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Abstract: Introduction: Dengue fever is a major public health problem in tropical and subtropical
areas. There are not many studies concerning the complications of dengue fever in pregnancy.
We present four serial cases of dengue fever in pregnancy. Case illustration: Three of four cases were
delivered by caesarean section; two of them died during post-caesarean care. All cases had the
lowest platelet level below 50,000/µL and were given platelet transfusion during and after delivery;
they also showed abnormal liver function tests. For foetal outcome, none tested positive for dengue.
Discussion: Complication of dengue infection depends on a combination of host and viral virulence.
Regardless of prophylactic platelet transfusion, some studies revealed clinical bleeding in patients
with dengue infection due to an intricate effect on the haemostatic system. The adverse foetal outcome
may contribute because of placental circulation caused by endothelial damage with increased vascular
permeability leading to plasma leakage. There is no national guideline for dengue fever in pregnancy.
Conclusions: The management of dengue fever in pregnancy at the tertiary hospital is still suboptimal.
Dengue fever around peripartum presents a higher risk of morbidity and mortality for the mother
and therefore needs a multidiscipline team approach.
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1. Introduction

Dengue fever (DF) is a major public health problem in tropical and subtropical areas. An estimated
50 million dengue infections occur worldwide with 500,000 people with dengue haemorrhagic fever
requiring hospitalization annually. In the South Asia region, there were 232,530 dengue cases reported
with a case fatality rate of 0.79 (2031 deaths) in 2009 [1]. In Indonesia, the annual incidence was
around 35 to 40 per 100,000 and the case fatality rate reached 0.73% [2]. Dengue is defined as an acute
febrile illness with one or more following signs or symptoms: intense headache, retro-orbital pain,
myalgia, arthralgia, skin rash, leukopenia, and haemorrhagic manifestations [3]. In general, the WHO
revised dengue infection in 2009 into dengue without warning sign (D–W), with warning sign (D+W),
and severe dengue fever (SDF) [4].

In actuality, dengue in pregnancy can expose pregnant women to the risk of more severe infection
in pregnant women than the general adult population and mother-to-child transmission before and
during delivery [5]. Several previous studies showed that dengue in pregnancy can increase the risk
of maternal haemorrhage, preterm labour, oligohydramnios, foetal deaths, and vertical transmission
leading to neonatal thrombocytopenia requiring platelet transfusion [6,7]. The clinical presentation
can be confused with Hemolysis, Elevated Liver enzyme, and Low Platelet count (HELLP) syndrome;
thus, serology helps in distinguishing these two conditions [8].
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There have not been many studies concerning the complications of dengue fever in pregnancy.
We encountered four cases of dengue at the national referral Dr. Cipto Mangunkusumo hospital
in 2019 during the peripartum period, with patients presenting fever onset several days prior to
labour. They had different maternal outcomes, challenging us in the management of tertiary hospitals
in Indonesia.

2. Case Illustration

2.1. Case 1

A 23-year-old woman was referred from the peripheral hospital in second-stage labour on G2P1
39 weeks of gestational age singleton live head presentation, previous c-section 1×, mother with
SDF. She presented initially with high-grade fever, retro-orbital pain, nausea, and vomit for 5 days
with 39 weeks of gestational age based on the last menstrual period (LMP). On physical examination,
the blood pressure was 120/80 mmHg, heart rate 90 ×/min, temperature 37 ◦C. Blood examination
revealed a normal haemoglobin level (13.9 g/dL), normal haematocrit level (41.3%), low platelet count
(17,000/µL), and elevation of liver enzyme (AST 2923.5 U/L and ALT 1445.9 U/L), and she was also
positive for Immunoglobulin M (IgM) and Immunoglobulin G (IgG) dengue serology with no result of
NS1 antigen (Table 1). She was diagnosed as SDF due to elevated liver enzymes more than 1000 U/L.
Her baby girl was born spontaneously, and her body weight was 2800 g with AS 7/8. The baby was
tested for dengue transmission on day one, and the result was NS1, IgM, IgG and dengue serology from
vein blood was negative. After delivery, the patient was sent to the ICU due to severe metabolic acidosis
with respiratory failure threatening pH 7.17; partial pressure of carbon dioxide in arterial blood/pCO2

