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INTRODUCTION

Dengue fever is a mosquito borne viral infec-
tion. It occurred sporadically till the 19th century.
Recent years have seen epidemics of this disease
and presently it is endemic in 112 countries around
the world.1,2 Dengue virus is an RNA virus of
flaviridae family, with four serotypes, transmitted
by the bite of Aedes aegypti mosquito.

It manifests in three ways, a mild atypical
form, classic dengue and dengue haemorrhagic
fever (DHF)3 which may evolve into dengue shock
syndrome. Mortality can occur in dengue shock
syndrome unless prompt and adequate manage-
ment with fluid replacement is provided. An esti-
mated 50 million dengue infections occur annu-
ally  and approximately 2.5 billion people live in
dengue endemic countries.4 Recently outbreaks
of dengue fever have been recorded in Pakistan,
Saudi Arabia, Sudan and Yemen, 2005-2006.5  In
Pakistan, the first confirmed outbreak of DHF oc-
curred in 1994. A DEN-3 epidemic with DHF was
first reported in 2005. Since then, the expansion
of dengue infections with increasing frequency and
severity has been reported from large cities in Pa-
kistan as far north as the North-West Frontier Prov-
ince in 2008. Dengue is a reportable disease in
Pakistan. A pertinent issue for this region is the
need to better understand the epidemiological
situation of dengue in areas that are endemic for
Crimean-Congo haemorrhagic fever and co-infec-

tions of these pathogens. Changes in the epide-
miology of dengue, lead to problems with the use
of the existing WHO classification. Symptomatic
dengue virus infections were grouped into three
categories: undifferentiated fever, dengue fever (DF)
and dengue haemorrhagic fever (DHF). DHF was
further classified into four severity grades, with
grades III and IV being defined as dengue shock
syndrome (DSS).6 There have been many reports
of difficulties in the use of this classification,7-9 which
were summarized in a systematic literature review.10

Difficulties in applying the criteria for DHF in the
clinical situation, together with the increase in clini-
cally severe dengue cases which did not fulfill the
strict criteria of DHF, led to the request for the
classification to be reconsidered. Currently the
classification into DF, DHF, DSS continues to be
widely used.6 After an incubation period of 4—10
days, infection by any of the four virus serotypes
can produce a wide spectrum of illness, although
most infections are asymptomatic or subclinical .
Primary infection is thought to induce lifelong pro-
tective immunity to the infecting serotype.11 Indi-
viduals suffering an infection are protected from
clinical illness with a different serotype within 2—3
months of the primary infection but with no long-
term cross-protective immunity.

This study was carried out to know the out-
come of dengue fever in our setup in adults.
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ABSTRACT

Background: Dengue fever is a mosquito borne viral infection. Recent years have seen epidemics of this
disease. It manifests in three ways, a mild atypical form, classic dengue and dengue haemorrhagic fever.
This study was carried out to know the outcome of dengue fever in adults in our setup.

Material & Methods: This descriptive study was conducted in Medical A Unit Hayatabad Medical Complex
Peshawar.  Patients with dengue fever admitted from August 2010 to December 2010 were included. A
proforma containing relevant details was filled for each patient. The diagnosis was based on clinical features
and serology.

Results: Thirty-eight patients with dengue fever were studied; 23 males and 15 females. Age ranged from 18
to 60 years. Two were from Afghanistan and 36 from various parts of the Khyber Pakhtun Khwa province and
adjacent tribal areas. Thirty patients had a history of travel to endemic areas. Two patients suffered from
dengue haemorrhagic fever while the rest had disease without hemorrhagic manifestations. Fever was the
commonest presentation 38(100%), followed by vomiting (55%), pain abdomen (50%). Pancytopenia was
found in 10% patients, thrombocytopenia 50%, anaemia 45% and leukopenia in 40%. One patient from
Afghanistan with dengue haemorrhagic fever died.All other patients were discharged uneventfully.

Conclusion: Dengue fever is a mild illness with favorable outcome unless the presentation is with hemorrhagic
phenomena.
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MATERIAL AND METHODS

This descriptive study was conducted in
Medical A Unit Hayatabad Medical Complex
Peshawar from July 2010 to December  2010. A
proforma containing relevant details was filled for
each patient. The diagnosis of dengue fever was
based on clinical features and serology. A total of
38 patients were studied. All patients above age
18 and with clinical features suggestive of dengue
fever and anti IgM positive were included in the
study. Patients with dengue IgM negative were
excluded from the study irrespective of their fea-
tures. Follow up where necessary was done upto
one week after discharge from the hospital.

RESULTS

A total of 38 patients were studied for the
outcome of dengue fever (Table-1). Age range of
these patients was from 18 to 60 years. Among
these 23 were males and  15 females.

Two were from Afghanistan and 36 from vari-
ous parts of the Khyber Pakhtun Khwa province
and nearby tribal areas.

Thirty patients had a history of travel to en-
demic area of the country.

