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Abstract: 
Introduction: Dengue is one of the emerging diseases. It has wide range of clinical spectrum, so   

this study is done to find out the clinical profile and laboratory investigations in confirmed cases of dengue. 

Methods: This was a retrospective observational study done in the Department of Pediatrics, PMCH Patna, 

over one year period from December 2015 to December 2016.  90 children <18 years age present with fever 

and positive for dengue based on serological test were included in the study. Their demographical profile, 

clinical history, general, systemic examination and laboratory investigations were recorded. 

Result: Out of 90 cases there were 60 male and 30 female. Male to female ratio was 2:1. The most common age 

group affected was 6-12 years of age (45.56%) cases .Most of the cases were reported in post-monsoon period 

(91%). Most common presenting symptom was fever present in all cases (100%) followed by headache (86.67%) 

and myalgia (73.33%). The most common clinical sign was Hepatomegaly present in (86.67 %) cases. 

Thrombocytopenia was present in 96.67% of cases. 

Conclusion: due to varied clinical presentation of dengue, suspicion of dengue kept in mind even if the children 

present with non specific symptoms for early diagnosis which reduce morbidity and mortality. 
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I. Introduction 

Dengue is one of the most rapidly spreading mosquitos born viral disease in the word. The first clinical 

cases were reported in 1780 by Benjamin Rush, who coined the term Break bone fever because of the symptoms 

of myalgia and arthralgia. Dengue fever is transmitted by bite of Aedes aegypti mosquito and also by albopictus. 

Dengue virus belongs to flaviviridae and there are four serotypes of the virus DV-1, DV-2, DV-3, and DV-4
1
.
 

1997 WHO divided dengue fever into undifferentiated fever, dengue fever and dengue hemorrhagic 

fever
2
. In 2009 WHO classified dengue into three groups: Dengue without warning signs, Dengue with warning 

sign and severe dengue
3
. 

Emergence of dengue in India has gone into epidemic proportion and dengue outbreaks are frequently 

encountered in different part of country in both urban and rural population 
4-9

. 

Dengue remains as puzzling disease in many aspects such as virus –host relationship and wide range of 

clinical spectrum
10

.
  
So aim of this study is to find out the clinical profile and laboratory investigations. 

  

II. Material & Methods 
It was a retrospective observational study carried out at Department of pediatrics, PMCH Patna from 

December 2015- December2016. Children below the age of 18, a total of 90 cases admitted with acute onset of 

fever and diagnosed as dengue based on positive serological test were included in the study. Their 

demographical profile, clinical history, general and systemic examination and laboratory investigations:  

hematological, X- ray chest and USG abdomen for detection of pleural effusion and ascites were recorded. Data 

was entered in proforma and analysed.  

 

III. Observation 
In the present study out of 90 cases 60(66.67%) were male and 30(33.33%) were female. The male to 

female ratio was 2 :1. The most common age group affected are 6-12 years of age (45.56%) cases, followed by 

12-18 years of age (36.67 %). 
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Table 1 : Age and Sex distributions of Dengue cases (n=90) 
Age (years) Male Female Total 

<1 2 1 3 

1-6 8 5 13 

6-12 27 14 41 

12-18 23 10 33 

Total 60 30 90 

 

The maximum number of cases was found in Post –monsoon period (91%). 

Table 2: Numbers of Dengue cases as per revised WHO criteria classification: 
 

 

 

 

As per revised WHO criteria 71.11% of dengue present with warning sign. 

 

Table 3: Clinical manifestation of Dengue cases under study 

Most common clinical symptom was fever present in all (100%) cases followed by headache (86.67%), myalgia        

(73.33%) cases .Hepatomegaly (86.67%) was most common clinical sign. 
Clinical Symptoms No. of cases(n=90) Percentage 

Fever 90 100 

Headache 78 86.67 

Myalgia 66 73.33 

Vomiting 56 62.22 

Rash 38 42.22 

Petechiae 16 17.78 

Gastrointestinal bleed 7 7.78 

Diarrhea 11 12.22 

Abdominal pain 25 27.78 

Itching 28 31.11 

Facial puffiness 12 13.33 

Decreased urine output 46 51.11 

CNS manifestation 2 2.22 

Bradycardia 28 31.11 

Hypotension 6 6.67 

Hepatomegaly 78 86.67 

Splenomeagly 22 24.44 

Decreased air entery 38 42.22 

Ascitis 40 44.44 

 

Table 4: Laboratory parameter in dengue fever 
Parameters No. of cases(n=90) Percentage 

Raised haemotocrit >35% 74 82.22 

Leucopenia <5000 38 42.22 

Thrombocytopenia <1.5 lakh/cumm 87 96.67 

Thrombocytopenia <1 lakh/cumm 50 55.56 

Thrombocytopenia <50000 lakh/cumm 14 15.56 

Serum bilirubin >2mg/dl 16 17.78 

SGOT/AST 70 77.78 

SGPT/ALT 35 38.89 

Serum creatinine >1.5mg/dl 6 6.67 

Thrombocytopenia was most common hematological abnormality present in 96.67% of cases. Liver function 

test show increased SGOT/AST in 77.78 % of cases, rise of bilirubin only in 17.78% of cases. 

 

IV. Discussion 
 The epidemiology of dengue in India was first reported in Chennai in 1780, and first outbreak occurs 

in Kolkata in 1963. Subsequent outbreak is noted in different parts of India
11-12

. 

In the present study male were more affected then female and sex ratio was 2:1 .It was observed that 

maximum number of cases were in age group 6-12 years of age (45.56%) followed by 36.67 % in the age group 

12-18 years of age. Male child are more commonly affected because they are mainly involved in outdoor 

activity and female are usually well dressed than male child. These findings are in accordance to finding of 

Selvan T et al
13

, Singh R et al
14

 and Jain H
15

. 

Environmental factor play an important role in transmission of disease. In many countries dengue 

epidemic are reported to occur in warm, humid and rainy seasons, which provide growth of mosquito and 

shorten the extrinsic incubation period 
16-18

. 

Classification No. of cases (n=90) Percentage 

Dengue without warning sign 17 18.89 

Dengue with warning sign 64 71.11 

Severe 9 10 
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In the present study also the largest numbers of cases were found in post-monsoon period which is in 

accordance with previous study 
17-19

. 

In the present study most common clinical presentation was fever, headache, myalgia and these finding 

were similar to finding of Singh R et al
14

 and Jain H 
15

 .Camending et al 
20 

in their study found fever only in 10-

25% of symptomatic infants. Respiratory symptom like cough, upper respiratory tract infection was present in 

42.22 % so there is suspicion for dengue even if the initial presentation may be due to involvement of 

respiratory system. Hung et al 
21

 in their study found involvement of respiratory system in 42% infants.CNS 

involvement in less number of cases as compared to Ratageri VH et al 
22

. 

In dengue liver dysfunction is common, Hepatomegaly was found in 86.67% cases and raised 

transaminase in 77.78% cases which was in accordance with finding of Prakash et al
23

, Itha et al
24

 . 

Thrombocytopenia was present in 96.67 % of cases, Singh R et al in their study found 

thrombocytopenia in all cases which is due to oxidative stress
25

. 

 

V. Conclusion 
There is wide range of clinical spectrum of dengue. The global burden of dengue has increased around 

the world. In the present study children below the age of 18 years are included with male predominance. Severe 

dengue is a cause of serious illness and death among children .Knowledge of exact clinical presentation in 

children is important for diagnosis, early management and thereby reduce mortality. 
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