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ABSTRACT
Introduction: Dengue infection during pregnancy is challenging due to complications associated with it especially the high
risk of maternal bleeding.

Case report: A full term pregnant women was diagnosed with dengue with warning signs (DWS). Emergency Lower Segment
Cesarean section (LSCS) was done during the critical phase of the disease due to fetal distress. The patient had post-partum
hemorrhage which was managed by uterotonic drugs, blood transfusions, Fresh Frozen Plasma (FFP). After 8 h of LSCS, she
had bleeding through scar site and subcuticular drain site for which blood and blood products given and woman managed in
Intensive Care Unit (ICU) by multi-disciplinary team. On Day 2 of LSCS, intra-abdominal bleeding was diagnosed as
woman had abdominal distension. Bilateral uterine artery embolization (UAE) was done along with supportive measures and
gradually the bleeding stopped and the woman was discharged on D11 of LSCS.

Conclusion: Dengue hemorrhagic fever during pregnancy requires a multidisciplinary approach. Timely intervention and
aggressive management are the key to its positive outcome. Uterine artery embolization is a lifesaving procedure in the

patients where there is bleeding due to thrombocytopenia or dengue hemorrhagic fever.
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INTRODUCTION

Dengue is an Aedes Aegypti mosquito borne infection
caused by Flavivirus serotypes 1,2 ,3,4. 40% of world's
population lives in dengue prone area and World Health
Organization (WHO) estimates that about 100 million
infection and 2200 deaths occur every year [1]. In 2009,
WHO revised the classification of dengue infection into
dengue without warning sign (d-w), dengue with warning
signs (d+w) and severe dengue fever (sdf) [2]. The diagnosis
and management of dengue infection in pregnancy is
challenging because the physiological hemodilution of
pregnancy masks the hemoconcentration associated with
dengue. Delay in diagnosis also occurs due to overlapping
signs and symptoms like thrombocytopenia, impaired liver
functions, fever, ascites which are also associated with other
conditions in pregnancy. Serology helps in confirming the
diagnosis [3]. Liver is not the primary target of dengue, but
raised transaminase level, acute fulminate hepatitis and
hepatic failure have been seen [4]. Dengue infection in

pregnant women may be associated with adverse outcomes
such as maternal mortality, stillbirth, and neonatal mortality.
There was no significant statistical association established
between maternal Dengue infection and the outcomes of
preterm birth, maternal bleeding, low birth weight in
neonates, and risk of miscarriage [5]. Some studies have
reported vertical transmission which may cause neonatal
thrombocytopenia [6,7].
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CASE REPORT febrile (102°F), pulse rate was 114 per minute and blood
pressure was 92/60mmHg. On abdominal examination -
Uterus was term size, single live fetus with cephalic
presentation. Non-stress test (NST) was normal. On per
vaginal examination cervical so was closed (Tables 1 & 2).

23-year-old primigravida was referred from periphery with
dengue NSlantigen positive and platelet count of 49000. She
had complaints of fever with nausea and vomiting and
epigastric pain for 3 days. At the time of admission, she was

Table 1. Laboratory Investigations.

D3 of admission/

D1 of admission D2 of admission POD2 POD3
POD1

Hemoglobin (Hb)
_— 10.6 10.2 9.8 6.0 8.1
Hematocrit (%) 29.4 29.0 31.2 16.1 21.9
TLC (/mm3) 5510 6100 16910 21510 18,940
Platelets (/ul) 44,000 29,000 20,000 39,000 56,000
CRP (mg/l) 10.8 - 56 .4 197.4 114.2.
Liver functions
AST (u/l) 112.7 488.9 156.2 112.3
ALT (u/l) 75.3 136.4 66.3 59.4
ALP(u/l) 322 163.0 174.5 104.2
Coagulation
profile
APTT 47.2 39.4 33.6
PT/INR 15/1.12 13.7/1.01 15.4/1.15
D-dimer (ug/ml) 3907.13 1193.38 1157.9 987.6

POD 1: Post-operative Day 1; POD 2: Post-operative Day 2; TLC: Total Leukocyte Count; CRP: C-Reactive Protein; AST:
Aspartate Transaminase; ALT: Alanine Transaminase; ALP: Alkaline Phosphatase; APTT: Activated Partial Thromboplastin
Clotting Test; PT: Prothrombin Time; INR: International Normalized Ratio

Table 2. Blood & Blood products given.