22.7; partial pressure of oxygen in arterial blood/pO2 135.9; bicarbonate/HCO3 8.4; O2 saturation 97.2%.
She was immediately intubated and placed on mechanical ventilation Synchronized intermittent
mandatory ventilation (SIMV) pressure support Positive End Expiratory Pressure (PEEP) 5, FiO2 40%
under midazolam sedation. Haemoglobin was decreased after vaginal delivery without any sign of
active bleeding (Table 1). On the third day of ICU care (or day 8 of high-grade fever), the patient
exhibited renal failure, signalled by increased urea and creatinine levels at two and three times the
normal limit, respectively. She died on the fourth day of ICU care with the cause of death as multiple
organ dysfunction due to SDF (Figure 1; Figure 2).
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Table 1. Daily laboratory trend and therapy.

Outside Day 1 Day 2 Day 3 Day 4 Day 5 Day 6 Normal Value

Blood count

Haemoglobin
(g/dL) 13.8 13.9 8.6 4.9 8 9.9 11.1 12–15

Hematocrit (%) 41 41.3 24.7 14.9 22.8 28.3 31.9 36–46

White blood cell
(/mm3) 6600 18,110 23,300 41,200 35,720 26,270 33,030 5000–10,000

Platelet (/µL) 27,000 17,000 22,000 28,000 38,000 103,000 116,000 150,000–400,000

Liver
function

AST (U/L) 2923.5 5811 0–26

ALT (U//L) 1445.9 3984 0–33

Coagulation
profile

Prothrombin
time (PT)

9.3
(10.6)

26.3
(10.3)

22.3
(10.4)

20.6
(10.4)

Activated partial
thromboplastin

time (aPTT)

44.9
(34.1)

82.2
(31.1)

54.9
(32.4)

40.3
(32.3)

d-Dimer (µg/mL) 0.2 0.6 0–0.3

Fibrinogen
(mg/dL) 225 146.8 150–400

Therapy
given

response to
blood test

Packed red cell
(mL) None 232 307

Thrombocyte
concentrate (mL) 321 327 None

Fresh frozen
plasma (mL) None None 198
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2.2. Case 2

A 27-year-old woman was referred from peripheral hospital with G1 37–38 weeks of gestational age
singleton live head presentation, mother with D+W, foetal with diaphragmatic hernia. She presented
with 4 days of high-grade fever, headache, nausea, and vomit. On physical examination, blood pressure
110/80 mmHg, heart rate 87×/min, temperature 38 ◦C, and respiratory rate 18×/min. Blood examination
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revealed normal haemoglobin level (11.2 g/dL), normal hematocrite level (32.9%), low white blood
count (3560/mm3) and platelet count (26,000/µL), slightly elevated liver enzyme (AST/ALT 47/86 U/L),
positive IgM dengue serology and NS1 antigen, negative IgG dengue serology (Table 2). She was
diagnosed as D+W due to comorbid condition of pregnancy and underwent caesarean section due to
oligohydramnios, and the foetus had a congenital diaphragmatic hernia. A baby boy was born, and the
body weight was 3210 g AS/5. The baby was sent to NICU due to diaphragmatic hernia, negative for
NS1 antigen. After caesarean section, patient was treated in the ICU for three days without mechanical
ventilation. Patient recovered and was discharged on day 9 of fever.

2.3. Case 3

A 31-year-old woman was referred from another hospital with G3P2 38 weeks of gestational
age singleton live head presentation, previous c-section two times, mother with D+W. She presented
with 6 days of high-grade fever without nausea and vomit. Physical examination revealed stable
hemodynamic with a temperature of 37.5 ◦C. Blood examination showed normal haemoglobin level
(13 g/dL), normal hematocrite level (38.7%), low white blood count (5230/mm3) and platelet count
(47,000/µL), slightly elevated liver enzyme (AST/ALT 188.1/108.8 U/L), positive IgM and IgG dengue
serology (Table 3). She was diagnosed as D+W and underwent caesarean section due to having two
previous c-sections, not being in labour after elevated trend of platelet count on day 8 of fever. A baby
boy was born, and the body weight was 2560 g with AS 8/10. The baby was roomed in with negative
NS1 serology antigen. After caesarean section, patient was treated in the ward for two days and
discharged on day 10 of fever.
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Table 2. Laboratory trend and therapy.

