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ABSTRACT 

Objectives: 

To evaluate the clinical features, disease severity, laboratory findings and outcome of 
serologically confirmed cases of Dengue fever in children during the recent outbreak in 2011. 

Methods: 

This case series was conducted at the department of Pediatrics in collaboration with the 
Pathology Department of Madina Teaching Hospital/University Medical College, Faisalabad, 
during the recent epidemic of Dengue fever in Pakistan i.e., August–October 2011. Clinically 
and serologically confirmed cases of Dengue fever were included in the study. Data was 
analyzed by SPSS version 19. 

Results: 

We encountered 35 cases of Dengue fever, 20 patients were male and 15 were females. 
Twenty nine patients belonged to rural area and 6 came from urban society. Mean age of the 
patients was 7 years±3.21SD. No specific pattern of fever could be identified. Abdominal pain 
was the most common symptom (51%). Only 2 patients complained of body aches and pains. 
Splenomegaly was present in 94% of cases. 
Majority of the patients were anemic with Hb <10g%.(p value=0.002) and  platelet count 
ranged between 50, 000-100,000 cmm. Fifteen children had mild elevation of SGPT. Malarial 
parasite was found in 66% of cases (p value=0.063). All the patients improved over a period of 
5-15 days. 

Conclusion: 

As there is variation in the clinical presentation of Dengue fever in children, continuous 
surveillance and further studies are required to identify the clinical features of Dengue fever in 
children of Pakistan. During Dengue fever outbreaks, the disease must also be suspected in 
patients having malaria. 
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INTRODUCTION 

 
Dengue virus has become a major concern 
regarding public health in tropical and 
subtropical countries. Dengue virus has 4 
serotypes and transmitted by the day time 
biting mosquito Aedes aegypti, that has been 

highly urbanized.1 The four closely related, 
but antigenically distinct, serotypes of DENs 
(DEN-1, DEN-2, DEN-3 and DEN-4) do not 
cross-protect rather they can cross react. 
Infection with one of these serotypes provides 
lifelong immunity (Ig G) to that particular 
serotype only. Therefore, persons can acquire 
a second dengue infection from a different 
serotype which can lead to more severe form 
of the disease i.e., dengue hemorrhagic 
fever.2 
Clinical manifestations of Dengue fever 

include headache, fever, myalgia, arthralgia, 

leucopenia and thrombocytopenia.3 Dengue 
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hemorrhagic fever is characterized by 

appearance of hemorrhagic manifestations in 

addition to above while Dengue shock 

syndrome is characterized by shock, capillary 

leakage and altered mental status.4 
Early in the 20th century, the epidemics of 
Dengue fever were common in temperate 
areas of America, Europe, Australia and Asia 
but now Dengue fever has become endemic in 
Tropical Asia, South Pacific Islands, Northern 
Australia, Tropical Africa, Caribbean, Central 
and South America.1 According to World 
Health Organization, Annual occurrence rate 
of Dengue fever and Dengue hemorrhagic 
fever all over the world is about 50-100 
million and 50,000 cases respectively. An 
estimated 2000 annual deaths occur out of 
these reported cases due to its complications.5 
The first outbreak of Dengue fever in Pakistan 
was documented in 1994-95 in Karachi.6 After 
that different outbreaks have been 
documented from different areas of Pakistan 
especially Karachi and Lahore.7,8,9 Although 
children constitute the main group that has 
been affected by the disease but little data 
has been published regarding Dengue 
infection in children in South Asia.10 
The present study was conducted to evaluate 
the clinical features of Dengue fever in 
children during the recent outbreak in 
Pakistan. 
 
