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Abstract 

Objective: This retrospective study was conducted in 2017 with the objective of evaluating the value of acute phase 
peripheral blood parameters in predicting dengue haemorrhagic fever (DHF). Patients, who were admitted to Teach-
ing Hospital Peradeniya between January and August 2017 due to dengue illness, were recruited into this study.

Results: A total of 515 patients participated in the study. Among them, 333 were DHF patients while 182 patients 
were managed as DF. There was a significant difference in mean values of platelets and haemoglobin observed dur-
ing acute phase in non-leakers compared to the patients who progressed to DHF, while no significant difference was 
observed for white blood cells, neutrophils, lymphocytes and haematocrit values. A significantly higher mean value 
was observed in white blood cells and hemoglobin in leakers compared to non-leakers during day 5. Mean day 5 
platelet value was significantly lower among leakers compared to non-leakers but no significant difference between 
haematocrit, neutrophil and lymphocyte values were observed. ROC curve performed for acute phase platelet values 
and haemoglobin values to gain a predictive value for female and male DHF patients and cut off values with high 
sensitivity and specificity to predict DHF could be obtained for the platelet count.
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Introduction
Dengue fever (DF) is a mosquito-borne tropical disease 
caused by the Dengue virus [1–4]. Dengue is currently 
a major public-health concern throughout tropical and 
sub-tropical regions of the world including Sri Lanka [1, 
5]. It has made a devastating impact on public health in 
Sri Lanka for several decades [6].

According to the Epidemiology unit, Ministry of health, 
Sri Lanka, 165,517 suspected dengue cases have been 
reported from January to October 2017, which is more 
than twice the number in 2016 where 55,150 cases were 
reported [7]. A total number of 403 dengue deaths have 
been reported from January to October 2017 [7]. There 
is a decline of dengue deaths over the last two decades 
despite the rising case incidence [6, 8], which indicates 

that the in-ward management practice has improved over 
the time. However the change of predominant circulating 
dengue serotype in population, causing changes of clini-
cal pattern of dengue [8] and the rising case incidence 
highlights the need for more knowledge and resources 
for both preventive and curative aspects of the disease.

Dengue has a wide spectrum of clinical presentations, 
often with unpredictable clinical evolution and outcome. 
While most patients recover following a self-limiting 
non-severe clinical course, a small proportion progress 
to severe disease, mostly characterized by plasma leakage 
with or without haemorrhage [9, 10].

Peripheral blood parameters change during the course 
of the illness. Dengue fever is characterized by leucope-
nia (White Blood Cells (WBC) < 5000 cells/mm3), throm-
bocytopenia (< 150,000 cells/mm3), rising haematocrit 
(5–10%) and there should be no evidence of plasma leak-
age [10].

In Dengue Hemorrhagic Fever (DHF) there is evidence 
of plasma leakage which is usually evidenced by ascites 
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or pleural effusion. Peripheral blood parameters charac-
terized by thrombocytopenia (< 100,000 cells/mm3) and 
haematocrit rise > 20%. A drop in platelet count below 
100,000 cells/mm3, may be occasionally observed in den-
gue fever but is almost a feature in DHF [7]. There is also 
a tendency towards haemorrhage associated with severe 
thrombocytopenia [10]. Dengue haemorrhagic fever can 
be further classified into four grades [10].

Clinical course of dengue haemorrhagic fever consists 
of three stages [9–11],

  • Febrile phase (lasting 2–7 days)
  • Critical phase (Leaking phase) (24–48 h)
  • Convalescent phase (2–4 days)

Early identification of individuals likely to progress 
to severe disease is difficult. Therefore large numbers 
of patients with possible dengue get admitted to hospi-
tals, primarily for observation, exceeding the limited 
resources at the government hospitals, whereas only a 
small proportion of patients only need specialized care 
[12].

Objectives
In this study our objective was to predict dengue hem-
orrhagic fever using peripheral blood parameters of the 
acute febrile phase of the illness.

