
704 |     Clin Case Rep. 2021;9:704–706.wileyonlinelibrary.com/journal/ccr3

1 |  INTRODUCTION

Dengue is an infectious disease caused by dengue virus and 
is transmitted classically by bite of female Aedes aegypti 
mosquito. The infection is endemic in India. In pregnant 
females, it can lead to premature labor.1 Vertical transmis-
sion is known to occur which may cause increased perinatal 
mortality and morbidity.2 Viremia persists for approximately 
7 days and infected newborn may be asymptomatic or may 
show varied signs of infection. However, dengue fever has 
not been shown to cause any congenital abnormalities3,4 al-
though dengue virus infection in early pregnancy during or-
ganogenesis may cause spontaneous abortion or neural tube 
alterations.5 Dengue is common in Asian countries namely 
India, Pakistan, and Sri Lanka. Dengue virus outbreaks have 
increased substantially over the past several decades in these 
countries. The cases increased to 180 000 in India in 2017, 
which is more than twice the average reported over the pre-
vious decade. Vertical transmission of dengue has been re-
ported and should be considered in cases where illness in the 
mother occurs within 10 days before delivery. The affected 
neonates may become symptomatic up to 11 days (median 
4 days) after birth. Pregnancy does not appear to increase the 
incidence or severity of dengue.6 In a prospective study of 
2958 pregnant female, 2531 paired maternal-umbilical cord 

blood samples were tested for dengue (Ig)M.7 Sixty-three 
women (prevalence of 2.5 percent) had a positive IgM se-
rology. Only one (vertical transmission of 1.6 percent) of the 
paired umblical cord samples was seropositive for dengue. 
All the maternal and fetal blood samples were negative for 
viral RNA by polymerase chain reaction. Breastfeeding has 
been proposed as a route of vertical transmission of dengue 
virus8 Figure 1.

2 |  CASE

A late preterm (36 weeks) male, with birth weight 2.09 kg 
was born to a primigravida mother through vaginal delivery. 
Mother had history of high-grade fever 10 days prior to de-
livery, which responded well to antipyretics. Baby cried im-
mediately after birth and was shifted to mother side. Sepsis 
work up was sent in view of history of fever in mother. Baby 
subsequently started with maculopapular rashes and throm-
bocytopenia (platelet counts 80 000/cumm) which worsened 
by day 3-30 000/cumm. Baby was started on iv antibiotics 
and referred on day 3 for further management.

On admission, baby was hemodynamically stable and 
blood, CSF, and urine cultures were sterile. NS-1 anti-
gen was negative and dengue IgM was positive and IgG 
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Abstract
Congenital dengue should be considered as a cause of fever and rash in a neonate 
born to a mother especially in endemic areas.
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was negative initially (at day 3 of life). But at day 25 of 
life, dengue IgG came out positive. Dengue serology of 
mother was done which also came positive (IgM+, IgG+). 
(Table 1).

Patient was treated as a case of congenital dengue, plate-
let count improved over next 5-6 days and rash disappeared. 
Baby continued to remain hemodynamically stable and did 
not show any sign of hemorrhage or hypotension. Baby was 
discharged from hospital in a healthy condition.

3 |  DISCUSSION

Presentation of congenital dengue is summarized in a sys-
tematic review by Pouliot SH et al; out of a total of 34 cases, 
5 were reported to be asymptomatic and rest had symptoms 
such as fever, thrombocytopenia, hepatomegaly, hemorrhage, 
effusion, and rash. Average time between maternal fever and 
neonatal symptoms was 7 days (range 5-13 days).2 Pregnant 
female can pass dengue virus to fetus if she develops fever 
from 10 days before delivery to 10 hours after delivery. Mode 
of delivery does not affect the rate of transmission.4 Common 
signs and symptoms include fever, thrombocytopenia as in 
general population, followed by elevated liver enzymes. 
Rarely, some cases may develop dengue shock syndrome 
with severe bleeding requiring platelet and red blood cell 
transfusions.2-7

It has been proposed that maternal age <20  years have 
high amount of circulating anti-dengue antibodies than those 
older than 20 years. Children with lower weight are at higher 
risk of severe dengue.6-10

Diagnosis can be confirmed by direct laboratory tests like 
dengue virus isolation, dengue virus nucleic acid detection, 
NS1 antigen detection, or with indirect relatively less specific 
tests by checking antibodies. Sensitivity of each test depends 
on the duration of illness and the timing of the test. Virus 
isolation and nucleic acid tests although are highly specific 
are costly and labor intensive. These tests are usually em-
ployed for early detection of virus in the first week of illness. 
Immunoglobulin (Ig)M can be detected as early as 4  days 
after the onset of illness. The diagnosis is however confirmed 
by IgM seroconversion between paired acute and convales-
cent phase (obtained 10-14 days after the acute phase) speci-
mens. A fourfold or greater rise in antibody titer is diagnostic 
of acute dengue infection.5-10

4 |  CONCLUSION

Vertical transmission of dengue virus occurs although rarely. 
Congenital dengue can occur when there is insufficient time 
for transfer of maternal protective antibodies to the fetus. 
Congenital dengue should be kept in differential diagnosis if a 
neonate presents with fever/rash/thrombocytopenia in dengue 
season. Serology and antigen should be done in both mother 
and baby which may help in diagnosis and management.
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F I G U R E  1  Neonate with maculopapular rash

T A B L E  1  Investigations suggestive of dengue in mother and 
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Day of illness NS-1 Ag IgM IgG

Mother (Antepartum)
Day 3

+ − −

Day 8 − + −

(Postpartum)
Day 35

− − +

Baby Day 3 − + −

Day 25 − +
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