PATIENTS AND METHODS 
 
This case series was conducted at the 
department of Pediatrics in collaboration with 
the Pathology department of Madina Teaching 
Hospital/University Medical College, 
Faisalabad, during the peak months of recent 
epidemic of Dengue fever in Pakistan. Data 
was collected from the patients admitted with 
Dengue fever from August–October 2011. The 
patients who presented with febrile illness, 
fulfilling the diagnostic criteria of Dengue 
fever according to World Health Organization 
and proven serologically positive for IgM, Ig G 
anti Dengue antibodies (Confirmed by ELIZA) 
or both were included in the study.2 The 
patients who were suffering from fever and 
thrombocytopenia due to any chronic illness 
like aplastic anemia, acute leukemia, 
hypersplenism and chronic liver disease were 
excluded from the study. 
Clinical data was recorded that included 
symptoms, signs and laboratory investigations. 

The patients were thoroughly examined for 
vital signs, anthropometry, skin rash, 
hepatosplenomegaly, ascites and pleural 
effusion. Investigations performed were blood 
counts, peripheral film, typhidot test, liver 
function tests, abdominal ultra-sonography, 
Chest X ray and Ig M, Ig G Anti Dengue 
antibodies (by ELIZA method). Patients were 
treated symptomatically with intravenous 
fluids, antipyretics, antibiotics and 
antimalarials where indicated. Patients were 
followed with repeated leukocyte and platelet 
counts daily until they were in the normal 
range. Statistical analysis was done by SPSS 
version 19 and p value <0.05 was considered 
significant. 
 
RESULTS 
 
We came across 35 pediatric cases of Dengue 
fever during 3 months period. Out of these, 
20 patients were male and 15 were females. 
Twenty nine patients belonged to rural area 
while only 6 came from urban society. 
Minimum age of the patient was 2 months and 
maximum age was 13 years with mean age of 
7±3.21 SD. 
Clinical features have been summarized in 
Table 1. All the patients suffered from fever 
but no specific pattern could be identified, 
degree was variable ranging from low to high 
grade. Abdominal pain was the next most 
common symptom followed by vomiting and 
diarrhea. Only 2 patients complained of body 
aches and pains and 2 patients had 
hemorrhagic manifestations in the form of 
gum bleed and melena (Table 1). The most 
common clinical sign that we detected was the 
splenomegaly that was present in 94% of 
cases followed by pallor and then 
hepatomegaly (Table 1). 

Table 1. Clinical features of patients with Dengue 
fever (n=35) 

Clinical features Frequency Percentage 

Fever 35 100 

Abdominal Pain 18 51 

Vomiting 12 34 

Loose motions 6 17 

Splenomegaly 33 94 

Pallor 23 65 

Hepatomegaly 19 54 

Myalgia 2 5 

Hemorrhagic menifestations 2 5 

Skin rash 0 0 
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Majority of patients had hemoglobin less than 

10gm%, only 12 patients presented with 

hemoglobin more than 10gm% (p value=0.002). 

Most of the patients had platelet count 

between 50,000-100,000/cmm and 4 patients 

had counts below 50,000/cmm. Twenty 

patients had microcytic hypochromic picture 

and 15 children had mild elevation of SGPT 

(Table 2). Majority of the patients presented 

with fever of short duration but 12 patients 

had prolonged history >15 days (Figure 1). 

Sixty six percent of our patients with Dengue 

fever were also positive for malarial parasite 

(Figure 2) (p value=0.063). 

Table 2. Lab investigations of Dengue fever patients 

Lab investigations Frequency Percentage 

Hemoglobin: 
• >10g% 

• 7-10g% 

• <7 g% 

 
12 

20 

3 

 
34 

58 

8 

TLC Count /cmm: 

• <4000 

• 4000-11000 

• >11000 

 

5 

29 

1 

 

14 

82 

2 

Platelet count/cmm: 
• <50,000 

• 50,000-100,000 

• 100,000-150,000 

 
4 

24 

7 

 
11 

68 

20 

Peripheral film: 

• Microcytic hypochromic 

• Normocytic normochromic 

 

20 

15 

 

57 

43 

SGPT: 
• <35 

• 35-50 

 
20 

15 

 
57 

43 

Anti Dengue antibodies: 
• Ig M 

• Ig M + Ig G 

 
35 

12 

 
100 

34 

Malarial parasite positivity 23 66 

Follow up platelet counts were performed, 

60% of patients had improvements in their 

counts in 5 days while remaining improved in 

6-10 days (Figure 3). Not a single patient 

required platelet transfusion and no death 

encountered in this series. 

