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INTRODUCTION 

Dengue is one of the tropical diseases that affect humans 

most. The World Health Organization (WHO) reports 

that there are currently about 2.5-3 billion people living 

in dengue transmission areas. Dengue is an acute febrile 

disease caused by dengue virus (DENV) infection. 

DENVs are single positive-stranded RNA flaviviruses, 

which belong to the family Flaviviridae. There are four 

main serotypes of this virus (DENV-1, DENV-2, DENV-

3, and DENV-4). Subsequent infection with distinct 

DENV serotype was associated with increasing the risk 

of serious complications. 

The clinical appearance and laboratory parameters of 

dengue fever are very similar in the initial course of the 

disease to other acute febrile diseases and viral 

hemorrhagic fever (Kyasanur forest disease, malaria, 

leptospirosis, yellow fever, chikungunya, influenza) and 

therefore very difficult to distinguish.1 The laboratory 

tests are also non-specific with leucopenia and 

thrombocytopenia. 

Dengue fever is a serious condition that has signs 

including pain in the bones and muscles, vomiting, 

decrease in WBC and skin rash. Dengue hemorrhagic 

fever (DHF) has four main clinical features such as high 

fever, bleeding, hepatomegaly and circulatory failure.2 
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Some of the people infected may experience 

hypovolemic shock due to serious plasma leakage. The 

progression of dengue fever can have divided into three 

main phases: febrile phase, critical phase and phase of 

recovery. Severe manifestations of clinical disease occur 

during the critical period starting around day 4-7 after the 

onset of fever and usually lasting 48-72 hours. During the 

critical period, patients' condition may rapidly improve or 

deteriorate; requiring clinicians to observe. Early clinical 

treatment focused on fluid-replacement therapy decreases 

the morbidity and mortality associated with severe 

dengue.3 DHF mechanisms and pathogenesis are not 

entirely understood. Suggested risk factors that are 

associated with DHF include virus virulence, immune 

enhancements, cytokine storm, lipid profile change, 

autoimmune responses, host genetic factors, 

Staphylococcus aureus, bacteremia etc.4-11 

Till date no vaccine and anti-viral drugs were available to 

treat dengue fever. Dengue fever and DHF remain a 

severe community health problem worldwide. DHF was 

recently reported in several dengue outbreaks and 

resulted in high mortality. Clinically, DHF is a severe 

threat. However, the reasons for the occurrence of this 

disease are still unknown, owing to its etiological 

complexity. 

Aim of the study was to analyze the clinical profile of 

children affected by dengue fever. 

METHODS 

This single institutional observational study was 

conducted from January 2019 to December 2019 to in a 

government headquarters hospital, Ramanathapuram, 

Tamil Nadu. Convenient sample size was taken. 

Inclusion criteria: A total of 250 who had dengue fever 

serologically positive cases had included in this study. 

Exclusion criteria: Cases with other comorbid and critical 

cases were not included. A thorough history had taken, 

and careful clinical examination had performed. All the 

laboratory investigation had done for all patients and 

written informed consent form had obtained from the 

patient. Data were collected using proforma, converted to 

MS Excel for descriptive analysis and discussed. 

RESULTS 

Out of 250 patients, 118 patients were males, and 132 

patients were females. Out of 250 patients mean age was 

6 years 2 months.  

Out of 250 patients based on symptoms all the 250 

patients had a fever, 219 patients had vomiting, 209 

patients had a loss of appetite, 197 patients had 

abdominal pain, 160 patients had body/leg pain, 135 

patients had a headache/retro-orbital pain, 91 patients had 

abdominal distension, 81 patients had skin rashes, 53 

patients had bleeding disorders, and 7 patients had a 

convulsion. 

 

Figure 1: Gender distribution. 

Table 1: Common symptoms. 

Out of 250 patients, 99 patients had an undifferentiated 

fever, 115 patients had dengue fever, and 43 patients had 

severe dengue fever. 

 

Figure 2: WHO classification. 

Out of 250 patients, 75 patients had platelet count of 

50,000-1,00,000/mm3, 34 patients had 20,000-

50,000/mm3 and 12 patients had less than 20,000/mm3 

platelet count. 
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Table 2: Thrombocytopenia distribution. 

