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ABSTRACT 

 

Research Question 

Does fever during pregnancy cause adverse fetomaternal outcome? 

 

Settings: Antenatal attendees of Department of Obstetrics and Gynecology, Mahatma 

Gandhi Institute of Medical Sciences, Sewagram, Wardha, Maharashtra , India 

 

Study design: A Prospective Observational Study 

 

Participants: 124 pregnant women with fever  

 

Methodology: 124 pregnant women presenting in the Obstetric unit of the Medical College 

with fever during pregnancy were evaluated for maternal and fetal outcome.  

 

Results: Malaria, URI, PUO and typhoid were the most common causes of fever. The 

pregnancies of 13.70% women resulted in abortion, preterm labor (20.16 %),  PROM 

(8.06%), IUGR ( 30.64 %)  Low Birth weight (Below 2.5 Kg)  in 48.38 % and    

Stillbirths(4.83 %). Of the LSCS (15.32 %) 42.10 % were done for fetal distress and 31.57%for 

meconium stained amniotic fluid. Seventy newborns (56.45 %) were admitted in the 

neonatal intensive care Unit (NICU). The commonest reason was respiratory distress 

followed by MSAF, preterm status and PROM. There were 18 (14.51 %) neonatal deaths. The 

total fetal loss was 33.06%. There were 3 maternal deaths. 

 

Key words: Pyrexia in pregnancy, Maternal outcome, Fetal Outcome 
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INTRODUCTION: 

Fever also known as Pyrexia from the Greek Pyretos meaning fire or a febrile response from 

the Latin word Febris meaning fever and archaically known as Ague is a frequent medical 

sign that describes an increase in internal body temperature to levels above the normal 

range of 36.5–37.5 °C (98–100 °F) due to an increase in the body 

temperature regulatory set-point
(1)

.
  

A Fever is considered one of the body’s immune 

mechanisms to attempt a neutralization of a perceived threat inside the body be it bacterial 

or viral. Carl Wunderlich discovered that fever is not a disease but the body’s response to 

disease 
(2)

. An episode of fever is not uncommon in pregnancy and causes acute 

apprehension for the baby’s safety. The prospective parents are keen to know whether the 

febrile illness will harm the unborn baby. Any source of hyperthermia including fever may 

potentially affect the baby but the consequences depends on the extent and duration of the 

temperature elevation, the timing of the exposure with regard to fetal development, 

maternal nutritional status, concurrent medical problems and interventions done.  

                 The causes of fever may be Bacterial Infections such as pneumonia, typhoid, 

urinary tract infections, Mycobacterial such as tuberculosis,  Fungal such as monilial, 

actinomycosis, rickettsial such as Q fever, viral such as dengue, herpes, HIV, adenovirus and 

parasitic such as malaria, filariasis and toxoplasmosis. Neoplasms, collagen vascular diseases 

and granulomatous diseases may also present with fever 
(3)

. Although the period of early 

fetal development carries the greatest risk from maternal hyperthermia, severe 

temperature elevations during the second and third trimesters may still put the baby at 

jeopardy, particularly for CNS damage.  High fever associated with both viral and bacterial 

illnesses in late second and third trimester also dramatically increases the risk for 

subsequent premature labor and delivery and may precipitate preeclampsia 
(4). 

Not only is 

the fetus in jeopardy but the expectant mother may also suffer adverse effects which may 

be heightened as the original disease process is altered by pregnancy and the pregnancy 

events may be altered by the disease. Thus this study was undertaken in a tertiary institute 

of rural area to know the effects of fever on maternal and fetal outcome
 

        

 

METHODS:   

All antenatal patients presenting to the department of Obstetrics and Gynecology of a rural 

Tertiary Care Institute of central India with fever during pregnancy in a 2 year period from 