 

DISCUSSION 

 

The clinical manifestations of Dengue fever 

are quite variable depending upon the age of 

the patient and the type of infecting strain of 

virus.11,12 As far as the disease in children is 

concerned, limited data is available regarding 

the Dengue infection in pediatric age group in 

Pakistan. 
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Majority of the patients were male in our 
study that is similar finding in other studies 
carried in India.13,14,15 The finding could be 
explained by the more exposure of male 
children due to their involvement in outdoor 
activities during the day timings. High grade 
fever was present in all the children followed 
by abdominal pain (51%) and vomiting (34%). 
Although the etiology of abdominal pain 
remains obscure in Dengue fever but it could 
be due to raised amylase level and enlarged 
pancreas.16 These results are comparable to 
the study carried in Jeddah by Maimoona, 
where fever, vomiting and abdominal pain 
were more common symptoms, while 
headache, retero orbital pain, myalgia and 
skin rash were very rare.17 None of our 
patient presented with skin rash of any type. 
Abdominal pain was also found in 60% of 
children with Dengue fever in Bangla Desh in 
2009.18 
Splenomegaly was the most common clinical 
sign in our study (94%) whereas the studies 
carried out in India and Bangla Desh 
documented, the frequency of splenomegaly 
in 32.4% and 3% children of Dengue 
fever.15,18 Faridi found all the patients of 
Dengue fever had hepatomegaly whereas in 
our study the hepatomegaly was found in only 
54% of cases.15 
A study carried in Karachi in 2006 showed 
hepatomegaly in 37% of cases and 
splenomegaly in only 2% of children while 
majority of the patients (57%) were anemic 
just like our study. 

Thrombocytopenia was the consistent finding 

in our patients and most of the patients had 

counts between 50,000-100,000/cmm. Many 

studies report that thrombocytopenia is the 

commonest but not the constant finding in 

Dengue fever.20,21 

The study done in Karachi showed 

thrombocytopenia in 86% of children and 

leucopenia in 43% of cases which is in 

contrast to our study where we documented 

leucopenia in only 5 patients (14%).19 In our 

study SGPT level was also mildly elevated 

(35-50 IU) in about 43% of cases which is 

comparable to 40% cases in Jamshoro and 

22% of cases in a study done in India.21,15 All 

the patients were Ig M positive but only 34% 

cases were positive both for Ig M and Ig G. 

Sixty six percent of our of cases were also 

positive for malarial parasite in their 

peripheral film. This mixed infection by 

malaria and Dengue fever was also 

documented in Karachi by Amanullah where 

23% of adult patients of Dengue fever were 

co-infected with malarial parasite.22 Another 

study done in Attock, also showed combined 

Dengue and malaria in 81.8% of patients.23 

We could not identify any specific or biphasic 

pattern of fever, 13 patients had fever lasting 

for 7 days, whereas 12 patients presented 

with prolonged history of fever lasting for 

more than 15 days. This finding was different 

from those observed in Karachi during 2006 

where 40% of children had biphasic pattern 

and average duration of fever was 5 days.19 

Not a single patient presented with 

hemorrhagic manifestations and required 

platelet transfusion. Most of the patients 

(60%) recovered within 5 days and remaining 

in 6-10 days both clinically as well as in terms 

of improvement of platelet counts. These 

results are comparable to a recent study 

carried in North India where the mean platelet 

recovery time was 3.6±1.3 days. 

 

CONCLUSION 

 

This study focused the common clinical 

manifestations of Dengue fever in children. 

There are certain differences in clinical 

presentation if compared with adult patients 

and also among pediatric patients in different 

parts of the world. Thus it requires continuous 
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surveillance and further studies in order to 

identify the clinical features of Dengue fever 

in children in our region. Furthermore Dengue 

fever must also be suspected in malarial 

endemic areas even if the clinical signs and 

symptoms are explainable by malaria. 
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