Main text
Method
Ethical clearance was obtained from the institutional 
ethical review committee. During dengue fever epi-
demic this year, nearly about half of the dengue patients 
in Kandy district were managed at the Teaching Hospital 
Peradeniya which is a tertiary care clinical setting. From 
January to August 2017, 515 patients who got admitted 
to Teaching Hospital Peradeniya with positive serology 
for dengue (Positive NS1 or positive IgM and IgG) were 
recruited to this study after obtaining informed written 
consent. Only the patients admitted to the ward in the 
acute febrile phase of the illness were recruited. They 
were retrospectively reviewed for demographic, serial 
clinical, laboratory and outcome data.

Cases were classified mainly into DF and DHF, and 
DHF group further classified into four grades. Other con-
ditions that can cause changes in full blood count such 
as haematological and reticular endothelial disorders 
and those who were on cytotoxic drugs were excluded 
from the study. Furthermore patients who developed 
complications of dengue infection like acute liver failure, 
myocarditis, bleeding were also excluded from the anal-
ysis. All of the patients were managed according to the 

national guidelines on management of dengue fever and 
DHF in Sri Lanka [9].

Data was collected retrospectively from bed head tick-
ets using routine blood investigation reports which were 
carried out during their hospital stay in acute phase (day 
2, 3) and day 5 of illness. A data sheet was used to collect 
data for the variables of full blood count parameters.

Statistical analysis
Data was analyzed using IBM-SPSS version 16 statistical 
package. Monovariate analysis was used to describe the 
study sample. Students t test was used to explore differ-
ences between mean peripheral blood parameters within 
the acute phase and the critical phase. ROC curves were 
used to look for cut off values for possible predictors 
based on bivariate analysis. Linear regression was used to 
explore the trends in the parameters over the course of 
the disease.

Results
Approximately 515 patients data were used in the study. 
Of them 343 were males and 172 were females. Mean age 
of the population was 32.8 with a standard deviation of 
14.4. Ages of the patients ranged from 14 to 86 years.

Our study population consisted of 182 patients who 
did not develop DHF during their hospital stay and 333 
patients who progressed to DHF in the ward.

During the acute febrile phase (Day 2, 3) of the illness, 
leucopenia (WBC < 5000 cells/mm3) was observed among 
70.9% of patients. When considering the values of acute 
febrile phase, average WBC values for DF patients and 
those who eventually progressed to DHF were 4.38 and 
4.49, respectively (Table  1). Neutrophils, a component 
of WBC showed mean values of 2.90 and 3.17 among 

Table 1 Distribution FBC during  the  acute febrile phase 
(day 2 and 3 of illness)

DF/DHF No. Mean Standard 
deviation

P value

WBC (cells/mm3) DF 182 4.38 2.2 0.62

DHF 333 4.49 2.29

Neutrophil (cells/mm3) DF 182 2.90 1.88 0.13

DHF 332 3.17 1.99

Lymphocyte (cells/mm3) DF 55 1.03 0.6 0.20

DHF 279 0.89 0.79

PCV (%) DF 182 42.9 32.18 0.63

DHF 333 44.50 37.66

Platelet (cells/mm3) DF 182 154.36 55.03 < 0.001 

DHF 332 115.59 64.3

Haemoglobin (g/dL) DF 180 13.61 1.52 0.02 

DHF 324 14.07 2.43
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DF and DHF patients, respectively. Mean lymphocyte 
counts for DF and DHF were 1.03 and 0.89, respectively 
(Table 1).

During acute febrile phase haemoglobin levels ranged 
from 9.5 to 18.8  mg/dL with average values for DF and 
DHF being 13.61 and 14.07, respectively. Mean packed 
cell volume (PCV) values for DF and DHF were 42.90 and 
44.50, respectively. Thrombocytopenia (platelet < 150,000 
cells/mm3) was observed in 63.1% of patients during 
acute febrile phase and 33.2% had platelet counts below 
10,0000 cells/mm3. Mean platelet values for DF and DHF 
were 154.36 and 115.59, respectively (Table 1).

The blood samples of the 5th day of the illness were 
analyzed similarly for the peripheral blood parameters. 
When considering the 5th day values, mean WBC val-
ues among leakers and non-leakers were 3.30 and 4.05, 
respectively. Mean neutrophil values for DF and DHF 
were 1.88 and 2.12, respectively. Mean lymphocyte 
counts for DF and DHF were 1.70 and 2.48, respectively 
(Table 2).