April 2008 to March 2010 were included in the study. These women were admitted in the 

antenatal ward and detailed history was taken followed by clinical examination. Relevant 

laboratory investigations to determine etiology of fever such as complete blood count, 

peripheral smear, platelet count, sputum examination for microscopy and Acid fast bacilli 

culture, urine examination for microscopy and culture, high vaginal swab and serological 

tests for typhoid , malaria, dengue, HIV and TORCH was done. Depending on the clinical 

presentation and the laboratory findings the diagnosis was made and the woman was 

treated according to established clinical protocols. Antenatal fetal monitoring was done 

according to protocol and the maternal and fetal outcome of the pregnancy was noted.  
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RESULTS: 

124 women presenting with fever during pregnancy could be followed throughout their 

pregnancy to note the maternal and fetal outcome, thus data of these women is presented 

in the study. Maximum number of febrile women were primigravida (48.38%) in the age 

group of 21-25 years (42.3 %), unregistered (23.38 %), unbooked (28.22 %) and resident of 

rural area (62.4 %).Twenty two (17.24 %)  women had fever in the first trimester, 25.76 % in 

second, 53.8 % in third trimester and 3.2 % had intrapartum fever .The distribution of 

women according to cause of fever is shown in Table I. Malaria, Upper respiratory tract 

infection, Pyrexia of unknown origin and typhoid were the most common causes of fever.  

Fifteen women with malaria had plasmodium vivax specific test positive and 4 had 

falciparum malaria.  Three women had acid fast bacilli (Tuberculosis) found in the sputum 

culture, 6  had dengue test positive and 1 tested positive for Leptospirosis specific test. 

Fever lasted for less than 3 days in 61.29 %, 4 to 7 days in 30.6 % and upto 10 days in 5.6 %. 

However 3 women (2.41 %) had prolonged fever lasting for more than 10 days.  The 

fetomaternal complications encountered in the study are shown in Table II. The most 

common antenatal complication was Intrauterine Growth Restriction followed by preterm 

labor, premature rupture of membranes and Oligohydramnios.  The newborn weighed less 

than 2.5 kg in 48.38 %. The pregnancies of 13.70% women resulted in abortion, 53.22% had 

normal vaginal delivery, 15.32% had LSCS and 4.03 % had instrumental delivery. Of the LSCS, 

42.10 % were done for fetal distress and 31.57% for meconium stained amniotic fluid. 

Seventy newborns (56.45 %) were admitted in the Neonatal Intensive Care Unit (NICU) for 

various reasons, the commonest being respiratory distress followed by MSAF, preterm 

status and PROM. Out of these NICU admissions there were 18 (14.51 %) neonatal deaths. 

There were 6(4.83 %) still births, thus the total fetal loss was 33.06%. There were 3 maternal 

deaths, one had fulminant lower respiratory tract infection with acute respiratory distress 

syndrome, second woman had Rheumatic Mitral stenosis which was complicated by viral 

fever and third woman had Sickle cell disease complicated by pyrexia of unknown origin. 

 

Table I: Causes of Fever during pregnancy 

Sr. No Causes of Fever Number of Patients (%) Investigation 

1 Malaria 28 (22.58) 15 – Vivax Positive 

4 – Falciparum Positive 

9 – PS Negative, responded to antimalarials 

2 UTI 18 (14.51) Urine culture positive 

3 Viral 14 (10.44) Clinical Diagnosis 

4 URTI 20 (16.12) Clinical Diagnosis 

5 LRTI 7 (5.64) Clinical Diagnosis 

6 Typhoid 7 (5.64) Widal positive 

7 Tuberculosis 3 (2.41) Sputum AFB positive 

8 Dengue  6 (4.83) Dengue IgM positive 

9 Gastroenteritis 2 (1.61) Clinical Diagnosis 

10 Chicken Pox 3 (2.41) Clinical Diagnosis 

11 PUO 8 (6.45) Diagnosis of Exclusion 

12 Hepatitis 4 (3.22) Unconjugated Hyperbilirubinemia & Fever 

13 Chicken gunia 2 (1.61) Clinical Diagnosis 

14 Leptospirosis 1 (0.80) Leptospira IgM positive 
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Table II: Complications due to Fever in Pregnancy 

Sr. No.  Causes Number of patients (%) 