Day 1 (Outside) Day 2 (Outside) Day 3 (Outside) Day 1 Day 2 Day 2 Day 4 Day 5 Day 6 Normal Value

Blood count

Hemoglobin (g/dL) 9.7 9.7 10.1 11.2 11.9 8.1 4.9 7.2 8.8 12–15

Hematocrit (%) 29 29 31 32.9 34.5 24.8 15.2 21.5 27 36–46

White blood cell (/mm3) 7180 5360 4000 3560 3960 11,770 17,060 25,520 21,170 5000–10,000

Platelet (/µL) 160,000 125,000 85,000 26,000 15,000 37,000 80,000 141,000 217,000 150,000–400,000

Liver function
AST (U/L) 47 46 44 0–26

ALT (U//L) 86 106 39 0–33

Coagulation
profile

Prothrombin time (PT) 9.3
(10.7)

9.3
(10.7)

9.3
(10.5)

Activated partial
thromboplastin time

(aPTT)

56.7
(35.3)

47.2
(35.3)

49.4
(34.4)

d-Dimer (µg/mL) 0.3 1880 0–0.3

Fibrinogen (mg/dL) 145.5 284.1 150–400

Therapy given
response to
blood test

Packed red cell (mL) None 200 490 295

Thrombocyte
concentrate (mL) 260 None None None

Fresh frozen plasma
(mL) None 235 None None
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Table 3. Laboratory trend.

Day 1
(Outside)

Day 2
(Outside) Day 1 Day 2 Day 2 Day 3 (after CS) Normal Value

Blood
count

Hemoglobin
(g/dL) 11.8 12.1 13 12.7 12.6 12.2 12–15

Hematocrit
(%) 36 37 38.7 38.7 37.7 36 36–46

White blood
cell (/mm3) 3510 4080 5230 7130 8310 10,300 5000–10,000

Platelet (/µL) 146,000 95,000 47,000 74,000 141,000 224,000 150,000–400,000

2.4. Case 4

A 25-year-old woman was referred from another hospital with G2A1 36 weeks of gestational
age singleton live head presentation, mother with D+W and preeclampsia with severe features.
She presented initially with high-grade fever (39.8 ◦C) and retro-orbital pain for 2 days without either
nausea or vomit. On physical examination, the blood pressure was 120/80 mmHg on anti-hypertensive
agent, heart rate 83 ×/min, respiratory rate 20 ×/min, temperature 37 ◦C. Blood examination revealed
normal haemoglobin level (12.2 g/dL), normal hematocrite level (35%), low platelet count (20,000/µL),
elevated liver enzyme (AST 501 U/L and ALT 248 U/L), positive IgM, IgG dengue serology and NS1
antigen (Table 4). Patient received fluid and symptomatic therapy for the dengue and evaluation of foetal
well-being through cardiotocograph. One day after admission (day 4 of fever), the cardiotocography
showed suspicion two times and assessed as non-reassuring foetal status; therefore, and a caesarean
section was performed. A baby girl was born, body weight was 2360 g with AS 6/8. The baby was
tested for dengue transmission, and the result was that NS1, IgM, IgG dengue serology were negative.
Patient was sent to ICU with mechanical ventilation of SIMV pressure support PEEP 5, FiO2 40%
under midazolam sedation. Around 8 h after cesarean section (day 5 of fever), there was active vaginal
bleeding around 200 mL and recurrent vaginal bleeding around 300 mL in 15 h. Patient died on day 5
of fever due to disseminated intravascular coagulation (DIC) in D+W complication.
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Table 4. Daily laboratory trend and therapy.