D3 of
Therapy given D1 of admission D2 of admission o POD2 POD3
admission/POD1

Packed cell (ml) None None 700 1400 700
Fresh frozen

None None 1000 1400 500
plasma (ml)
Cryoprecipate

None None None 120 120
(ml)
Thromocyte
concentrate None 2 unit None 2 1

apheresis (unit)

e ———
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Laboratory investigations showed hemoglobin 10gm/dl,
platelets 44000, elevated liver enzymes, B negative blood
group. A diagnosis of full-term pregnancy with dengue with
warning signs was made. The patient was admitted in
Medical ICU. On Day 2 of admission her platelets dropped
to 29000 for which 2 units of Thrombocyte concentrate were
transfused. NST was reactive and woman had no fresh
complaints. On Day 3 of admission, fetal distress developed
as was diagnosed on NST. Her Platelet count was 29000,
Coagulation Profile was normal with International
Normalized Ratio (INR) 1.1 and other reports were normal.
With high-risk consent of hemorrhage and with arrangement
of 4U Packed Red Blood Cell (PRBC) and 8 U FFP, woman
was taken for Emergency LSCS under General Anesthesia.
A live male child weighing 2.8 kg was delivered and was
shifted to Neonatal Intensive Care Unit (NICU). There was mild to
moderate Postpartum Hemorrhage (PPH) intraoperatively
which was managed by 600mcg of misoprostol, 20 units of
oxytocin, Methergine 100mcg intramuscular. As her blood
group was B negative, there was non-availability of Platelets
of the same blood group. Thus, she was transfused 2 Units of
PRBC and 6 Units of FFP intraoperatively. A subcutaneous
drain was kept as there was oozing from the subcutaneous
tissues and woman shifted to ICU for observation. 8 h after
Cesarean section there was bleeding from stitch line and
drain site. Her hemoglobin dropped to 6 g/dl, Total
Leukocyte Count (TLC)-21510, platelets-29000, C-Reactive
Protein (CRP)-197.0, procalcitonin-65, activated Partial
Thromboplastin Clotting Time (APTT)-47.2, INR-1.12.
Woman was actively and aggressively managed with multi-
disciplinary approach. She was transfused 6 Units (120ml)
of cryoprecipitate, 6 Units (1200ml) of FFP, 4 Units (1400
ml) of PRBC, 2 units of thrombocyte concentrate (Single
Donor Platelets) over the period of 12 h. On postoperative
Day 2, her abdomen was found to be distended and tender.
Possibility of intra-abdominal bleeding was suspected.
Laboratory investigations showed hemoglobin 8.1g/dl, TLC
18940, platelets 56000, CRP- 114, INR- 1.01. There was
ascites, pedal edema. X-ray chest showed bilateral pleural
effusion. 2D echo was normal. Urinary output was
maintained. Diuretics were given to treat fluid overload.
Extensive supportive treatment was given along with higher
broad spectrum antibiotic Meropenem. Bilateral venous
doppler of lower limbs was done on complaints of pain in
left lower limb but there was no evidence of deep venous
thrombosis. Along with the opinion of intervention
radiologist, Uterine artery embolization was decided as the
further management to stop intra-abdominal bleeding.
Selective cannulization of each uterine artery was done with
micro catheter. Distal embolization was done by gel foam
thus preserving the fertility of woman. Proximal
embolization of bilateral uterine artery was done by coils.
Post embolization woman was transfused with 2 Units
(700ml) of PRBC and 2 Units (500ml) of FFP. Gradually the
bleeding from stitch line and drain site stopped. The vitals of
the woman gradually improved. She was transferred from
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Medical ICU to high dependency unit (HDU) and then to
postnatal ward. During recovery phase she was afebrile and
vital parameters remained stable. Laboratory investigations
showed hemoglobin 10.3g/dl, WBC count 10840, platelets
count 1.86 lakhs/cumm. Antibiotics were continued for 7
days. Subcuticular drain was removed on 7th postoperative
day. Anti- D was given within 72 h of delivery. Woman and
her baby were discharged on post-operative Day 11.

