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Summary

Dengue is a viral disease transmitted by the Aedes aegypti mosquito. This infection has shown a
global increase in cases, particularly affecting the Americas region. In Uruguay, the most recent
outbreak (2024) recorded 702 autochthonous and 410 imported cases, underscoring the need to
strengthen surveillance and management strategies.

Dengue can complicate pregnancy with risks of preterm birth and low birth weight, although a
statistically significant association has not been confirmed. The risk of vertical transmission ranges
from 1.6-10.5%, increasing if the infection occurs close to delivery.

Newborns can acquire the infection vertically (trans-placentally) or horizontally (mosquito bite). A
wide variability in clinical presentation can be observed, ranging from asymptomatic patients, mild
symptoms, or severe cases with potential mortality, requiring differential diagnosis with sepsis.
Recommended tests include PCR in cord blood, NS1 antigen detection, and IgM, adapted to the
clinical timing.

Breastfeeding is safe and recommended in all cases, even for infected mothers, given its protective
role.

These recommendations aim to optimize the identification and management of at-risk neonates,
ensuring a comprehensive and preventive approach to dengue.
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Resumen

El dengue es una enfermedad viral transmitida
por el mosquito Aedes aegypti. Esta infeccién
ha mostrado un aumento global de casos, afec-
tando especialmente a la region de las Améri-
cas. En Uruguay, el brote mds reciente (2024)
registré 702 casos autdctonos y 410 importa-
dos, lo que subraya la necesidad de fortalecer
estrategias de vigilancia y manejo.

El dengue puede complicar el embarazo con
riesgos de parto pretérmino y bajo peso al na-
cer, aunque no se ha confirmado una asocia-
cion estadisticamente significativa. El riesgo
de transmisidn vertical oscila entre 1,6%-10,5%,
aumentando si la infeccién ocurre cerca del
parto.

Los recién nacidos pueden adquirir la infeccion
de forma vertical (transplacentaria) u horizon-
tal (picadura de mosquito). Se puede observar
una amplia variabilidad del cuadro clinico, os-
cilando desde pacientes asintomaticos, sinto-
mas leves o casos graves con potencial mortali-
dad, requiriendo un diagndstico diferencial con
sepsis. Las pruebas recomendadas incluyen la
reaccion en cadena de polimerasa (PCR) en
sangre de corddn, deteccidn de antigeno NS1e
IgM, adaptada al momento clinico.

La lactancia materna es segura y recomendada
en todos los casos, incluso con madres infecta-
das dado su papel protector.

Estas recomendaciones buscan optimizar la
identificacién y manejo de neonatos en riesgo,
asegurando un enfoque integral y preventivo
frente al dengue.

Palabras clave: Dengue
Recién Nacido

Resumo

A dengue é uma doenga viral transmitida
pelo mosquito Aedes aegypti. Esta infec¢ao
tem mostrado um aumento global de
casos, afetando especialmente a regido das
Américas. No Uruguai, o surto mais recente

Archivos de Pediatria del Uruguay 2025; 96(2)

(2024) registrou 702 casos autdctones e 410
importados, o que salienta a necessidade de
fortalecer as estratégias de vigilancia e manejo.
A dengue pode complicar a gravidez com riscos
de parto prematuro e baixo peso ao nascer,
embora uma associacdo estatisticamente
significativa ndo tenha sido confirmada. O risco
de transmissdo vertical oscila entre 1.6-10.5%,
aumentando se a infec¢do ocorrer préximo ao
parto.

Os recém-nascidos podem adquirir ainfeccao de
forma vertical (transplacentéria) ou horizontal
(picada de mosquito). Pode-se observar uma
ampla variabilidade do quadro clinico, que vai
desde pacientes assintomaticos, sintomas leves
ou casos graves com potencial mortalidade,
requerendo um diagndstico diferencial com
sepse. Os testes recomendados incluem PCR
em sangue de corddo, deteccao de antigeno
NS1 e IgM, adaptados ao momento clinico.

A amamentacdo € segura e recomendada em
todos os casos, mesmo com maes infectadas,
dado o seu papel protetor.

Estas recomendacbes buscam otimizar a
identificagdo e o manejo de neonatos em
risco, assegurando uma abordagem integral e
preventiva frente a dengue.

Palavras chave: Dengue
Recém-Nascido

Introduction

Dengue virus infection is a global concern due to the
current increase in cases. The World Health Organi-
zation recommends maintaining surveillance, early
diagnosis, and timely treatment of dengue cases.

In the Americas, Brazil and Argentina reported the
highest number of cases during the 2023-2024 out-
break?.

In Uruguay, imported cases have been reported sin-
ce 1997, mostly from countries in the Americas, with
an increase since 2013. In 2016, the first local dengue
outbreak in Uruguay in 100 years was recorded.