Two patients suffered DHF while the rest had
the disease without hemorrhagic manifestations.

Fever was the commonest presentation 38
(100%) patients, followed by headache(70%), vom-
iting (55%), pain abdomen (50%).

Pancytopenia was found in 10% of patients,
thrombocytopenia 50%, anaemia 45% and leuko-
penia in 40% of cases.

One patient from Afghanistan with DHF died the
rest all were discharged from the hospital unevent-
fully.

DISCUSSION

Dengue infection is a systemic and dynamic
disease. It has a wide clinical spectrum that in-

cludes both severe and non-severe clinical mani-
festations 12. After the incubation period, the ill-
ness begins abruptly and is followed by the three
phases — febrile, critical and recovery .In febrile
phase patients typically develop high-grade fever
suddenly. This acute febrile phase usually lasts 2–
7 days and is often accompanied by facial flush-
ing, skin erythema, generalized body ache, myal-
gia, arthralgia and headache 12 .

Fever was the presenting symptom in all of
our pts(100%). Ahmed  s et al 13 have reported
Fever as  the main finding in  their work as like all
other epidemics . Average duration of fever  in
their study was 5 days and biphasic pattern was
seen in 40% cases. Similar findings were observed
in dengue epidemics in Bangladesh and
Chennai.14

Wasay M15  conducted a study in which all
cases presented with fever (100%) and a majority
also had an accompanying viral syndrome with
headache (87%) and abdominal pain (27%). Sys-
temic haemorrhagic manifestations were observed
in 54% patients including petechiae (36%),
epistaxis (18%) and gastro intestinal bleeding (9%).
A total of 217(97%) patients recovered fully by the
time of discharge and had no sequelae at one
week of follow up. Six patients (2.6%) expired. In
our study one patient died (2.63%), 35 recovered
completely (92.10 %) and two had pancytopenia
( 5.26 %) which did not recover after a week.

Rahim et al16 has shown in his study that
Almost all of the patients presented with fever
(100%), headache 98.2%), bodyache (97.7%), and
the vast majority had skin rash (78.5%), backache
(78.2%) and retro-orbital pain (79.7%). Both anti-
dengue IgG and anti-dengue IgM were positive in
55.1% of patients and either anti-dengue IgG or
anti-dengue IgM was positive in 23.6% and 21.3%
of patients respectively. Management outcome of
the patients was quite satisfactory without any case
fatality.

In our study body aches  were reported by
34 patients (89.47%) and headache by 30
(78.94% ).

Some patients may have sore throat, injected
pharynx and conjunctival injection. Anorexia,
nausea and vomiting are common. Rahim found
anorexia (100%) and nausea (100%) in all his
patients while we found vomiting in 55% of our
patients.

In this disease the liver is often enlarged and
tender after a few days of fever.17 Contrary to this
only  3(7.89%) of our patients had hepatomegly
and two(5.26%) had splenomegaly. Most of our

Table 1:  Outcome of patients with
dengue fever.

Outcome Number of Percentage
patients

Recovered
completely 35 92.10

Expired 01 2.63

Other
(Pancytopenia
not resolve) 02 5.26
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patients presented too early for the liver to be pal-
pable. SilmilarlyAhmed S et al found Hepatome-
galy  in 13 (37%) cases and Splenomegaly in 2
(6%) patients in their series13. Due to the differ-
ence in age group from our patients, the number
of patients  with liver enlargement in their study
were more. pancytopenia was found in10% of pa-
tients, thrombocytopenia in 50%,anemia in  45%
and leukopenia in 40 % of our cases while Rahim
et al in his study showed that almost all of the
patients (97.7%) developed thrombocytopenia but
only 4.1% developed leucopenia at sometime
during the course of the disease and anaemia was
found in 49.4% of the patients.Correlating to our
study Ahmed S et al  observed  Anemia in 20 (57%)
patients.

Mild haemorrhagic manifestations like pete-
chiae and mucosal membrane bleeding (e.g. nose
and gums) may be seen 17,18. The earliest abnor-
mality in the full blood count is a progressive de-
crease in total white cell count, which should alert
the physician to a high probability of dengue.
Coryza is reported to be a common manifestation
in young children, however, in the study of Ahmed
S et al it was exceedingly uncommon compared
to other clinical features.we observed runny nose
in five( 13.15%)patients which correlates to the
study of Ahmed S et al despite the fact that most
of their patients were children.

History of  pain abdomen was found in 50%
of our patients. Abdominal pain, vomiting, bleed-
ing, headache and arthralgia constituted common
clinical manifestations in the study of Ahmed S et
al. These were also found to be common present-
ing features in previous epidemics in Karachi.2

Ahmed et al observed rashes in 65% chil-
dren. Forty percent had petechiae and bruises,
26% had maculopapular rashes (mainly on face
and extremities) and 8.5% had confluent red macu-
lar rashes involving both legs. They also observed
spontaneous haemorrhage in 87% children in the
form of gastrointestinal haemorrhage and 61% of
their patients presented with epistaxis while we ob-
served epistaxis  in 5.26 % of our patients. The
reasons of this gross difference could not be
known.