1 Preterm  25 (20.16) 

2 IUGR 38 (30.64) 

3 Oligohydramnios 16 (12.90) 

4 PIH 8 (6.45) 

5 Polyhydramnios 4 (3.22) 

6 FD 12 (9.67) 

7 Anaemia 85 (68.54) 

8 PROM 10 (8.06) 

9 GDM 1 (0.80) 

10 None 29 (23.38) 

 

Table III: Duration of Fever and Fetal Outcome 

Duration Abortion Preterm 

Labor 

IUGR MSAF Percentage 

< 3  Days ( 

76) 

8 14 25 1 63.14 % 

4-7  Days 

(38) 

7 9 9 3 76.31% 

7-10 Days(7) 1 1 3 1 85.71% 

>10 Days (3) 1 1 1 0 100% 

 

DISCUSSION:  

The overall incidence of fever in the study was 3.2%.  Twenty nine (23.38%) women were 

unregistered and 28.22% were unbooked cases. Owolabi A T, Fatusi A O et al observed that 

maternal complications and poor perinatal outcome are highly associated with non-

utilization of antenatal and delivery care services with poorer outcomes in unbooked than 

booked patients 
(5)

. Various studies have confirmed the positive influence of antenatal care 

on maternal and perinatal outcomes irrespective of other maternal characteristics. 

Ekwempu, in a study on the influence of antenatal care on pregnancy, found that antenatal 

care was associated with a three-fold reduction in perinatal loss and virtual elimination of 

foetal loss from stillbirth 
(5)   

The incidence of malaria in the present study was 22.58 % and 

this was the commonest cause of fever followed by upper respiratoy tract infection 

(16.12%), urinary tract infection (14.51 %) and viral fever (10.44 %). According to a study 

conducted by Nadia Diamond –Smith, estimates of malaria in pregnancy (MiP) cases in rural 

Madhya Pradesh ranged from 183,000–1.5 million per year, with 73,000–629,000 lost 

fetuses and 1,500–12,600 maternal deaths attributable to MiP.  Tribal women living in 

forested areas bore 30% of the burden of MiP in Madhya Pradesh, while constituting 18% of 

the population. Meghna Desai
(7)

reported that the median prevalence of maternal malaria 

infection in all gravidae was 27·8% which was similar to that found in the present study. 

Chamber 
(8)

 and colleagues (1998) found that the commonest cause of pyrexia in pregnancy 

was viral infection (26%) followed by URI (21.80%) and UTI (15%).                

               In the present study maximum no of women (53.8 %) had fever in third trimester 

and 3.2 % had intrapartum fever. Chambers et al in their study observed that fever occurred 
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most commonly in the first trimester and thus they were able to determine the effect of 

fever on the fetus in the organogenesis period and concluded that women who experience 

fevers of 38.9°C or higher for extended periods of time in the first month of pregnancy 

should be considered at increased risk for neural tube defects and should be provided 

appropriate counseling 
(8)

. Fever in pregnancy is known to cause preterm labor, intrauterine 

growth restriction, and stillbirths. Zeeman et al found the incidence of preterm labor to be 

33% and Chambers et al 28 % 
(8)

. Robin Elise Weis reported that 40-50% of all preterm labor 

can be traced to infection and fever 
(9)

.  Granada Paolo reported that Pneumonia often 

causes preterm labor. Therefore pregnant women with pneumonia should be monitored 

closely and appropriate steps taken if preterm labor starts 
(10)

.  Increased incidence of 

premature rupture of membranes was also associated with fever. Amniotic fluid studies and 

placental histopathological evaluation have confirmed the association between intrauterine 

infection and preterm premature rupture of the membranes (PROM). This association is 

increasingly strong with PROM at early gestational age 
(11)

.  Basurko C found premature 

labor in 41 % of women with Dengue in pregnancy 
(12)

. In the present study incidence of 

preterm labor was 20.16 %, and 8.06 % for premature rupture of membranes.   