Haemoglobin values ranged from 9.00 to 18.20 dur-
ing the 5th day of illness with average values of 13.12 
and 14.04 among DF and DHF patients, respectively. 
Mean PCV values for DF and DHF were 39.29 and 41.07, 
respectively. Mean platelet counts for DF and DHF were 
108.50 and 47.49, respectively (Table 2).

Analytical results showed that the leakers had signifi-
cantly different mean values of haemoglobin and plate-
let counts during acute phase compared to non-leakers. 
There was no significant difference between acute 
phase WBC, neutrophils, lymphocytes and PCV values 
between DF and DHF patients.

WBC and haemoglobin values were significantly higher 
among leakers compared to non-leakers during day 5 and 
platelet values were significantly lower among leakers. 

But no significant difference between day 5 neutrophils, 
lymphocyte and PCV values were observed.

Summary of blood parameters of DF and DHF patients 
according to gender was summarized in Table  3. When 
considering the assessed parameters by sex, differences 
were similarly distributed as per the total population 
except WBC among males which was higher among 
DHF patients on 5th day and Hemoglobin which was 
not significantly different among females on the 3rd day 
(Table 3).

ROC curve was performed separately for female and 
male patients for acute phase platelet values and haemo-
globin values to gain a predictive value for DHF during 
the acute febrile phase. ROC curve performed for female 
patients shows area under the curve was 0.71 for platelets 
and 0.50 for haemoglobin. A cut off value with high sen-
sitivity and specificity to predict DHF could be obtained 
from our sample platelets (see Additional file  1: Figure 
S1; https ://figsh are.com/s/beec7 1ea2b ef983 d335b ). We 
propose a cut off of 116,000 as a reasonable cut off for 
women to predict progression into DHF from DF at a 
sensitivity of 83% and a specificity of 56%. Hemoglobin 
may not be used since the area under the curve is less 
than 0.7.

Similar result was observed by ROC curve performed 
for acute phase platelet values and haemoglobin values 
to gain a predictive value for DHF of male patients. Area 
under the curve was 0.70 for platelets and 0.40 for hae-
moglobin for male DF patients. We propose a cut off of 
less than 105,000 for platelets to predict progression into 
DHF with sensitivity of 80 and 50% specificity (see Addi-
tional file 2: Figure S2; https ://figsh are.com/s/beec7 1ea2b 
ef983 d335b ).

Discussion
Dengue fever has a highly variable disease evolution and 
outcome. The purpose of this study was to predict DHF, 
which may lead to severe outcome, using acute phase 
peripheral blood parameters. Because the research was 
conducted mainly during a major dengue outbreak in the 
country and also in a Teaching hospital a sample size of 
515 was obtained with a number of 333 DHF patients.

Platelets contribute to increased vascular permeability 
by inflammation dependent release of IL-1β [13]. A rapid 
decrease in platelet count, concomitant with a rising 
haematocrit, is suggestive of progression to plasma leak-
age [12]. Even though previous studies have shown lower 
platelet values among DHF patients [14–17], only few 
study findings reflect acute febrile phase platelet values. 
In our study among DHF patients a significant drop of 
the mean platelets value was observed compared to non-
leakers even during the acute febrile phase, suggesting a 
rapid decline of platelet counts before the critical phase. 

Table 2 Distribution of FBC on day 5 of illness

DF/DHF No. Mean Standard 
deviation

P value

WBC (cells/mm3) DF 181 3.30 1.82 0.001

DHF 333 4.04 2.58

Neutrophil (cells/mm3) DF 182 1.88 4.77 0.52

DHF 333 2.12 3.62

Lymphocyte (cells/mm3) DF 55 1.69 3.3 0.60

DHF 278 2.48 11.01

PCV (%) DF 182 39.29 23.32 0.37 

DHF 333 41.07 20.13

Platelet (cells/mm3) DF 181 108.5 53.6 < 0.001 

DHF 331 47.49 41.22

Haemoglobin (g/dL) DF 180 13.12 1.46 < 0.001

DHF 328 14.04 1.84

https://figshare.com/s/beec71ea2bef983d335b
https://figshare.com/s/beec71ea2bef983d335b
https://figshare.com/s/beec71ea2bef983d335b
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Similar to our findings, a previous research done in the 
paediatric population, acute febrile phase platelet counts 
in the patients who developed DSS tended to be lower 
than the patients who never progressed to DHF [12].

