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blood count was normal and dengue NS1 and IgM
were negative on day 1 of age. Dengue IgG was
positive as expected due to trans-placental passage.
On the third day of life, he developed acute high
fever of 1010F with flushed skin and poor activity.
Three hours after the onset of fever, baby was
grunting and was in shock with cold extremities.
Abdominal sonography showed evidence of
leakage with free fluid in the sub-hepatic space and
pelvis. Hence baby was considered to be in the
critical phase of DHF and managed accordingly.
During the next 6 hours, baby developed apnoeic
episodes, tonic convulsions and needed elective
intubation to avoid a catastrophe. Repeat
investigations sent at the onset of fever showed a
drop in platelets and a positive NS1Ag. On day two
of illness baby's platelet count was 39,000/µl with
progressive reduction of haematocrit by 16.5%,
along with persistent pulse pressure less than 20.
(Table 1)

Introduction
Dengue causes a spectrum of manifestations
ranging from non-specific acute fever, dengue
fever (DF), dengue haemorrhagic fever (DHF) and
dengue shock syndrome (DSS)1,2. Vertical
transmission of the virus leading to neonatal
dengue fever is a well-known entity and may result
in any manifestation out of the above spectrum.
Furthermore, maternal infection near term may
cause severe neonatal disease including DHF and
DSS3-5. We report a neonate who developed DSS
on the very first day of the fever.
Case report
A term baby boy was admitted to the special care
baby unit just after birth as his mother was in
medical intensive care unit due to DHF. The
pregnancy was uneventful and the baby weighed
3200g at birth. He was clinically well up to 2 days
of age, was on full feeds and cot care. Complete

Table 1: Serial full blood counts
Age of baby
WBC/mm-3

Day 1

Day 3
am

Day 3
pm

Day4
am

Day 4
pm

Day 5
am

Day 5
pm

Day 6
am

Day 6
pm

Day 7

Day 11

27,020

9,900

10,200

13,300

10,290

10,900

10,500

12,300

14,100

14,900

18.700

N%

78.0

82.2

84.1

78.0

78.0

57.0

69.0

58.0

30.3

39.0

43.5

L%

14.0

09.2

08.3

18.0

14.0

25.0

26.0

37.4

46.1

50.0

43.8

Hb g/dl

20.4

21.4

21.1

18.5

18.0

19.9

20.1

19.2

18.2

18.3

17.8

HCT %

61.3

63.0

63.0

55.4

52.6

59.0

58.2

56.2

51.7

54.1

52.2

PC /mm3

214,000

165,000

95,000

55,000

39,000

26,000

6,000

10,000

6,000

17,000

23,000

WBC: white blood cell, N: neutrophils, L: lymphocytes, Hb: haemoglobin, HCT: haematocrit, PC: platelet count
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His activated partial thromboplastin time (APTT)
was 74 with the international normalised ratio
(INR) 1.32. Hence baby was suspected to have
concealed bleeding and 5ml/kg of packed red cells
was transfused. Aspartate aminotransferase level
was 16U/L on first day of fever and was increased
to 308U/L on day 3 of illness. Cranial
ultrasonography
excluded
intracranial
haemorrhage. Septic screen was negative. He was
managed according to the national guideline on
management of DHF in children and adolescents.
The critical phase lasted almost for 72 hours. The
diuresis and normalization of haematocrit were
noted from the day 4 of illness onwards. Slow rise
of platelets was detected from day 6 of illness.
Baby was discharged home on day 11 of life.
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and colostrum provides protection against dengue
infection in breastfed babies5.

Discussion
During dengue epidemics, increasing numbers of
pregnant women are at risk of dengue infection6.
Complications of dengue infection during
pregnancy are preterm delivery, intra-uterine death,
miscarriage and acute fetal distress during
labour2,3,7,8. Generally, secondary infection with
dengue virus is known to be more serious6.
However, when primary infection occurs in late
pregnancy and delivery takes place at the height of
viraemia, both mother and newborn are at risk of
developing life-threatening complications2,6.
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