Day 1 Day 2 Day 3
(Post CS) Day 3

Day 3
(after

Bleeding)
Normal Value

Blood count

Hemoglobin
(g/dL) 12.2 12.1 11 14 6.8 12–15

Hematocrit
(%) 35 36.2 32.4 42.3 21.3 36–46

White blood
cell (/mm3) 6270 7130 19,180 16,480 20,240 5000–10,000

Platelet (/µL) 20,000 5000 6000 241,000 159,000 150,000–400,000

Liver
function

AST (U/L) 501 416 0–26

ALT (U//L) 248 205 0–33

Coagulation
profile

Prothrombin
time (PT) 9.9 (12.1) 10.1 (11.4) 23.8 (11.3)

Activated
partial

thromboplastin
time (aPTT)

52.7 (36) 45 (33.9) >180 (35.3)

d-Dimer
(µg/mL) 1270 2410 0–0.3

Fibrinogen
(mg/dL) 153.5 95.9 150–400

Therapy
given

response to
blood test

Packed red
cell (mL) None 206 306

Thrombocyte
concentrate

(mL)
300 505 None

Fresh frozen
plasma (mL) None 158 152

Table 5 summarizes the characteristics of these serial cases.

Table 5. Summary of case series.
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3. Discussion

Dengue infection presents with a febrile period from 2 to 7 days followed by 3 to 4 days of
defervescence phase leading to shock due to massive plasma leakage [9]. It is difficult to make
a clinical assessment, diagnosis, treatment, and monitoring of dengue infection during pregnancy.
There are various physiological changes in pregnancy with respect to the cardiovascular, respiratory,
and hematologic system. At the end of the third trimester, plasma volume increases approximately
40% resulting in dilutional anaemia which masks the haemoconcentration which commonly occurs
during the defervescence phase of D+W [10]. In our cases, the patient was referred to our
hospital after 4 to 5 days of fever. Case number 1 and 4 still presented normal haematocrit level;
however, they showed the two highest haematocrit levels in our case series ending in maternal death.
This condition is in accordance with the theory of mimicking haemoconcentration in D+W for case
1 and SDF. In a case report by Hariyanto H, et al. [11] in Indonesia, the patient was in critical phase
condition with normal haematocrit level; it was a state of shock with altered mental status and
reduced perfusion.

The complication of dengue infection depends on a combination of host and viral virulence.
The dengue virus replicates intracellularly and triggers an antigen–antibody complex causing
immune-mediated cell destruction and production of cytokines and antibodies [12,13]. All cases
presented with a positive IgM serology test and two cases with positive NS1 antigen. Patients with
positive IgG and IgM serology test increase risk for exaggerated cytokine cascade response due to
secondary dengue infection. In our cases, all patients clinically showed severe thrombocytopenia
(<50,000/µL) with elevated liver enzymes. In another study, exaggerated cytokine cascade imposed a
high risk for massive plasma leakage leading to the development of acute pulmonary oedema and
ascites [13].

Until now, the time and mode of delivery have still been debatable. Not many countries have
published their regulation. A national guideline from Sri Lanka in 2019 published that dengue fever in
pregnancy should be managed by a multidisciplinary team. Induction or elective caesarean section is
avoided during the critical phase of illness; if it cannot be delayed, the platelet should be increased over
50,000/µL. If there is indication or if it is mandatory, delivery should be conducted in the early febrile
phase before the onset of the critical phase with platelet count above 130,000/µL. Indication and reason
for delivery should be well documented. During the critical phase, vaginal delivery or caesarean
section should be undertaken if the mother’s life is at risk or the patient develops spontaneous labour.
Upon foetal distress, no intervention should be recommended in the critical phase [14]. Meanwhile,
the American College of Obstetrics and Gynaecology (ACOG) recommends platelet transfusion to
increase maternal platelet more than 50,000/µL before major surgery; meanwhile, epidural and spinal
anaesthesia is considered acceptable with a platelet count of 70,000/µL to lower the risk of epidural
hematoma [15]. Meanwhile, Brith Committee in haematology recommends prophylactic platelet
transfusion for platelet level below 10,000/µL in the absence of bleeding manifestation, or in the case of
massive systemic bleeding, platelet transfusion should be given in addition to red cell transfusion [16].
Case number 1 showed that the mother came with second-stage labour which could not be delayed;
meanwhile, the platelet was 17,000/µL, so she received platelet transfusion. Case number 2 had CS
performed due to foetal indication on the febrile phase with platelet level below 50,000/µL. She received
a transfusion of platelets after CS. Meanwhile, case number 3 had CS performed after 8 days of fever and
the dengue phase was recovered, in which there was an increasing trend of platelet level. Case number
4 was conducted CS due to foetal distress in the critical phase of dengue. Based on the recommendation
above, case number 2 and 4 should be delayed after passing the critical phase or platelet level above
50,000/µL.

