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Pregnant women are one of the major risk groups for disease related 
morbidity and mortality from influenza A (H1N1, swine flu) pandemic. 
Healthy pregnant women are supposed to have 4 to 5 fold increased 
rate of serious illness and hospitalization compared to non-pregnant 
subjects. Herein, the clinical course of novel influenza A (H1N1) infec-
tion in two pregnant women was  presented. One woman  expired 
due to delay in treatment, while the other one was discharged on day 
six after prompt treatment. We would like to emphasize that obstetri-
cians should be aware of the clinical and radiological manifestations 
of influenza A for prompt diagnosis and treatment. Obstetricians also 
should prepare themselves to provide adequate care for pregnancy 
related complications encountered by pregnant women with H1N1 
infection. (J Turkish-German Gynecol Assoc 2011; 12: 118-20)
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Gebe kadınlar influenza A (H1N1) pandemisinde hastalığa bağlı mor-
bidite ve mortalitede major risk grubudur. Sağlıklı gebe kadınların 
gebe olmayanlara göre ciddi hastalık geçirme ve hasteneye yatırılma 
oranlanın 4-5 kat daha fazla olduğu tahmin edilmektedir. Bu çalışma-
da, influenza A virüsünün iki gebe kadında gösterdiği klinik seyrin su-
nulması amaçlandı. Bir kadın tedavideki geçikmeye bağlı kaybedilir-
ken, diğeri tedavinin hemen başlanması sayesinde altıncı gün taburcu 
edildi. Çalışmada obstetrisyenlerin influenza A’nın hızlı tanı ve tedavisi 
için hastalığın klinik ve radyolojik bulgularının farkında olmalarının 
önemi vurgulamak istedik. Obstetrisyenler tanının yanısıra, H1N1 en-
fekte gebede gelişebilecek gebeliğe bağlı komplikasyonların tedavisi 
için de hazırlıklı olmalıdır.
(J Turkish-German Gynecol Assoc 2011; 12: 118-20)
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Introduction

Pregnant women are one of the major risk groups for disease 
related morbidity and mortality from the 2009 influenza A 
(H1N1, swine flu) pandemic (1). Healthy pregnant women are 
supposed to have 4 to 5 fold increased rate of serious illness 
and hospitalization with influenza (2-5). 
In April 2009, the first cases of a severe pneumonia like illness 
affecting mostly healthy people began to be reported from Mex-
ico (1). In May 2009, the centers of Disease Control and Preven-
tion in the United States released a report documenting severe 
complications of influenza A in pregnant women including 20 
confirmed cases and one death. To our knowledge there are 
a few case series of pregnant women infected with H1N1 re-
ported previously in the literature (6-8) and there were no cases 
reported from Turkey. In this report, we present the different 
clinical courses of novel influenza A (H1N1) infection in two 
pregnant women with emphasis on the prompt treatment. 

Case Reports

Case 1 
A 36-year-old female with a 29 weeks twin pregnancy was 
admitted to the obstetric clinic with the complaint of vaginal 

bleeding during coughing. A productive cough had been pres-
ent for two days. Her vital signs at admission were: pulse rate 
84 per minute, blood pressure 110/70mm Hg, temperature 
36.5°C. She had irregular contractions of the uterus, at 5 to 
10 minutes intervals. On ultrasonography, a di-amniotic and 
mono-chorionic twin pregnancy with low lying placenta near 
the internal cervical os was present. There was no cervical 
dilatation. Intravenous ritodrin therapy 0.3 mg/min was given 
for 24 hours. The next day she had no contractions, no fever, 
babies were well on sonography. On hospital day three, the 
cough progressively worsened, and the patient became dys-
pneic and had a fever of 38°C. She was sent for consultation to 
the department of internal medicine and infectious diseases. 
Physical examination was remarkable for bi-basilar pulmo-
nary crackles, and third degree systolic murmur on ausculta-
tion. Her chest X-ray revealed bilateral multifocal areas of con-
solidation consistent with pneumonia (Fig. 1). Second degree 
mitral and third degree tricuspid insufficiency were detected 
on echocardiography. On the suspicion of influenza A, a nasal 
swab was obtained and oseltamivir was recommended after 
explaining the risks and benefits. She rejected the treatment 
with oseltamivir. Ceftazidime pentahydrate and budesonide 
were started. On admission day four, heavy vaginal bleeding 
occurred suddenly and the fetal heart sounds of one of the 



babies could not be detected. Sonography confirmed that one 
of the fetuses was dead, and the other was alive. Emergency ce-
sarean section was performed. A female infant weighing 1100 
gr with Apgar scores of 5 and 6 (1 and 5 minutes respectively) 
and a dead female fetus of 1020 gr were delivered. A broad 
hematoma extending from the prevesical area to the ileoce-
cal region was detected. It was thought to be due to excessive 
heavy coughing. After operation, her condition continued to 
deteriorate and she was transferred to the intensive care unit. 
Mechanical ventilation with high FiO2 and high PEEP was ap-
plied to maintain proper oxygenation. The diagnosis of H1N1 
influenza was confirmed by polymerase-chain-reaction. Oselta-
mivir phosphate and levofloxacin were added to the treatment 
protocol. However, the patient expired on the sixth day after ad-
mission due to sepsis and progressive Adult respiratory distress 
syndrome (ARDS). 