                    The incidence of abortions in the present study was 13.70 %. Jennie Kline et al in 

their study concluded that maternal fever during pregnancy is a risk factor for spontaneous 

abortion. They found that if fever was an antecedent an association would be detected with 

euploid but not with aneuploid abortions quoting an incidence of 18 % 
(13)

. Chambers found 

an incidence of 10% and Naseem Saba 14 % 
(14)

.Intrauterine Growth restriction was found in 

30.64 % women and Low Birth weight in 48.38 %. Cotch and colleagues in their study found 

a low birth weight of 40 % in women having fever and choriamnionitis 
(15)

. Khadilkar SS 
(16)

 in 

a study on pregnancy with tuberculosis reported IUGR in 35.5 % whereas Deshmukh et al 

41.6 % 
(17)

.  

          In our study Cesarean section was done in 15.32% out of which 42.10 % were done for 

Fetal distress and 31.57% for meconium stained amniotic fluid. Seventy newborns( 56.45 %) 

were admitted in the neonatal intensive care Unit (NICU)  for various reasons the 

commonest being respiratory distress followed by MSAF, preterm status and PROM. Out of 

these NICU admissions there were 18 (14.51 %) neonatal deaths. There were 6(4.83 %) still 

births, thus the total fetal loss was 33.06%. In a study conducted by Chawla et al in 2007 

spontaneous abortion was seen in 10 %, preterm births with low birth in 14.8 %, Meconium 

stained amniotic fluid in 25.9 % and still birth in 3.7 % 
(18)

. Maitra et al in their study on 

Malaria in Pregnancy reported an overall Fetal loss of 31 % 
(19)

.  Sulaiman K and Sarwari  AR 

reported that in pregnant women with Typhoid fever there was no apparent effect on 

pregnancy outcome as measured by gestational age at delivery, pregnancy complications, 

mode of delivery, birth weight or apgar score 
(20)

. On the other hand Dildy and colleagues 

found that antenatal typhoid fever resulted in abortion, preterm labor and fetal death 
(21)

. In 

a study on pregnancy with Tuberculosis Khadilkar found still births in 5.3 % whereas 

Deshmukh found 2.6 % stillbirths 
(17)

. Basurko C in his study on pregnancy with dengue fever 

found intrauterine fetal demise in 3.8 %, fetal distress in 7.5 % and neonatal death in 1.9 % 
(12)

.  Nasseem Saba et al reported a neonatal death rate of 9% 
(14)

.  

              In the present study there were 3 maternal deaths, one had fulminant lower 

respiratory tract infection with acute respiratory distress syndrome, second woman had 

Rheumatic Mitral stenosis which was complicated by viral fever and third women had Sickle 

cell disease complicated by pyrexia of unknown origin. Maitra et al in their study on Malaria 

in pregnancy found a maternal death rate of 8.4 % 
(19)

.  Hammerich in his study on malaria in 
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pregnancy reported a fivefold increase in maternal deaths because of malaria and suggested 

that Safe Motherhood programmes should note that even in non-epidemic years malaria 

can cause a large proportion of maternal deaths 
(22)

. Ismail et al in their study reported 3 

maternal deaths in 16 Dengue cases in pregnancy (18.75%) 
(23)

. Thus pyrexia in pregnancy 

can spell an adverse maternal outcome of grave significance and appropriate measures 

should be taken to monitor and treat the woman. 

 

CONCLUSION:  

From the study we can conclude that fever during pregnancy has a definite impact on 

maternal and fetal outcome. The common complications by which fever can affect 

pregnancy are preterm labor, intrauterine growth restriction, premature rupture of 

membranes, abortions and stillbirths. There is increased incidence of fetal distress, 

meconium stained amniotic fluid, respiratory distress of newborn and low birth weight with 

increased admissions to neonatal intensive care. Fever in pregnancy increases the perinatal 

and maternal mortality causing grave implications. Thus health care providers have to be 

very vigilant during the antenatal checkups and intranatal care of the women presenting 

with fever and suitable interventions have to be planned at appropriate time to have a 

better birth outcome 
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