Regardless of prophylactic platelet transfusion, some studies revealed clinical bleeding in patients
with dengue infection due to an intricate effect on the haemostatic system. Other risk factors coming
from obstetric background should be considered such as uterine overdistention which might be
manifested as uterine atony [17]. Hung LP et al. [18], in their case report, revealed postpartum
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haemorrhage in dengue patients due to polyhydramnios. Treatment with uterotonic drugs is essential
for myometrial contraction and acts as a major factor preventing blood loss after natural delivery;
however, there are abnormalities in the haemostatic system [17]. In our cases, there were three cases
of bleeding manifestation after caesarean delivery without obstetric risk factors. Platelet count less
than 30,000/µL was seen in dengue shock syndrome with increased risk of bleeding manifestations.
The incidence of postpartum haemorrhage was reported between 10% and 19% in two studies [8,19].
Of three cases, haemoglobin level was dropped from 13.9 to 4.9 g/dL; 11.9 to 4.9 g/d; 14 to 6.8 g/dL,
respectively. Thrombocytopenia is universally observed in dengue haemorrhagic fever; however, it is
a poor indicator of bleeding manifestation. Coagulopathy describes the low fibrinogen level and
prolonged aPTT which normally is increased due to a state of hyper coagulopathy in pregnancy. In all
cases of manifestation with bleeding, low fibrinogen and prolonged aPTT were seen [20].

Adverse foetal outcomes may contribute because of placental circulation caused by endothelial
damage with increased vascular permeability leading to plasma leakage [7,21]. A study from Tan et al. [21]
showed that the vertical transmission rate of dengue is 1.6%. Another study by Basurko C et al. [19]
showed a higher rate of vertical transmission up to 5.6%. In our serial cases, no vertical transmission was
found, similar to an Indian study in eight pregnancies [22]. It is possible that the vertical transmission rate
might be dependent on the severity of maternal dengue [23].

Based on the case series above, we suggest a national guideline for dengue fever in pregnancy
regarding high prevalence of dengue fever in tropical countries, especially Indonesia. Apart from that,
we recommended the recruiting of larger sample size populations to determine the maternal and foetal
outcome of dengue fever in pregnancy.

4. Conclusions

The management of dengue fever in pregnancy at the tertiary hospital is still suboptimal due
to the lack of an available national guideline. Dengue fever around peripartum has a higher risk of
morbidity and mortality for the mother; therefore, it needs a multidiscipline team approach.

Author Contributions: Y.B.S.: designing idea, collecting data, revising manuscript. A.S.: collecting data,
writing manuscript. R.I.: collecting data, writing manuscript. R.S.: collecting data, writing manuscript,
revising manuscript. All authors have read and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Acknowledgments: Thank you to midwives, colleagues, and staffs in Department of Obstetrics and Gynecology
Cipto Mangunkusumo Hospital, Faculty of Medicine Universitas Indonesia who had supported for helping,
gathering, and compiling this case series.

Conflicts of Interest: The authors declare no conflict of interest.

References

1. World Health Organization RO for S-EA. Comprehensive Guideline for Prevention and Control of Dengue and
Dengue Haemorrhagic Fever, Revised and Expanded Edition; WHO Regional Office for South-East Asia:
New Delhi, India, 2011.

