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Editorial:
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Version en espanol

Q fever (QF) isaworldwide zoonosis caused by Coxiella Burnetti. Peopleare
mainly infected due to inhalation of contaminated aer osolsl-3. It isgenerally
treated as an occupational disease, although isolated cases and outbreaksin
people with indirect contact with infected animals have been reportedl. Acute
QF hasawideclinical spectrum that includesisolated febrile syndrome,
pneumonia and hepatitis, although the majority of cases are asymptomatic*.
Chronicinfection mainly involves endocar ditis, although it can affect vascular
implants and bonesl4. Serology continues to be the diagnostic method of
reference. Domestic animals and farm ungulates ar e the main reservoirs, and
cause abortions and various obstetric complicationsin these.

Q fever isusually asymptomatic during pregnancy, although thereisa higher
risk of it becoming chronic2-6, Furthermore, it has been associated with
diverse obstetric complications, such as miscarriages, intrauterine death,
prematurity, oligopamnios and delayed intrauterine growth2-3, However, it is
highly unlikely, except in epidemic situations, that the primary form of this
infection is contracted during pregnancy.

Aswe will see below, something different could happen asregardsthe
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secondary or recurrence of theinfection.

This microorganism can persist in the uterus, breast, bone marrow, and other
body tissuesfor years, and bereactivated later in situations of
immunodepression or pregnancy38-10, Thisfact, known for alongtimein
animals, can also be a common cause of obstetrics complicationsin humans.

Our group hasrecently demonstrated a strong association between ser ology
titers compatible with active or recent Q fever infections and miscarriagein
the province of Burgos (Spain)®. According to our data, up to 12% of

miscar riages could be associated with thisinfection, probably dueto
reactivation of a previousinfection. To understand the scope of these findings,
it should be remembered that miscarriageis by far the most frequent
obstetric complication (it explainsup to 20% of fetal mortality), and up to the
present time, a significant relationship between miscarriage and other
infections has been unable to be shown.

It may beworth noting that the mortality and mor bidity associated with
toxoplasmosis during pregnancy is 1-4 per 1000 births, and for congenital
rubellait is approximately 0.2 per 10,000 births°.

Other groupsthat have work on the subject have obtained disparate and
contradictory results, perhaps dueto thelimited seroprevalence observed and
the deficient methodology applied4-8. 10,11, Something similar occurswith the
mor e delayed obstetrics complications (those that take place in the second or
third trimester of the pregnancy) wherethe discrepancies observed are even
greater. Asregardsthislast aspect, we do not know what happensin our
area, atraditionally endemic Q fever region.

We conclude by pointing out the need to perform serological screening of C.
burnetti in all pregnant women who are seen in our clinics.

It should beremembered that the primary form of theinfection has been
successfully treated in pregnant women, and that there ar e effective vaccines
that could prevent theinfection.

Lastly, and given the strong relationship between serology compatible with
active Q fever and miscarriage, a clinical trial should be carried out to
demonstrate whether treatment with specific antibiotics could alter the risk of
suffering from it. Thisshould be done at the beginning of the pregnancy, since
50% of our pregnant women miscarriage befor e seeing the doctor. In fact we
should know if there has been previous exposur e to the microor ganism before
the pregnancy, when the preventive measur es against a possible reactivation
of theinfection would be mor e effective.

http://biomed.uninet.edu/2012/n1/editorial-en.html



Rev Electron Biomed / Electron J Biomed 2012;1:5. Editorial: Q FEVER AND PREGNANCY

REFERENCES

1.- Raoult D, Tissot-Dupont H, Foucault C, et al. Q fever 1985-1998.
Clinical and epidemiologic features of 1,383 infections. M edicine
(Baltimor e) 2000;79:109-123.

2.- Tissot-Dupont H, Vaillant V, Rey S, Raoult D. Role of sex, age,
previous valve lesion, and pregnancy in the clinical expression and
outcome of Q fever after alarge outbreak. Clin Infect Dis 2007;44:232-
237.

3.- Vaidya VM, Malik SV, Kaur S, Kumar S, Barbuddhe SB.
Comparison of PCR, immunofluorescence assay, and pathogen
isolation for diagnosis of g fever in humanswith spontaneous
abortions. J Clin Micraobiol 2008;46:2038-2044.

4.- Dupont HT, Thirion X, Raoult D. Q fever serology: cutoff
determination for microimmunofluorescence. Clin Diagn Lab
Immunol 1994;1:189-196.

5.- Raoult D, Fenallar F, Stein A. Q fever during pregnancy:
diagnosis, treatment, and follow-up. Arch Intern Med 2002;162: 701-
704.

6.- Stein A; Raoult D. Q fever during pregnancy: a public health
problem in southern France. Clin Infect Dis 1998;27:592-596.

7.- Carcopino X, Raoult D, Bretelle F, Boubli L, Stein A. Managing Q
fever during pregnancy: the benefits of long-term cotrimoxazole
therapy. Clin Infect Dis 2007;45:548-555.

8.- Langley JM, Marrie TJ, Leblanc JC, Almudevar A, Resch L,
Raoult D. Coxi€lla burnetii seropositivity in parturient women is
associated with adver se pregnancy outcomes. Am J Obstet Gynecol
2003;189:228 -232.

9.- Santiago Gonzalez Quijada, Beatriz Manzanedo Teran, Patricia
Siesto Murias, Ainhoa Aregita Anitua, José L uis Barba Cermefio, and
Arturo Bodega Frias. Q fever and spontaneous abortion. Clin
Microbiol Infect 2012; 10.1111/j.1469-0691.201.

10.- HarrisRJ, Storm PA, Lloyd A, ArensM, Marmion BP. Long-
term persistence of Coxiella burnetii in the host after primary Q
fever. Epidemiol Infect 2000;124:543-549.

11.- Wim van der Hoek1, Jamie CE M eekelenkamp, Alexander CAP
Leenders, Nancy Wijersl, Daan W Noter mans, Chantal WPM

fhttp://biomed.uninet.edu/2012/n1/editorial-en.html



Rev Electron Biomed / Electron J Biomed 2012;1:6. Editorial: Q FEVER AND PREGNANCY

Hukkelhoven. Antibodies against Coxiella burnetii and pregnancy
outcome during the 2007-2008 Q fever outbreaksin the Netherlands.
BMC Infectious Diseases 2011;11:44-49.

CORRESPONDENCE:

Santiago Gonzalez Quijada M D, PhD
Servicio de Medicina Interna

Complgo Asistencial Universitario de Burgos
Burgos. Espaia

Mail: sgg @ hgy.es

http://biomed.uninet.edu/2012/n1/editorial-en.html


mailto:sgq @ hgy.es

