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Abstract:

Background: Dengue fever is the most important viral, mosquito borne infection (Aedes)

Dengue virus belongs to the family Flaviviridae. It has become a major epidemic in Indian subcontinent,
accounting for nearly one lakh deaths per annum. This is a study on clinical profile of dengue infection.
Method: This is a prospective study of 200 cases admitted in Tertiary Care Hospital. Serum samples were
collected from suspected dengue patients and were tested for NS1Ag, IgM and IgG antibodies with ELISA Kit.
Results: Dengue fever is the most important viral, mosquito borne infection (Aedes) in India. It has become a
major epidemic in Indian subcontinent. Spread of the infection is now leading to increased recognition of
typical clinical features of dengue infection. Dengue virus belongs to the family Flaviviridae.

Conclusion: Dengue disease continues to involve newer areas, newer populations and is increasing in
magnitude, epidemic after epidemic, no vaccine is yet available for protection and the vector control measures
are inadequate. Though clinical studies have reported on dengue disease in India, but these are largely based
on diagnosis made by kits of doubtful specificity and sensitivity. A lot more remains to be achieved for creating
an impact.
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I.  Introduction

Dengue infection has caused epidemics in india and is a major health problem in our country. WHO
estimates that presently about 2/5ths of the world population is at risk for this viral infection[1]. Dengue was
first reported in 1780, when Benjamin Rush described this fever as breakbone fever[2]. Incidence of dengue has
increased over 30 fold over the last 50 years.[3]

Risk of mortality | treated cases of DHF/DSS is 1% while mortality rate among untreated cases
escalates to 20%[4]. India is one of the seven countries in south east asia region regularly reporting incidence of
DF/DHF outbreaks due to its high incidence which constantly threteans the health care system.

The 1¥ confirmed report of dengue infection in india dates back to 1940’s and since then more & more
new states have been reporting the disease which mostly strikes in epidemic proportions often inflicting heavy
morbidity & mortality[5]. The common signs and symptoms observed were fever , headache, myalgia, arthralgia
and bleeding manifestations have also been observed.

The exact clinical profile is important for patient management and crucial for saving life. The present
study is an attempt to describe the salient clinical as well as laboratory findings of serologically confirmed
hospitalized cases of dengue fever during the study period[6].

Il. Materials And Methods

The study was undertaken as a hospital based descriptive study with prospective data collection. Two
hundred patients with confirmed dengue fever admitted to tertiary care hospital during a period from January
2014 -2016 were selected for this study.

NS1Ag, IgM and IgG, dengue antibodies were estimated using Rapid strip test. The diagnosis of
dengue fever, dengue hemorrhagic feverand dengue shock syndrome was based on the WHOcriteria.

Only those patients were included in the study withclassical features of dengue — fever with chills,
bodyache, headache, rash, bleeding manifestations and thrombocytopenia and had a positive strip test.
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Patients who had malaria and enteric fever were excluded from the study. Detailed history and
clinicalexaminations were done. A complete blood count, liverfunction tests, renal function tests, chest X-ray
and USGabdomen were also done.

I11. Results

A total of 200 cases admitted to the hospital in Jan 2014 to Jan 2016 were statistically analysed. Most
ofdengue cases occurred during the month of August to october depicts the role of rainy season on clusteringof
cases.Majority of the case 54% were male and 46% were females. Maximum number of cases 61% was in the
age group of 15 — 40 years as seen in table 1.

As seen in table 2 fever was present in all cases and is the most common symptom followed by
headache (90%), myalgia (81%), vomiting(56%), abdominal pain (48%),breathlessness (25%), skin rash (20%);
haemorrhagic manifestations(25%) included petechiae, ecchymosis, gum bleeding, haematuria, melena,
hematemesis and epistaxis.

Complications have been found in 60 patients (30%) which include pleural effusion , hypotension,
pneumonia, renal failure, ARDS.Out of 200 cases reviewed patients with anaemia were observed very less.
Other laboratory investigations were illustrated in table 4 and 95 patients (47.5%) showed haematocrit more
than 40 , 65patients (32.5%) showed leucopenia, thrombocytopenia platelet count less than 1 lakh is seen in 152
patients(76%), SGOT>40 seen in 66 patients(33%), SGPT>40 seen in 42 patients (21%), deranged RFT seen in
5 patients(2.5%).