2. Karyanti, M.R.; Uiterwaal, C.; Kusriastuti, R.; Hadinegoro, S.R.; Rovers, M.; Heesterbeek, H.; Hoes, A.W.;
Bruijning-Verhagen, P. The changing incidence of dengue haemorrhagic fever in Indonesia: A 45-year
registry-based analysis. BMC Infect. Dis. 2014, 14, 1–7. [CrossRef] [PubMed]

3. National Notifiable DIseases Surveillance System (NNDSS). Dengue Virus Infections 2015 Case Definition.
CDC. Available online: https://wwwn.cdc.gov/nndss/conditions/dengue-virus-infections/case-definition/

2015/ (accessed on 30 March 2020).
4. World Health Organization. Dengue: Guidelines for Diagnosis, Treatment, Prevention, and Control: New Edition;

World Health Organization: Geneva, Switzerland, 2009; p. 147.
5. Charlier, C.; Beaudoin, M.-C.; Couderc, T.; Lortholary, O.; Lecuit, M. Arboviruses and pregnancy: Maternal,

fetal, and neonatal effects. Lancet Child Adolesc. Health 2017, 1, 134–146. [CrossRef]

http://dx.doi.org/10.1186/1471-2334-14-412
http://www.ncbi.nlm.nih.gov/pubmed/25064368
https://wwwn.cdc.gov/nndss/conditions/dengue-virus-infections/case-definition/2015/
https://wwwn.cdc.gov/nndss/conditions/dengue-virus-infections/case-definition/2015/
http://dx.doi.org/10.1016/S2352-4642(17)30021-4


Infect. Dis. Rep. 2020, 12 60

6. Agrwal, P.; Garg, R.; Srivastava, S.; Verma, U.; Rani, R. Pregnancy Outcome in Women with Dengue Infection
in Northern India. Indian J. Clin. Pract. 2014, 24, 1053–1056.

7. Kariyawasam, S.; Senanayake, H. Dengue infections during pregnancy: Case series from a tertiary care
hospital in Sri Lanka. J. Infect. Dev. Ctries. 2010, 4, 767–775. [CrossRef] [PubMed]

8. Sharma, S.; Jain, S.; Rajaram, S. Spectrum of Maternofetal Outcomes during Dengue Infection in Pregnancy:
An Insight. Infect. Dis. Obstet Gynecol. 2016, 16, 1–4. [CrossRef] [PubMed]

9. WHO. Handbook for Clinical Management of Dengue. Available online: https://www.who.int/denguecontrol/
9789241504713/en/ (accessed on 3 April 2020).

10. Costantine, M.M. Physiologic and Pharmacokinetic Changes in Pregnancy. Front. Pharmacol. 2014, 3,
5. Available online: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3982119/ (accessed on 3 April 2020).
[CrossRef] [PubMed]

11. Hariyanto, H.; Yahya, C.Q.; Wibowo, P.; Tampubolon, O.E. Management of severe dengue hemorrhagic
fever and bleeding complications in a primigravida patient: A case report. J. Med. Case Rep. 2016, 10,
357. Available online: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5175310/ (accessed on 3 April 2020).
[CrossRef] [PubMed]

12. Martina, B.E.E.; Koraka, P.; Osterhaus, A.D.M.E. Dengue virus pathogenesis: An integrated view.
Clin. Microbiol. Rev. 2009, 22, 564–581. [CrossRef] [PubMed]

13. Sellahewa, K.H. Pathogenesis of Dengue Haemorrhagic Fever and Its Impact on Case Management.
ISRN Infect. Dis. 2013, 2013, 1–6. [CrossRef]

14. Ministry of Health Sri Lanka. National Guidelines on Clinical Management of Dengue Infection in Pregnancy.
Available online: http://www.slchaem.lk/dengue-in-pregnancy/ (accessed on 3 April 2020).

15. Committee on Practice Bulletins—Obstetrics. ACOG Practice Bulletin No. 207: Thrombocytopenia in
Pregnancy. Obstet Gynecol. 2019, 133, e181.

