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PRESENTATION OF CASE 

A 30-year-old with G2P1L1 of gestational age 28 weeks + 4 

days with history of high-grade fever, cold and cough since 1 

week was referred with shortness of breath, fever and falling 

oxygen saturations for further management. 

 

CLINICAL DIAGNOSIS 

She was previously treated with oral antibiotics, 

Azithromycin and Amoxicillin and Clavulanic acid. Antenatal 

and postnatal period of her first pregnancy was uneventful. 

She had a normal vaginal delivery, has 5-year-old daughter 

who is alive and healthy. No other medical co-morbids. 

At admission, patient was febrile and tachypnoeic with 

oxygen saturation of 91% with oxygen support. Examination 

showed bilateral crepitations. ABG (arterial blood gas) 

revealed raised lactate (2.3 mmol/L), respiratory alkalosis 

and hypoxia. Chest x-ray displayed bilateral lower zone 

consolidation. Sputum swab for gram stain and culture and 

sensitivity sent. 

Patient was started on antibiotics Cefoperazone and 

Sulbactam, Clarithromycin, Chemoprophylaxis with 

Oseltamivir; Levosalbutamol and Budesonide nebulisation. 

In view of falling saturations and hypoxia on ABG, patient 

was intubated. ABG done 2 hours after intubation showed 

metabolic and respiratory acidosis, hypoxia and 

improvement in lactate (1.0 mmol/L). 

On Day 2 of hospital stay, patient was afebrile. Obstetric 

ultrasound showed single live intrauterine foetus 

corresponding to 28 weeks gestational age with AFI of 7 cm; 

estimated foetal weight of 1.69 kg, normal foetal Doppler 

velocimetry. Patient had elevated blood pressure and started 

on antihypertensive, Labetalol. Two doses of steroids was 

covered for foetal lung maturity. Throat swab revealed H1N1 

infection. 

The possible complication of Caesarean delivery of the 

foetus was explained to the patient’s family members and 

was deferred in view of maternal morbidity. 

On Day 7 of hospital stay, patient had sudden 

desaturation SpO2 of 80%, excessive sweating and 

temperature of 102 degF. 
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Complete blood picture showed WBC count of 21,000 

cells/mcL. ET (Endotracheal tube wash) and blood culture 

and sensitivity were sent. ET culture and sensitivity report 

showed Acinetobacter growth. Patient was started on 

Meropenem. 

On Day 10 of hospital stay, patient’s condition started to 

improve. No further temperature spikes. WBC count on 

declining trend. Same treatment continued. USG growth 

showed severe oligohydramnios AFI 2.1 cm, normal foetal 

Doppler velocimetry. Foetal risks including sudden IUD were 

explained to the family members. In view of maternal risks, 

caesarean section was once again deferred. Treatment of 

oligohydramnios with hydration therapy was started. 

Antepartum foetal surveillance with amniotic fluid index 

measurement and Obstetric ultrasound with foetal Doppler 

velocimetry was done twice a week. 

On Day 12 of hospital stay, patient had no further 

temperature spikes. Patient was weaned off ventilator and 

extubated the next day. 

Obstetric USG showed improvement of AFI to normal 

value with normal foetal Doppler velocimetry. 

Patient had no further respiratory issues or no 

temperature, hence discharged. 

This patient continued to attend regular Antenatal check-

ups till term and delivered by spontaneous vaginal delivery at 

37 weeks of gestation. She delivered a healthy baby of weight 

2.65 kg. No intrapartum or postpartum complications. 

 

PATHOLOGICAL DISCUSSION 

An outbreak of H1N1 influenza A virus infection was detected 

in Mexico in March 2009.(1) In June 2009, the World Health 

Organisation (WHO) declared pandemic alert to the level of 

widespread community transmission on at least two 

continents.(2) The pandemic was declared to be over in 

August 2010.(3) The mode of transmission of influenza viruses 

is through sneezing and coughing via large-particle 

droplets.(4) In addition to respiratory secretions, other bodily 

fluids have also been known to be potentially infectious.(5) 

The estimated median incubation period was approximately 

1.5 to 3 days.(6) 

Clinical manifestations include fever, cough, rhinorrhoea, 

sore throat, headache, shortness of breath and myalgia.(7) 

In the United States an increased rate of obstetrical 

complications, hospitalisation and maternal mortality was 

observed compared with the general population, particularly 

during the second and third trimesters.(7,8) 

The increased severity of influenza in pregnant women is 

thought to be related to normal physiologic changes and 

decreased immunity that occurs during pregnancy. Pregnant 

women were more frequently hospitalised for 

cardiopulmonary issues and for acute respiratory illness. 

Nearly, one-third of the pregnant women with confirmed 

H1N1 virus infection have been hospitalised. Most of them 
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had severe respiratory with intensive care unit admission or 

mechanical ventilation, and a rate for maternal death of 25%. 

The foetal effects of influenza have not been well studied. 

Transplacental transmission of influenza virus appears to be 

rare.(9) 

 

DISCUSSION OF MANAGEMENT 

Antiviral prophylaxis is advised in pregnant and postpartum 

women with significant exposures up to two weeks after 

delivery. 

No adverse events have been associated with oseltamivir 

or zanamivir among women who received these drugs during 

pregnancy or among infants exposed in utero.(10,11) The doses 

of influenza antiviral medications recommended for 

chemoprophylaxis of influenza A and B are(12) Zanamivir 10 

mg (2 inhalations) once daily for up to 10 days and oral 

Oseltamivir 75 mg once daily for up to 10 days (therapeutic 

dose being 75 mg twice daily for 10 days). Symptomatic 

therapy for cough, rhinorrhoea, sore throat, headache and 

myalgia can be advised. 

Antibiotics are indicated only for secondary bacterial 

complications of acute influenza, such as bacterial 

pneumonia, otitis media or sinusitis. Foetal Assessment 

techniques include:(13) Foetal movement counting, 

Contraction stress test, Non-stress test, Biophysical profile, 

Amniotic fluid volume, Doppler velocimetry-Foetal Umbilical 

artery and Middle cerebral artery. Foetal testing should be 

performed periodically until delivery if the clinical condition 

and foetal risk that prompted foetal surveillance continues to 

exist. Testing is typically performed weekly, but the 

frequency may be increased if there is a change in pregnancy 

status. Since 2004, the US CDC Advisory Committee on 

Immunisation Practices has recommended that all women 

who are pregnant or will be pregnant during influenza season 

should receive inactivated influenza vaccine, regardless of 

trimester.(14) Pregnant women should not receive a live-

attenuated influenza vaccine, which is available as an 

intranasal spray. In conclusion, H1N1 infection in pregnancy 

has high maternal morbidity and mortality, hence immediate 

and aggressive treatment is advised for better maternal and 

foetal outcome. 

 

FINAL DIAGNOSIS 

G2P1L1 of gestational age 28 weeks with H1N1 Influenza. 
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