, pallor-present,
pulse-110/min, BP-130/80 mm Hg, splenomegaly-present,
respiratory and cardiovascular systems were normal. On
abdominal examination, uteruswas 26 weeksin size, tonically
contracted and fetal heart sounds absent. Per speculum
examination—bleeding present. Ultrasound showed intrauterine
demise of twin fetuses of 24 weeks with large retroplacental
clot and no previa. Cervix was closed, tubular and not effaced.
In investigations: Hb 7.1 gm/dl, platelet count 73,000/dl, PT
and aPTT normal. Emergency preterm LSCS was done for
abruptio placentae with unfavorable cervix. Two femalefetuses
of 600 gm delivered stillborn. Around 700 gm of retroplacental
clotspresent. Hemostasi s secured and abdomen closed in layers.

On the postoperative day, she progressively developed
pallor, tachycardia, hypotension, reduction in urine output,
abdominal dissension and fever. After 12 hours, relaparotomy
was done for hemoperitoneum due to suspected primary
hemorrhage. Abdomen was opened through the sameincision.
Around 600 ml of blood was present in abdomen, multiple

oozing was present from all layers of abdomen and no active
bleeding vessal wasfound. Drainswere kept in peritoneal cavity
and abdominal wall, and closure were done. Around 800 ml
blood drained through drainage tube in next 12 hours. Her
platelet count was dropped up to 29,000/dl and due to
continuousfever, blood sent for dengue serology. Dengue IgM
came positive. Hemoperitoneum subsided after 24 hours and
then she devel oped pleural effusion and ascites. Withintensive
monitoring, she started improvement after 72 hours. Stitches
were removed on 9th day and discharged in good condition.
Eight units of packed cell volume (PCV), eight units of fresh
frozen plasma (FFP), and four units of platelets (PRP) were
infused. She was normal on follow-up on day 15.

DISCUSSION

Denguefever iscaused by one of thefour dengue virus serotypes
of the genus Flavivirus, family flaviviridae, RNA virus.*
Dengueistransmitted to humans by the mosquito Aedes aegypti.
Currently, theincidence of dengue has been increasing among
adults.® Its symptoms range from pseudoinfluenza with
headache, fever, muscle and joint painsto dengue hemorrhagic
fever (DHF).! The WHO criteria for diagnosis of DHF fever
include: (a) fever (b) hemorrhagic tendency with thrombo-
cytopenia, (c) evidence of plasma leak as evidenced by
hematocrit 20% higher than expected, and (d) pleural effusion
and ascites.® All above along with aweak, rapid pulse, narrow
pulse pressure or hypotension, cold clammy skin and
restlessness constitutes the dengue shock syndrome. The
physiologic changes that occur during pregnancy, such as
hemodilution or ability to coagulate, may mask thrombo-
cytopenia, leukopenia or hematocrit increase.r Hepatic and
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hematological problems can also be observed with other
obstetric complications, such asmorning sicknessand HELLP
syndrome, which may result in an underestimate of dengue.
The serology and molecular studies are available to confirm
the diagnosis of dengue. However, IgM capture ELISA is a
widely used, simple and rapid method to detect dengue specific
IgM antibodies.?

The principal maternal complications are abortion,
prematurelabor, retroplacental hematomaleading to antepartum
hemorrhage, and hemorrhage during and after delivery. Fetal
complicationsare prematurity, intrauterinefetal death (IUFD),
acutefeta distressinlabor, maternal-fetal (vertica) transmission
and neonatal death.*” Bleeding during pregnancy and delivery
occurs due to thrombocytopenia. So, it is recommended that
platelets be maintained at least around 50,000/dl at near-term
and delivery. Vertical transmission of dengue has been reported
inseveral studiesleading to hemorrhagic tendency in neonates.
Most neonates devel op fever within 4 to 5 days of lifeand may
require platelet transfusion.

Management of dengue fever is conservative with
intravenous fluid replacement and close observation of vital
signsand bleeding.3’ Platel et transfusionisindicated when there
is significant bleeding. As there are no specific therapeutic
measures, mosquito avoidance measures are necessary to
prevent dengue fever.*

CONCLUSION

More cases of denguefever in pregnancy can befound because
of rising incidence. It can lead to many maternal and feta
complicationsincluding hemorrhage due to thrombocytopenia
and vertical transmission.
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