Heamo-concentration is a well-known finding of DHF 
[10, 11]. The significantly higher haemoglobin values 
observed among leakers during both acute phase and 
day 5 can be explained by the concentration of plasma 
due to fluid leakage, which causes a rise of haemoglobin 
weight in a unit volume of blood. When plasma leakage 
through the blood vessels occur haematocrit value is 
also expected to rise [10, 11, 14, 17], but a significant dif-
ference was not observed for PCV among dengue fever 
and DHF patients in our study. Furthermore the day 5 
mean haematocrit values was lower than day 3 values in 
both leakers and non-leakers in contrast to the expecta-
tion, whereas a previous study showed a rising trend of 
mean haematocrit values until 5th day of illness [17]. 
The decline of the mean value may be due to the fluid 

management in the ward where given fluid quotas may 
have caused some dilution of the plasma. Similar to our 
findings a previous study done in paediatric population 
also found no clear difference in daily haematocrit lev-
els between study participants who did and who did not 
develop DSS [12].

Leucopenia is usually observed in the course of dengue 
fever [7, 9–11, 17–19]. In our study both DF and DHF 
patients showed mean values less than 5000 cells/mm3. 
Even though acute phase WBC values and neutrophil val-
ues were arithmetically higher among DHF patients, they 
cannot be used to predict DHF in acute phase because 
no statistical significance was observed. A previous study 
suggested absence of leucopenia as a predictor of severe 
dengue [20] but this is in contrast to our findings where 
only significant difference was observed during day 5 
values.

Lymphocytes mean values were within the normal 
range, though it was expected to rise during many viral 

Table 3 Distribution of  FBC parameters during  the  acute febrile phase (Day 2 and  3 of  illness) and  Day 5 of  illness 
according to gender

Acute febrile phase (day 2 and 3) of illness Day 5 of illness Reference 
ranges for blood 
parametersDF/DHF No. Mean Standard 

deviation
P value No. Mean Standard 

deviation
P value

Male

 WBC (cells/mm3) DF 126 4.4 2.0 0.40 126 3.4 1.9 0.01 4.3–10*103/μL

DHF 216 4.6 2.1 216 3.9 2.2

 Neutrophil (cells/mm3) DF 126 2.7 1.7 0.01 126 2.1 5.6 0.75 1.8–7.0*103/μL

DHF 215 3.3 2.0 216 1.9 1.0

 Lymphocyte (cells/mm3) DF 43 1.0 0.61 0.19 43 1.8 3.7 0.77 1.0–4.8*103/μL

DHF 180 0.91 0.8 180 2.1 4.9

 PCV (%) DF 126 44.1 34.3 0.34 126 41.5 27.3 0.79 38–50%

DHF 216 48.2 46.0 216 42.2 6.6

 Platelet (cells/mm3) DF 126 146.3 46.6 < 0.01 126 104.8 51.7 < 0.01 150–400*103/μL

DHF 215 113.1 63.4 214 46.7 45.1

 Haemoglobin (g/dL) DF 125 14.0 1.3 < 0.01 126 13.6 1.2 < 0.01 13–18*106/μL

DHF 210 14.8 2.5 213 14.8 1.5

Female

 WBC (cells/mm3) DF 54 4.2 2.2 0.82 54 3.0 1.5 0.002 4.3–10*103/μL

DHF 117 4.1 2.3 117 4.1 3.1

 Neutrophil (cells/mm3) DF 54 3.1 2.0 0.55 54 1.3 0.7 0.05 1.8–7.0*103/μL

DHF 117 2.9 1.8 117 2.4 5.9

 Lymphocyte (cells/mm3) DF 11 1.0 0.5 0.41 11 1.0 0.6 0.21 1.0–4.8*103/μL

DHF 99 1.0 0.6 98 3.2 17.3

 PCV (%) DF 54 39.9 26.9 0.52 54 33.7 5.7 0.09 36–45%

DHF 117 37.5 7.1 117 39.0 32.7

 Platelet (cells/mm3) DF 54 172.8 68.2 < 0.01 54 116.6 57.6 < 0.001 150–400*103/μL

DHF 117 120.2 65.9 117 48.8 33.1

 Haemoglobin (g/dL) DF 54 12.5 1.4 0.62 53 11.8 1.2 < 0.001 11.5–15.5*106/uL

DHF 114 12.7 1.5 115 12.6 1.3
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infections [21, 22]. This is in contrast to a previous 
research finding where there was a significant increase in 
both the percentage and the concentration of total lym-
phocytes in dengue fever, which was due to a marked 
increase in both the percentage and the number of atypi-
cal lymphocytes, where normal lymphocytes were essen-
tially unchanged [19].