Case 2 
A 30-year-old pregnant woman at 32 weeks gestation was ad-
mitted to the infectious disease outpatient clinic with fever, 
sore throat and productive cough that had been present for 2 
days. On admission, vital signs included a pulse rate of 112 per 
minute, blood pressure of 110/80mm Hg, temperature of 38.5°C. 
Physical examination was notable for hyperemia of the pharynx 
and bilateral pulmonary crackles. Bilateral multifocal air space 
consolidation was detected on chest X-ray (Fig. 2). Because of 
the ongoing epidemic of influenza A, a nasal swab was obtained 
and the patient was isolated. Oseltamivir phosphate and ampi-
cilin clavulanic acid were started for treatment, after the patient 
was informed of the risks and benefits of the drugs. The diagno-
sis was confirmed by polymerase-chain-reaction two days later. 
On admission day 4, cough and production of sputum were de-
creased, and fever disappeared. On day 5, she was discharged 
on her own demand. No problem was detected for the patient 
and her baby on the follow up one week after discharge. She 
was uneventfully delivered at 38 weeks of pregnancy.

Discussion 

Two cases presented in this report demonstrate variability in 
the course of the novel influenza A (H1N1) infection in pregnant 
women. In the first case, antiviral therapy was delayed due to 
rejection of the patient. ARDS developed in a short time, lead-
ing to a catastrophic outcome. In the second case, treatment 
was started early, and the disease was resolved in five days. 
The 2009 H1N1 influenza can cause severe illness and death 
in pregnant women. Preexisting co-morbidities may further in-
crease the morbidity and mortality. In our first case, there was 
nothing remarkable in the previous history, but cardiac valvular 
insufficiency was detected during the work up. It might have 
contributed to the rapid deterioration of the patient. In our sec-
ond case, the treatment was started early, just after admission, 
whereas in the first case the treatment was delayed until the 4th 

day of admission. Obstetricians should be aware of the clinical 
and radiological manifestations of novel H1N1 influenza. Sore 
throat, fever, myalgia, cough, shortness of breath and history of 

household contact are the alarming signs, but some of these 
signs may be attributable to pregnancy. It causes delays in the 
initiation of therapy. Therefore, novel H1N1 influenza must be 
kept in mind in pregnant women with suggestive clinical find-
ings, and treatment must be started promptly in suspected cas-
es. Prompt diagnosis with early initiation of antiviral treatment 
is critical in pregnant patients with H1N1 influenza. The centers 
for Disease Control and Prevention (CDC) recommends prompt 
antiviral therapy in suspected and confirmed cases, preferably in 
the first 48 hours (3). In a recent series of 94 pregnant women re-
ported from California, USA, it was stated that pregnant women 

Figure 1. PA Chest X-ray shows bilateral multifocal areas of 
consolidation, with left middle and lower lung zones predominant

Figure 2. PA chest X-ray shows bilateral consolidation particularly 
in the middle and lower zones of the right lung, and lower zone of 
the left lung
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who received treatment after 48 hours had approximately four 
fold increased risk of admission to intensive care unit or death 
compared to those who received treatment earlier (9). There-
fore, antiviral therapy should be started as soon as possible on 
clinical presentation of fever, sore throat and cough without 
waiting for the laboratory results and the patient should be per-
suaded to prevent delays as in our case (9). Oseltamivir and 
zanamivir can both be used in pregnancy and neither of them 
are teratogenic (9). Since more data was available for oseltami-
vir, it was usually preferred in pregnant women. The subject of 
teratogenicity must be clarified to convince patients. The ben-
efit of the treatment overweighs the risk for the fetus (10). The 
treatment should preferably be started in first 48 hours and con-
tinued for five days (75 mg Oseltamivir 2x1). For post-exposure 
chemo-prophylaxis, 10 days of 75 mg Oseltamivir once a day 
was recommended by CDC (10).
According to the January 2010 report of Turkish Ministry of 
Health, forty women died during pregnancy and puerperal peri-
od due to H1N1 influenza (11). Immunization is the only means 
of protection against H1N1 infection. Because pregnant women 
form one of the high risk groups, they should be encouraged to 
be vaccinated. Maternal vaccination generates an immune re-
sponse and decreases the risk of infection in the mother and the 
infant up to the six month after delivery. Vaccination for preg-
nant women was introduced to the public in early December 
2009 in our country, with a strong recommendation to all preg-
nant women for the sake of both mother and fetus (1). 
In conclusion, pregnant women are a risk group for influenza 
A. The disease may progress rapidly with high morbidity and 
mortality in pregnant patients. Prompt diagnosis with early treat-
ment is critical for a better outcome. 
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