Minimum platelet 

count (mm3) 

No. of 

children 
Percentage (%) 

1,00,0000-50,000 75 29.3 

50,000-20,000 34 13 

Less than 20,000 12 4.5 

Total 121 47 

DISCUSSION 

Dengue is a persistently occurring infectious disease, 

particularly in developing countries. These factors led to 

an increase in complication incidence and the emergence 

of types of severe disease. In potentially avoidable cases, 

the lack of technical support and clinical basis for proper 

management of patients with hemorrhagic manifestations, 

particularly as regards transfusion procedures, may lead 

to the occurrence of death. 

Most of them in the sample were females as compared to 

males. The most frequent findings in analyzing the 

distributions of reported clinical symptoms were fever, 

vomiting, lack of appetite and headache, which agree 

with other literature reports. The majority of children had 

dengue fever accompanied by undifferentiated fever and 

extreme fever based on recommendations from the WHO. 

4.8% had a platelet count less than 20,000/mm3.  

Patients presented with headache in Mandal et al were 

62.16%.12 90% of patients diagnosed with headache in 

particular research such as Itoda et al.13 A study 

conducted by Awasthi et al in north India, revealing that 

as their primary symptom only 9% of cases had a 

headache.14 In a report by Karoli et al and Singh et al 

thrombocytopenia was found in 61.39% of cases in 40% 

of patients.15,16 37.8% had platelet counts below 

50,000/mm3 in a study by Mandal et al and 13.51% had 

bleeding in gums and GIT.12 Just 12.8% had platelet 

counts <70,000/mm3 in a study by Tripathi et al.17 In a 

survey carried out by Khan et al based in Hyderabad, 

only bleeding present in 5% of patients and 

thrombocytopenia presents in 40% of patients.18 

Horvath from Australia and Sharma from India who 

registered 63% of the bleeding episodes and 69% 

respectively. The GIT was the major site of bleeding 

reported by Sharma et al from India and Chairulfatah 

from Indonesia.19-21  

The study is an observational study of dengue fever cases 

from a single secondary care center and included only 

those cases that were admitted to the hospital. Viral 

isolation and serotype identification and serotype 

identification were not done in the present study.  

CONCLUSION  

From this study, concluded that the majority had common 

presenting symptoms of fever, vomiting, headache and 

body pain. No deaths have occurred in this study. 

Conservative management strategy with rational platelet 

transfusion is effective in managing dengue patients. 

Funding: No funding sources 

Conflict of interest: None declared 

Ethical approval: The study was approved by the 

Institutional Ethics Committee 

 

REFERENCES 

 

1. Gregory CJ, Santiago LM, Arguello DF, Hunsperger 

E, Tomashek KM. Clinical and laboratory features 

that differentiate dengue from other febrile illnesses 

in an endemic area-Puerto Rico, 2007-2008. Am J 

Trop Med Hyg. 2010;82(5):922-9. 

2. Kuo HJ, Lee IK, Liu JW. Analyses of clinical and 

laboratory characteristics of dengue adults at their 

hospital presentations based on the World Health 

Organization clinical phase framework: emphasizing 

the risk of severe dengue in the elderly. J Microbiol 

Immunol Infect. 2018;51:740-8. 

3. World Health Organization. Dengue guidelines for 

diagnosis, treatment, prevention and control: new 

edition. Apps.who.int. 2009. Available at: https:// 

apps.who.int/iris/handle/10665/44188. Accessed on 

3 October 2020. 

4. Prommalikit O, Thisyakorn U. Dengue virus 

virulence and diseases severity. Southeast Asian J 

Trop Med Public Health. 2015;46(1):35-42.  

5. Goncalvez AP, Engle RE, St Claire M, Purcell RH, 

Lai CJ. Monoclonal antibody-mediated enhancement 

of dengue virus infection in vitro and in vivo and 

strategies for prevention. Proc Natl Acad Sci USA. 

2007;104:9422-7.  

6. Mangione JN, Huy NT, Lan NT, Mbanefo EC, Ha 

TT, Bao LQ et al. The association of cytokines with 

severe dengue in children. Trop Med Health. 

2014;42:137-44.  