Conclusions
Our objective of this study was to predict dengue hem-
orrhagic fever using peripheral blood parameters of the 
acute febrile phase of the illness. Thrombocytopenia dur-
ing acute febrile phase is a predictor of DHF. Patients 
with low platelets in acute febrile phase of dengue fever 
need more medical attention as there is a higher chance 
of progression to DHF. But WBC counts, Hb, Neutro-
phils, lymphocytes and PCV counts in acute febrile phase 
are unlikely to predict DHF. Also this provides strong 
support for the WHO recommendation to perform daily 
full blood counts in Dengue patients.

Limitations
The current study was restricted to only hospital-
ized patients and conducted in a single hospital. If the 
patients those who got treated at the Out Patient Depart-
ment level were also included, that could have caused 
some changes in the results because mainly the patients 
who fulfill the criteria for admission got admitted to the 
wards.

Abbreviations
DF: dengue fever; WBC: white blood cells; DHF: dengue haemorrhagic fever; 
PCV: packed cell volume.

Authors’ contributions
UR contributed in conception and design, analysis and interpretation of data, 
involved in drafting the manuscript and revising it critically for important intel-
lectual content and gave final approval of the version to be published. ATMA 
and MG contributed in acquisition of data, analysis and interpretation of data, 
writing the manuscript and revising it, gave final approval of the version to be 
published. ST, SAMK and TJ contributed in design, analysis and interpretation 
of data, involved in revising the manuscript critically for important intellectual 
content. All authors read and approved the final manuscript.

Additional files

Additional file 1: Figure S1. Discriminatory function of day 3 platelet 
count and haemoglobin concentration in predicting progression into 
dengue haemorrhagic fever among female dengue patients. Area under 
the curve was 0.71 for platelets and 0.50 for haemoglobin. A cut off value 
with high sensitivity and specificity to predict DHF could be obtained 
from our sample.

Additional file 2: Figure S2. Discriminatory function of day 3 platelet 
count and haemoglobin concentration in predicting progression into 
dengue haemorrhagic fever among male dengue patients. Area under 
the curve was 0.70 for platelets and 0.40 for haemoglobin. A cut off value 
with high sensitivity and specificity to predict DHF could be obtained 
from our sample.

Authors’ information
UR [MBBS, MD, MRCP (UK), FRCP (London)] is a Senior Lecturer and Senior 
Consultant Physician, Department of Medicine, University of Peradeniya, Sri 
Lanka. ATMA [MBBS] is a Research Assistant, Department of Medicine, Univer-
sity of Peradeniya, Sri Lanka. MG [MBBS] is a Temporary Lecturer and Research 
Assistant, Department of Medicine, University of Peradeniya, Sri Lanka. ST 
[MBBS, M. Phil, Ph.D.] is a Senior Lecturer, Department of Community Medi-
cine, University of Peradeniya, Sri Lanka. SAMK [MBBS, MD, MRCP (UK), FRCP 
(London), FCCP] is a Professor of Medicine and Senior Consultant Physician, 
Department of Medicine, University of Peradeniya, Sri Lanka. TJ [MBBS, MD, 
MRCP (UK), FRCP (London), FRCP (Edinburgh), FCCP (Sri Lanka)] is a Professor 
in Medicine and Senior Consultant Physician, Department of Medicine, Univer-
sity of Peradeniya, Sri Lanka.

Author details
1 Department of Medicine, Faculty of Medicine, University of Peradeniya, Per-
adeniya, Sri Lanka. 2 Department of Community Medicine, Faculty of Medicine, 
University of Peradeniya, Peradeniya, Sri Lanka. 

Acknowledgements
We all express our gratitude to all participants who consented to take part in 
this study.

Competing interests
The authors declare that they have no competing interests.

Availability of data and materials
The data sets analyzed during the current study are available from the cor-
responding author on reasonable request by emailing the corresponding 
author.