CONCLUSION

Dengue fever is a mild illness with favorable
outcome unless the presentation is with hemor-
rhagic phenomena. Fever is the commonest symp-
tom followed by headache, vomiting and abdomi-
nal pains. Further studies on the outcome specifi-
cally of dengue hemorrhagic fever need to be con-
ducted to understand  the complications of  dis-
ease  in further details in our setup.

REFERENCES

1. Pinheiro FP, Corber SJ. Global situation of den-
gue and dengue haemorrhagic fever and its
emergence in the Americas. World Health Stat
1997; 50: 161 - 9.

2. World Health Organization Prevention and con-
trol of dengue and dengue haemorrhagic fever.
Comprehensive guidelines. WHO Regional
publication, SEARO, No. 29 1999.

3. Gubler DJ. Dengue. In: Monath TP, ed. The ar-
boviruses: Epidemiology and Ecology. Boca
Raton, Florida: CRC Press, 1998, p.223-60.

4. WHO. Dengue and dengue haemorrhagic fever.
Factsheet No 117, revised May 2008. Geneva,
World Health Organization, 2008. (http://
www.who.int/mediacentre/factsheets/fs117/en/).

5. WHO/EMRO. World Health Organization, Re-
gional Office for the Eastern Mediterranean, Di-
vision of Communicable Disease Control, News-
letter, I2005, 6:7–8. (http://www.emro.who.int/
pdf/dcdnewsletter6.pdf).

6. WHO. Dengue haemorrhagic fever: diagnosis,
treatment, prevention and control, 2nd ed.
Geneva, World Health Organization, 1997.

7. Guha-Sapir D, Schimmer B. Dengue fever: new
paradigms for a changing epidemiology. Emerg-
ing Themes in Epidemiology, 2005 (Open ac-
cess journal, http://www.ete-online.com/con-
tent/2/1/1).

8. Deen JL, Harris E, Wills B . The WHO dengue
classification and case definitions: time for
areassessment. Lancet, 2006, 368:170—173.

9. Rigau-Perez J. Severe dengue: the need for new
case definitions. Lancet Infectious Diseases,
2006, 6:297–302.

10. Bandyopadhyay S, Lum LC, Kroeger A. Classi-
fying dengue: a review of the difficulties in us-
ing the WHO case classification for dengue
haemorrhagic fever. Tropical Medicine and In-
ternational Health, 2006, 11(8):1238—1255.

11. Halstead SB. Etiologies of the experimental den-
gues of Siler and Simmons. American Journal
of Tropical Medicine and Hygiene, 1974,
23:974—982.

12. Rigau-Pérez, JG, Clark, GC, Gubler, DJ, Reiter,
P., Sanders, EJ, and Vorndam, AV. Dengue and
dengue haemorrhagic fever. Lancet, 1998,
352:971–7.

13. Saba Ahmed, Fehmina Arif, Yousuf Yahya,
Arshaloos Rehman, Kashif Abbas, Sohail Ashraf
et al. dengue fever outbreak in karachi 2006-A
study of profile and outcome of children under
15 years of age. JPMA 58:4;2008.

14. Ahmed FU, Mahmood CB, Sharma JD, Hoque
SM, Zaman R, Hasan MH. Dengue fever and
dengue hemorrhagic fever in children the 2000



Gomal Journal of Medical Sciences January-June 2011, Vol. 9, No. 1 73

 Outcome of dengue fever in adults

outbreak in Chittagong, Bangladesh. Dengue
Bulletin 2001; 25 : 33-9.

15. Wasay M, Channa R, Jumani M, Zafar A. Chang-
ing patterns and outcome of Dengue infection;
report from a tertiary care hospital in Pakistan. J
Pak Med Assoc. 2008;58:488–9.

16. Rahim MA,Sikder MS; Clinicopathologic mani-
festations and outcome of dengue fever and den-
gue hemorrhagic fever. Bangladesh Med Res
Counc Bull.2005;31;36-45.

17. Kalayanarooj S, Vaughn DW, Nimmannitya S,
Green S, Suntayakorn S, Kunentrasai N, et al.
Early clinical and laboratory indicators of acute
dengue illness. Journal of Infectious Diseases,
1997, 176:313–21.

18. Balmaseda A, Hammond SN, Pérez MA, Cuadra
R, Solano S, Rocha J, et al.. Assessment of the
World Health Organization scheme for classifi-
cation of dengue severity in Nicaragua. Am J
Tropical Med Hygiene 2005;73:1059-62.

Corresponding author:

Dr. Muhammad Usman

Assistant Professor Medical A Unit

Hayatabad Medical Complex

Peshawar, Pakistan

E-mail: khattakusman@hotmail.com

Beautiful view of historic Mahabat Khan Mosque at Peshawar