7. Van Gorp EC, Suharti C, Mairuhu AT, Dolmans 

WM, van Der Ven J, Demacker PN et al. Changes in 

the plasma lipid profile as a potential predictor of 

clinical outcome in dengue hemorrhagic fever. Clin 

Infect Dis. 2002;34:1150-3.  

8. Falconar AK. The dengue virus nonstructural-1 

protein (NS1) generates antibodies to common 

epitopes on human blood clotting, integrin/adhesin 

proteins and binds to human endothelial cells: 

potential implications in haemorrhagic fever 

pathogenesis. Arch Virol. 1997;142:897-916.  

9. Zivna I, Green S, Vaughn DW, Kalayanarooj S, 

Stephens HA, Chandanayingyong D et al. T cell 

responses to an HLA-B)07 restricted epitope on the 

dengue NS3 protein correlate with disease severity. J 

Immunol. 2002;168:5959-65.  

10. Thein TL, Ng EL, Yeang MS, Leo YS, Lye DC. Risk 

factors for concurrent bacteremia in adult patients 

with dengue. J Microbiol Immunol Infect. 

2017;50:314-20.  



Arasu RM et al. Int J Contemp Pediatr. 2020 Nov;7(11):2115-2118 

                                            International Journal of Contemporary Pediatrics | November 2020 | Vol 7 | Issue 11    Page 2118 

11. Syue LS, Tang HJ, Hung YP, Chen PL, Li CW, Li 

MC et al. Bloodstream infections in hospitalized 

adults with dengue fever: clinical characteristics and 

recommended empirical therapy. J Microbiol 

Immunol Infect. 2019;52:225-32. 

12. Mandal SK, Ganguly J, Sil K, Chatterjee S, 

Chatterjee K, Pankaj S et al. Clinical profiles of 

dengue fever in a teaching hospital of eastern India. 

National J Med Res. 2013;3(2):173-6. 

13. Itoda I, Masuda G, Suganuma A, Imamura A, 

Ajisawa A, Yamada KI et al. Clinical features of 62 

imported cases of dengue fever in Japan. Am J 

Tropical Med Hygiene. 2006;75(3):470-4. 

14. Awasthi S, Singh VK, Kumar S, Kumar A, Dutta. 

The changing clinical spectrum of Dengue fever in 

the 2009 epidemic in north India: a tertiary teaching 

hospital-based study. J Clin Diagno Res. 

2012;6(6):999-1002.  

15. Karoli R, Fatima J, Siddiqi Z, Kazmi KA, Sultania 

AR. Clinical profile of dengue infection at a teaching 

hospital in North India. J Infection in Developing 

Countries. 2012;6(7):551-4. 

16. Singh NP, Jhamb R, Agarwal SK, Gaiha M, Dewan 

R, Daga MK et al. The 2003 outbreak of dengue 

fever in Delhi, India. Southeast Asian J Tropical Med 

Public Health 2005;36(5):1174-8. 

17. Tripathi BK, Gupta B, Sinha RSK, Prasad S, Sharma 

DK. Experience in the adult population in dengue 

outbreak in Delhi. J Asso Physicians of India. 

1998;46(3):273-6. 

18. Khan AH, Hayat AS, Masood N, Solangi NM, 

Shaikh TZ. Frequency and clinical presentation of 

dengue fever at tertiary care hospital of 

Hyderabad/Jamshoro. J Liaquat University of Med 

and Health Sci. 2010;9(2):88-94. 

19. Horvath R, Mcbride WJH, Hanna JN. Clinical 

features of hospitalized patients during dengue three 

epidemics in Far North Queensland 1997-99. Dengue 

Bulletin. 1999;23:24-9. 

20. Sharma S, Sharma SK. Clinical profile of DHF in 

adults during the 1996 outbreak in Delhi, India. 

Dengue Bulletin. 1998;22:20-7.  

21. Chairulfatah A, Setiabudi D. Thrombocytopenia and 

platelet transfusions in DHF and DSS. Dengue 

Bulletin. 2003;27:138-43. 

 

 

 

 

 

 

 

 

  

 

Cite this article as: Arasu RM, Jagadeesan P. 

Clinical profile of dengue fever in children in a 

secondary care hospital: an observational study. Int J 

Contemp Pediatr 2020;7:2115-8. 