Consent for publication
Not applicable.

Ethics approval and consent to participate
Ethical approval for the research work has been obtained from the Institu-
tional Ethical Review Committee (IERC) of the Faculty of Medicine, University 
of Peradeniya, Sri Lanka. After obtaining the informed written consent patients 
were recruited to the study.

Funding
Not funded.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

Received: 6 December 2017   Accepted: 13 June 2018

References
 1. Dengue and severe dengue 2017. http://www.who.int/media centr e/facts 

heets /fs117 /en/. Accessed 8 Nov 2017.
 2. Kularatne SAM. Dengue fever. BMJ. 2015;351:h4661. https ://doi.

org/10.1136/bmj.h4661 .
 3. Ralapanawa DMPUK, Jayawickreme KP, Ekanayake EMM, Jayalath T, 

Herath D. Fatal massive pulmonary hemorrhage in dengue infection. 
Epidemiology. 2016;6(251):2161–5.

 4. Ralapanawa DM, Kularatne SA, Jayalath WA. Guillain–Barre syndrome fol-
lowing dengue fever and literature review. BMC Res Notes. 2015;8(1):729.

 5. Bhatt S, Gething P, Brady O, Messina J, Farlow A, Moyes C. The global 
distribution and burden of dengue. Nature. 2012;496:504–7.

 6. Ministry of health of Sri Lanka. Dengue is on the rise—let’s get protected! 
2014. http://www.healt h.gov.lk/enWeb /index .php?optio n=com_conte 
nt&view=artic le&id=442:dengu e-preve ntion &catid =1:lates t-news. 
Accessed 8 Nov 2017.

 7. Dengue Update. Epidemiology unit, Ministry of Health, Sri Lanka. http://
www.epid.gov.lk/web/index .php?optio n=com_conte nt&view=artic 

https://doi.org/10.1186/s13104-018-3505-4
https://doi.org/10.1186/s13104-018-3505-4
http://www.who.int/mediacentre/factsheets/fs117/en/
http://www.who.int/mediacentre/factsheets/fs117/en/
https://doi.org/10.1136/bmj.h4661
https://doi.org/10.1136/bmj.h4661
http://www.health.gov.lk/enWeb/index.php%3foption%3dcom_content%26view%3darticle%26id%3d442:dengue-prevention%26catid%3d1:latest-news
http://www.health.gov.lk/enWeb/index.php%3foption%3dcom_content%26view%3darticle%26id%3d442:dengue-prevention%26catid%3d1:latest-news
http://www.epid.gov.lk/web/index.php?option=com_content&view=article&id=171%3Adengue-update&catid=51%3Amessage-for-public&Itemid=487&lang=en
http://www.epid.gov.lk/web/index.php?option=com_content&view=article&id=171%3Adengue-update&catid=51%3Amessage-for-public&Itemid=487&lang=en


Page 6 of 6Ralapanawa et al. BMC Res Notes  (2018) 11:400 

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your research ?  Choose BMC and benefit from: 

le&id=171%3Aden gue-updat e&catid =51%3Ames sage-for-publi c&Itemi 
d=487&lang=en. Accessed 15 June 2018.

 8. Kularatne SAM, Seneviratne SL, Malavige GN, Fernando S, Velathanthiri 
VGNS, Ranatunga PK, et al. Synopsis of findings from recent studies on 
dengue in Sri Lanka. Dengue Bull. 2006;30:80–6.

 9. Guidelines on Management of Dengue Fever and Dengue Haemorrhagic 
Fever in Adults. National Guidelines. Revised and expanded edition 2012. 
Ministry of Health, Sri lanka.http://www.epid.gov.lk/web/image s/pdf/
Publi catio n/guide lines _for_the_manag ement _of_df_and_dhf_in_adult 
s.pdf. Accessed 15 June 2018.

 10. WHO. Comprehensive guidelines for prevention and control of dengue 
and dengue haemorrhagic fever. Geneva: WHO; 2011.

 11. Handbook for clinical management of dengue – World Health Organiza-
tion 2012. http://www.wpro.who.int/mvp/docum ents/handb ook_for_
clini cal_manag ement _of_dengu e.pdf. Accessed 15 June 2018.