DISCUSSION

Dengue hemorrhagic fever in pregnancy requires a high
index of suspicion and quick management. Dengue fever
presents in 3 phases [1].

Acute febrile phase: with high grade fever with nausea and
vomiting with sore throat. Rash may and may not be present.
Tourniquet test is positive.

Critical phase: when the fever subsides, the phase of
capillary leak occurs due to which hemorrhagic complication
develops and, in this phase, multiple organ involvement
happens. There is progressive fall in White Blood Cell
(WBC) count, low platelets count, rise in Packed Cell
Volume (PCV) / Hematocrit. Signs of shock may appear.

Recovery phase: as the patient survives the critical phase
gradually the extracellular fluid reabsorption takes place. The
patient becomes hemodynamically stable, WBC rises,
platelets rises and PCV reduces due to fluid reabsorption.
Complications in this phase are rare. Pulmonary edema and
hypervolemia may occur at this time due to excessive fluid
overload. In the event of thrombocytopenia during the
critical phase, severe bleeding can complicate the delivery.
Induction of Laboure or caesarean section should be avoided
during the critical phase. If delivery is inevitable blood and
blood products should be properly cross matched and saved.
If platelet count is less than 50,000/ul, platelet transfusion
should be done before delivery [8]. Atony of uterus should
be avoided by timely use of uterotonics. In our case general
anesthesia was given due to thrombocytopenia present [9].
Regional anesthesia can also be considered if the platelets
count is above 70,000/ul. In our case although prophylactic
transfusion was done but bleeding was observed due to defect
in hemostatic system secondary to dengue infection. The
complications of infection depend on the interaction of virus
with the host. The virus multiples in the cells and causes an
antigen antibody reaction [10]. Thrombocytopenia results
from immune mediated destruction of platelets [11].
However, it co-relates poorly with bleeding manifestations
as seen in our case. It can be used as a prognostic indicator
rather than as a parameter for therapeutic interventions [12].
Plasma leakage and intrinsic coagulopathy are the
fundamental pathological changes responsible for the
morbidity and mortality associated with dengue hemorrhagic
fever [13]. In our case in spite of transfusion of blood
products and fresh frozen plasma there was life threatening
intra-abdominal bleeding which did not subside on
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conservative treatment. Uterine artery embolization is a 12. Wills B, Tran VN, Nguyen TH, Truong TT, Farrar J, et

possible intervention which can be considered in such cases. al. (2009) Hemostatic changes in Vietnamese children
Uterine artery embolization was successfully carried out by with mild dengue correlate with the severity of
using gel foam of about 4mm in diameter in size in our case. vascular leakage rather than bleeding. Am J Trop Med
Generally, it takes about 5/6 weeks for the vessels to Hyg 81(4): 638-644.

recanalize and the blood flow returns to normal [14]. 13. Kaufman RM, Gary KS, Aryeh S, Babu GW, Edward

Pregnancies after UAE can have higher rates of miscarriage, CW, et al. (2015) Platelets transfusion: A clinical
and are more likely to have a cesarean section and guideline from the AABB. Ann Intern Med 162(3):
postpartum hemorrhage. Though such complications are 205-213.

mentioned after the UAE but here it was a lifesaving

procedure and thus must be considered in such cases. 14. Ooi ET, Ganesananthan 3, Anil R, Kwok FY, Sinniah

M (2008) Gastrointestinal manifestations of dengue
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