Age distribution

AGE NO OF CASES
16-20 34
21-30 50
31-40 36
41-50 32
51-60 30
>60 16
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SYMPTOMS NUMBER OF CASES
Fever 200

Headache 180

Myalgia 162

Abdominal pain 96

Dyspnoea 50

Skin rash 40

Bleeding manifestations 50

COMPLICATIONS

COMPLICATONS NO OF CASES
Pleural effusion 30
Hypotension 14

Pneumonia 10

Renal failure 3

ARDS 3

LAB INVESTIGATIONS | NO OF CASES
Hb 10

Hct 95

Leucopenia 69

Plt< 1lakh 152

SGOT>40 66

SGPT>40 42

RFT deranged 5
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IV. Discussion

Dengue is an important emerging disease of the tropical and sub-tropical regions today. Since the first
confirmed case of dengue in India, during the late 1940s[7]. In the present study maximum number of patients
were admitted in the rainy season (August to October) that is related to favourable conditions for growth of
vector Aedes aegypti[8]. [9]Transmission of dengue increases during monsoon. [9]the correlation between
occurrence of dengue and monsoon is clearly evident in this study and previous studies conducted.[7]In the
present study maximum number of patients who suffered were in the age group between 15-40 years, Our
findings were related with Doke et al, as maximum number of patients occurred in age group 15-40
years.[10]The male to female ratio is found to 1.7:1, the study conducted by ashwini kumar et al reveals ratio
1.17:1.[7]where as another study showed slightly similarity in ratio was 1.3:1 by anagha G kinikar et
al.[11]AImost all the studies had male preponderance among affected individuals.

The clinical profile of dengue shows that fever was the most common presenting symptom in 200
(100%) patients. Abdominal symptoms/signs such as abdominal pain, nausea/vomiting, anorexia, abdominal
tenderness were found to be present 48% of study population which shows identical result statistically where as
another study was conducted by Satya sudhish Nimmagadda which shows less number of patients are affected
with abdominal symptoms.

[12]Mavilla anuradha et al, shows frequently affected symptoms in their study population are myalgia
followed by headache, vomiting etc. which are reported similar frequency of all symptoms related to our
study.[13]

Bleeding manifestations were revealed in 25% of patients while Ashwini Kumar et al, reported in
26.6%][7] and Tejashree .A et al, were reported in 3.84% of patients.[14]

Our study shows pleural effusion was found in 15% patients where other study displayed ARDS
(33.33%) as a significant complication[7]but our study revealed that ARDS was found to be least.Other
complications such as renal failure each was observed in 1.5% patients in our study whereas other study shows
renal failure was found in 40.6%.In our study, Hypotension was observed in 14 (7%) of patients but no death
was found whereas other study was reported 3 deaths due to hypotension in seropositive patients.[12]

A similar study was conducted by Ashwini kumar et al, shows statistically significant result as our
study in complications of pneumonia, renal failure [7]. The laboratory investigations are evaluated in our study,
the finding shows that anemia was associated in least patients compare to other study was conducted by
Tejushree .A et al. which shows significant difference in both study.[14] Increased hematocrit was observed in
47.5% of patients whereas Mavilla Anuradha et al, were reported in 30.00% of patients. 152 (76%) patients had
platelet count < 100000 cells/cumm but Rashmi K.S et al reported 72.77% of patients had platelet count<
100000 cells/cumm. Soor study reflected that more patients are encountered with thrombocytopenia[15].
Leukopenia was observed in 32.5% of patients whereas prafulla dutta et al, were reported 30% of patients
presented with leukopenia.[16]

Liver enzymes like AST was found in 1/4th of study population whereas Prafulla Dutta et al, were
reported in 1/3rd of study population[16] and ALT were in 1/4th of study population whereas other study shows
half of the patients.[8]

[12]The various factors were responsible for thrombocytopenia such as platelet dysfunction,
consumption coagulopathy and endothelial dysfunction which are not related to severity of bleeding. The
patients were also investigated for other causes of fever endemic in our region such as malaria, typhoid and
leptospirosis which causes the thrombocytopenia and often lead to delay in diagnosis of dengue. No deaths were
found in our prospective study.

V. Conclusion
Dengue disease continues to involve newer areas, newer populations and is increasing in magnitude,
epidemic after epidemic, no vaccine is yet available for protection and the vector control measures are
inadequate. Though clinical studies have reported on dengue disease in India, but these are largely based on
diagnosis made by kits of doubtful specificity and sensitivity. A lot more remains to be achieved for creating an
impact.
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