 12. Lam PK, Van Ngoc T, Thu Thuy TT, Van Hong NT, Nhu Thuy TT, Hoai Tam 
DT, et al. The value of daily platelet counts for predicting dengue shock 
syndrome: results from a prospective observational study of 2301 Viet-
namese children with dengue. PLoS Negl Trop Dis. 2017;11:1–20.

 13. Hottz ED, Lopes JF, Freitas C, Valls-de-Souza R, Oliveira MF, Bozza MT, 
et al. Platelets mediate increased endothelium permeability in dengue 
through NLRP3-inflammasome activation. Blood. 2013;122:3405–14. 
https ://doi.org/10.1182/blood -2013-05-50444 9.

 14. Tee HP, How SH, Jamalludin AR, Fariz Safhan MN, Mohd Sapian M, 
Kuan YC, et al. Risk factors associated with development of dengue 

haemorrhagic fever or dengue shock syndrome in adults in Hospital 
Tengku Ampuan Afzan Kuantan. Med J Malaysia. 2009;64:316–20.

 15. Tanner L, Schreiber M, Low JGH, Ong A, Tolfvenstam T, Lai YL, et al. Deci-
sion tree algorithms predict the diagnosis and outcome of dengue fever 
in the early phase of illness. PLoS Negl Trop Dis. 2008;2:e196.

 16. Malavige GN, Velathanthiri VGNS, Wijewickrama ES, Fernando S, Jayaratne 
SD, Aaskov J, et al. Patterns of disease among adults hospitalized with 
dengue infections. J Assoc Physicians. 2006;99:299–305.

 17. Kularatne SAM, Weerakoon KGAD, Munasinghe R, Ralapanawa UK, 
Pathirage M. Trends of fluid requirement in dengue fever and dengue 
haemorrhagic fever: a single centre experience in Sri Lanka. BMC Res 
Notes. 2015;8:130. https ://doi.org/10.1186/s1310 4-015-1085-0.

 18. Itoda I, Masuda G, Suganuma A, Imamura A, Ajisawa A, Yamada KI, et al. 
Clinical features of 62 imported cases of dengue fever in Japan. Am J Trop 
Med Hyg. 2006;75:470–4.

 19. Jameel T, Mehmood K, Mujtaba G, Choudhry N, Afzal N, Paul RF. Changing 
haematological parameters in dengue viral infections. J Ayub Med Coll 
Abbottabad. 2012;24:3–6.

 20. Eu-Ahsunthornwattana N, Eu-ahsunthornwattana J, Thisyakorn U. Periph-
eral blood count for dengue severity prediction: a prospective study in 
Thai children. Pediatrics. 2008;121(Supplement 2):S127–8.

 21. Denman AM. Lymphocyte function and virus infections. J Clin Pathol 
Suppl (Royal Coll Pathol). 1979;13:39–47.

 22. Ralapanawa DMPUK, Kularatne SAM. Current management of dengue in 
adults: a review. Int Med J Malaysia. 2015;14:29–42.

http://www.epid.gov.lk/web/index.php?option=com_content&view=article&id=171%3Adengue-update&catid=51%3Amessage-for-public&Itemid=487&lang=en
http://www.epid.gov.lk/web/index.php?option=com_content&view=article&id=171%3Adengue-update&catid=51%3Amessage-for-public&Itemid=487&lang=en
http://www.epid.gov.lk/web/images/pdf/Publication/guidelines_for_the_management_of_df_and_dhf_in_adults.pdf
http://www.epid.gov.lk/web/images/pdf/Publication/guidelines_for_the_management_of_df_and_dhf_in_adults.pdf
http://www.epid.gov.lk/web/images/pdf/Publication/guidelines_for_the_management_of_df_and_dhf_in_adults.pdf
http://www.wpro.who.int/mvp/documents/handbook_for_clinical_management_of_dengue.pdf
http://www.wpro.who.int/mvp/documents/handbook_for_clinical_management_of_dengue.pdf
https://doi.org/10.1182/blood-2013-05-504449
https://doi.org/10.1186/s13104-015-1085-0

	Value of peripheral blood count for dengue severity prediction
	Abstract 
	Objective: 
	Results: 

	Introduction
	Objectives

	Main text
	Method
	Statistical analysis
	Results
	Discussion
	Conclusions

	Limitations
	Authors’ contributions
	References


