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Clinical Aspects of Philippine Haemorrhagic Fever *
ANASTACIA E. FABIE 1

Since 1954, Philippine haemorrhagic fever has
appeared sporadically in different localities through-
out the Philippines. Affecting both sexes equally,
it is prevalent among children, especially those
between 4 and 9 years. Peaks of heightened activity
have been observed to occur every four years,
notably during the rainy season, from July to No-
vember. Studies by Hammon et al.2 implicated
dengue virus types 3 and 4 as the etiological agent
and the Aedes aegypti mosquito as the vector.
The clinical course follows three stages, each of

which may merge into the other: the febrile stage,
the haemorrhagic stage, and convalescence. Sudden
high fever, accompanied by headache, flushing,
vomiting and upper abdominal pain, lasts from two
to four days. Within four days from the onset,
haemorrhages set in, frequently as petechiae,
ecchymosis, epistaxis, gum bleeding, melaena and
haematemesis. Petechiae and ecchymosis appear
mostly at pressure areas and sites of needle punc-
tures. Abdominal pain is diagnostically significant
inasmuch as it frequently precedes gastrointestinal
haemorrhage. Towards the end of the febrile period,
rashes appear, varying from morbiliform to a
diffuse violaceous reddening, mostly seen on the
extremities. There is no pruritus and disappearance
of the rash is not accompanied by desquamation.

* Originally issued as document IR/Haem.Fever/Sem.l/
WP/55.

1 Medical Specialist, San Lazaro Hospital, Manila,
Philippines.

2 Hammon, W. M. et al. (1962) In: Proceedings of the
Ninth Pacific Science Congress, 1957, Bangkok, vol. 17,
pp. 67-72.

During the haemorrhagic stage, hypotension is
likely to occur and may lead to frank shock. This is
the most critical period of the disease and, if over-
come, complete recovery is the rule.
The tourniquet test has been employed as a pre-

sumptive test, since it becomes positive early in the
disease, and even ahead of the gross haemorrhagic
manifestations. However, a negative tourniquet test
does not preclude a diagnosis of haemorrhagic fever.

Except in rare cases with haematuria, the urinaly-
sis is essentially normal. Lymphadenopathy, hepato-
megaly, and pleural effusion are not usual findings.
The haematological picture is variable. When

bleeding is severe, there is lowering of the red cell
count. The white cell count varies from leucopenia
to definite leucocytosis, usually ranging from 4100 to
8000 per mm3. The Schilling haemogram shows a
shift to the left and definite thrombocytopenia.
Plasmacytosis has also been reported, by Quintos &
Lim.3 Bleeding and coagulation times remain normal.

Treatment is purely symptomatic and supportive.
Early detection of a narrowing pulse pressure and
prompt management of hypotension are of prime
importance. Complete bed rest and good nursing
care are essential. During the acute stage, the diet
must be liquid or light, and curtailed during active
gastrointestinal bleeding. Whole blood or plasma
expanders with electrolytes, early and massive
steroids, vitamins C and P and adrenochrome de-
rivatives are at present resorted to-the latter to
help capillary resistance.

'Quintos, F. N. & Lim, L. E. (1956) S. Tomds J. Med.,
9, 319.
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Danger Signals of Philippine Haemorrhagic Fever *
LINO ED. LIM, ELISA C. TAN, & GEMINIANO DEL MUNDO

Haemorrhagic fever was described for the first
time in the City of Manila, Philippines, in 1954 by

* From the Manila Children's Hospital and Chinese
General Hospital, Manila, Philippines. A full version of this
paper has been published in Philipp. J. Pediat., 13, 428-435.
Originally issued as document IR/Haem.Fever/Sem.l/WP/
62.

Quintos et al.1 A review of the literature by Lim 2
revealed itto be a clinical entity distinctfrom"epidemic
haemorrhagic fever ". Similar reports from other
South-East Asian countries have appeared since then

I Quintos, F. N. et al. (1954) Philipp. J. Pediat., 3, 1-19.
' Lim, L. E. (1954) J. Philipp. med. Ass., 30, 586-601.