16. Kaur, P.; Kaur, G. Transfusion support in patients with dengue fever. Int. J. Appl. Basic Med. Res. 2014, 4
(Suppl. 1), S8–S12. [CrossRef] [PubMed]

17. de Azeredo, E.L.; Monteiro, R.Q.; de-Oliveira Pinto, L.M. Thrombocytopenia in Dengue: Interrelationship
between Virus and the Imbalance between Coagulation and Fibrinolysis and Inflammatory Mediators.
Mediat. Inflamm. 2015, 2015, 313842. [CrossRef] [PubMed]

18. Hung, L.P.; Nghi, T.D.; Anh, N.H.; Van Hieu, M.; Luan, N.T.; Long, N.P.; Thach, T.T. Case Report: Postpartum
hemorrhage associated with Dengue with warning signs in a term pregnancy and delivery. F1000Research
2015, 4, 1483. Available online: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4712770/ (accessed on
3 April 2020). [CrossRef] [PubMed]

19. Basurko, C.; Carles, G.; Youssef, M.; Guindi, W.E.L. Maternal and fetal consequences of dengue fever during
pregnancy. Eur. J. Obstet. Gynecol. Reprod. Biol. 2009, 147, 29–32. [CrossRef] [PubMed]

20. Szecsi, P.B.; Jørgensen, M.; Klajnbard, A.; Andersen, M.R.; Colov, N.P.; Stender, S. Haemostatic reference
intervals in pregnancy. Thromb. Haemost. 2010, 103, 718–727. [PubMed]

21. Tan, P.C.; Rajasingam, G.; Devi, S.; Omar, S.Z. Dengue infection in pregnancy: Prevalence,
vertical transmission, and pregnancy outcome. Obstet. Gynecol. 2008, 111, 1111–1117. [CrossRef] [PubMed]

22. Khamim, K.; Khamim, B.; Pengsaa, K. Dengue Infection in Pregnancy. Southeast Asian J. Trop. Med.
Public Health 2015, 46 (Suppl. 1), 153–160.

23. Bopeththa, B.V.K.M.; Hemapriya, S.; Gayan Niranga, K.K.; Kotigala, D.S.K. A case report of dengue
haemorrhagic fever during the peripartum period: Challenges in management and a case of vertical dengue
transmission. BMC Infect Dis. 2018, 18, 427. [CrossRef] [PubMed]

Publisher’s Note: MDPI stays neutral with regard to jurisdictional claims in published maps and institutional
affiliations.

© 2020 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

http://dx.doi.org/10.3855/jidc.908
http://www.ncbi.nlm.nih.gov/pubmed/21252457
http://dx.doi.org/10.1155/2016/5046091
http://www.ncbi.nlm.nih.gov/pubmed/27069349
https://www.who.int/denguecontrol/9789241504713/en/
https://www.who.int/denguecontrol/9789241504713/en/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3982119/
http://dx.doi.org/10.3389/fphar.2014.00065
http://www.ncbi.nlm.nih.gov/pubmed/24772083
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5175310/
http://dx.doi.org/10.1186/s13256-016-1129-7
http://www.ncbi.nlm.nih.gov/pubmed/27998318
http://dx.doi.org/10.1128/CMR.00035-09
http://www.ncbi.nlm.nih.gov/pubmed/19822889
http://dx.doi.org/10.5402/2013/571646
http://www.slchaem.lk/dengue-in-pregnancy/
http://dx.doi.org/10.4103/2229-516X.140708
http://www.ncbi.nlm.nih.gov/pubmed/25298950
http://dx.doi.org/10.1155/2015/313842
http://www.ncbi.nlm.nih.gov/pubmed/25999666
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4712770/
http://dx.doi.org/10.12688/f1000research.7589.1
http://www.ncbi.nlm.nih.gov/pubmed/26925224
http://dx.doi.org/10.1016/j.ejogrb.2009.06.028
http://www.ncbi.nlm.nih.gov/pubmed/19632027
http://www.ncbi.nlm.nih.gov/pubmed/20174768
http://dx.doi.org/10.1097/AOG.0b013e31816a49fc
http://www.ncbi.nlm.nih.gov/pubmed/18448743
http://dx.doi.org/10.1186/s12879-018-3352-x
http://www.ncbi.nlm.nih.gov/pubmed/30153795
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	Introduction 
	Case Illustration 
	Case 1 
	Case 2 
	Case 3 
	Case 4 

	Discussion 
	Conclusions 
	References

