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Case Report
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ABSTRACT
Dengue and chikungunya infections are commonly encountered by the clinicians in a tropical country like India. We
report this case to emphasize the rare manifestations of self-limiting intrapartum bradycardia in fetuses of
chikungunya and dengue infected mothers. A primigravida at 32 weeks of gestation presented with history of fever
for one day. The blood investigations were positive for both dengue and chikungunya virus infection. On the third day
of fever, NST showed a low baseline fetal heart rate of 95 to 100 beats per minute but good beat to beat variability
and three accelerations in 10 minutes. This pattern persisted for 48 hours. Although, the finding initially appeared
alarming, the change in baseline heart rate of fetus was transient and self-limiting and recovered completely. Hence, a
judicious approach and close fetal surveillance can avoid hasty decisions regarding an early termination of pregnancy.
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INTRODUCTION
Co-infections with arboviruses are not an unknown
phenomenon in literature, but the arboviral co-infections
during pregnancy and its fetal effects is very rare.1 This
peculiar case study is being reported to highlight coinfection with dengue and chikungunya virus in a
pregnant patient, who presented with fetal cardiac effects
with fever. A thorough review of literature suggests that
no such case has been reported previously. This is
important because both viruses are known to target the
cardiovascular system. Salgado et al have demonstrated
heart and skeletal muscle as targets of dengue infection.2
The manifestation of acute infection of chikungunya
virus is typical featuring high fever, headache, emesis,
rash, myalgia and ar-thralgia.3 Various studies suggest
that adverse effects of chikungunya on pregnancy are
primarily
encephalopathy.4
However,
various

cardiovascular effects have been reported in pa-tients of
chikungunya which include tachycardia, irregular pulse,
atrial and ventricular VPCs.5
CASE REPORT
A primigravida, married for 5 years and conceived after
infertility treatment presented at 32 weeks of gestation
with history of fever for one day. She was a booked
patient and had regular ANC visits right from first
trimester, and all her ANC visits had been normal till
date.
Along with fever she complained of vomiting and dull
lower abdominal pain, which was continuous. At
admission, her LMP was 14 February 2017 with an EDD
of 21 November 2017, her exact gestation period being
32 weeks and 2 days.
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Per-abdomen uterine height was 32 weeks and
corresponded with the period of amenorrhea. Fetal heart
rate was 144 beats per minute and regular. Her
temperature at admission was 102°F. On the second day
after admission (third day of fever), Non stress test (NST)
showed a low baseline fetal heart rate of 95 to 100 beats
per minute but good beat to beat variability and four
accelerations in 10 minutes (Figure 1). This pattern
persisted for 48 hours. On the other hand, maternal pulse
rate was 110-120 per minute. A doppler ultrasound done
on 4th day of fever showed a brain sparing effect.
Dengue NS1 antigen and IgM ELISA test for
chikungunya were positive.
Electrocardioram,
Echocardiography, Hemogram and all other biochemical
tests were unremarkable. As non-stress test showed
satisfactory spontaneous accelerations, an informed
decision to continue the pregnancy was taken.
Injection Betamethasone was administered in two divided
doses 24 hours apart. Fetus was monitored with daily
NST. After 48 hours, fetal heart rate spontaneously
recovered to a baseline of 130 beats/minute and doppler
flows became normal in the ultrasound repeated after one
week. Fever lasted for a total duration of five days and
the patient was discharged after the normal scan.
At 34 weeks gestation, she developed intrahepatic
cholestasis of pregnancy with total bile acid of 19.8
µmol/l and was administered ursodeoxycholic acid 300
mg twice a day. Subse-quently, her pregnancy continued
uneventfully. She was induced at 37 weeks due to IHCP
and delivered a healthy baby of 2.8 Kg vaginally.

DISCUSSION
The risk of vertical transmission of chikungunya virus is
well documented between 27.7 - 48.3%, which increases
to 50% with acute maternal viremia during delivery.6
Escobar et al, reported clinical manifestations of neonatal
chikungunya including fever, irritability, rash and
hyperalgesia
syndrome.7
Diffuse
limb
edema,
meningoencephalitis and bullous dermatitis were other
rare manifestations. Encephalopathy in neonates has been
associated with chikungunya virus as well as zika virus
infections.4,8
Cardiac complications with dengue infection have been
well documented in the paediatric literature. A recent
study by Kumar et al reported myocarditis in a still born
with an evidence of transplacental transmission of dengue
infection from the mother.9 Another Interestingly, there is
evidence of histopathological changes of fetal hypoxia in
the placenta of newborn with dengue infected mothers.10
However, there is no evidence of infection of the human
syntiotrophoblastic tissue by the chikungunya virus per
se.11 Promphan et al, have reported sinus node
dysfunction following dengue infection in a 13-year boy
who developed bradycardia and hypotension.12 Thus,
there is clear literary evidence of the cardiovascular
effects of dengue and chikungunya infections. The
authors are of the opinion that in all such cases, close
fetomaternal surveillance and judicious approach is of
utmost importance in the interest of both the mother and
the fetus.
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