In early 2024, a new dengue outbreak was identi-
fied with both imported and local cases. In the latest
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surveillance report from the Ministry of Public Health
(MSP) dated May 31, 2024, 702 local and 410 im-
ported dengue cases were identified. Five deaths have
been reported, two attributed to dengue, two with co-
morbidities that may have contributed to the fatal out-
comes, and one under investigation®*,

In neighboring countries, Argentina and Brazil,
there have been significant outbreaks, resulting in a
true epidemic and overwhelming healthcare systems.

Dengue is a febrile illness caused by the dengue
virus (DENYV), an arbovirus belonging to the genus
Flavivirus, within the family Flaviviridae, and is cu-
rrently an increasing global health concern. Recently,
the Pan American Health Organization and the World
Health Organization (PAHO/WHO) reported that
around 500 million people in the Americas are at risk
of contracting dengue®.

Arboviruses pose an additional risk to pregnant wo-
men, not only due to their increased susceptibility to
complications but also because of their potential tera-
togenicity and the risk of vertical transmission®.

In particular, the dengue virus is the most important
human arthropod-borne viral disease, with four major
serotypes (DENV-1, DENV-2, DENV-3, and DENV-
4) that have phylogenetic and antigenic differences”.
Primary infection with one serotype provides immu-
nity against reinfection by a homologous virus, but
if infection occurs with another serotype, the risk of
severe disease increases®!?,

The disease is systemic and dynamic, with a va-
riable clinical presentation and unpredictable course,
ranging from asymptomatic forms to severe manifes-
tations. Commonly, it presents with fever, joint pain,
hemorrhage, and neurological symptoms. The incuba-
tion period lasts four to ten days, after which the ill-
ness can begin abruptly and go through three phases:
febrile, critical, and recovery.

Dengue and pregnancy

The disease affects all age groups, mainly adolescents
and adults™®. Pregnant women can also contract the
infection, either as mild-asymptomatic or severe for-
ms with high morbidity and mortality; however, they
do not present a different risk or disease course com-
pared to the general population®!¥,

Complications can occur at any time during preg-
nancy, either during the infection or up to one month
afterward. Certain complications during pregnancy,
such as preterm delivery and low birth weight, have
been reported; however, a 2017 meta-analysis of 14
studies found no statistically significant associa-
tion between DENV infection and these complica-
tiOnS(2’6’l4_16).

Dengue in newborns
Transmission

Newborns can contract the disease either horizontally
through the bite of an infected mosquito or vertically
through transplacental transmission, regardless of the
severity of the maternal disease!'®.

In the latter case, the risk of transplacental DENV
transmission to the fetus is low, with a prevalence
ranging from 1.6% to 10.5%*!"19). The incidence in-
creases when maternal infection occurs up to 15 days
before delivery and up to two days postpartum, due to
higher viremia in the context of labor”.

There is no evidence of dengue in the newborn
through breast milk. Although viral fragments with
infectious potential have been detected in breast milk,
there are several protective factors that prevent infec-
tion, including the antiviral properties of breast milk
itself and the epithelial and mucosal barriers with their
respective antibodies. For this reason, breastfeeding is
recommended for newborns of mothers with DENV
infection!17:20:2D,

Fetal exposure to DENV infection, while providing
the newborn with protection against the specific sero-
type, may increase the risk of more severe infection if
contracted later in life due to the presence of heterolo-
gous anti-dengue antibodies!'>?,

Clinical manifestations and diagnosis

Neonatal dengue is an underdiagnosed disease, re-
quiring a high index of suspicion, along with timely
evaluation and diagnosis, given its symptoms that are
similar to those of sepsis.

In newborns, the clinical presentation can be highly
variable, ranging from asymptomatic cases and mild
symptoms to severe cases with potential mortality®®.
Severe forms are rare; in most cases, the disease is
self-limiting and progresses favorably®?.

The onset of symptoms has been observed between
the first and eleventh day of life, with a mean onset on
the fourth to fifth day. Symptoms may include fever,
irritability, intense crying, petechiae, skin rash, hemo-
rrhages of varying severity, plasma extravasation effu-
sions, and shock¢2,

Although the onset of clinical symptoms may be de-
layed, close monitoring and management of the new-
born are recommended in cases of meconium-stained
amniotic fluid in pregnant women with suspected den-
gue(16,25,26).

For diagnosis, PCR testing of cord blood samples
is recommended as a specific study to detect the viral
genome in the newborn®!9,

Other serological tests are based on the detection of
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virus-specific IgM around the fourth to fifth day after
the symptom onset, when viremia is highest. After the
fifth day, IgM serology becomes the preferred method.
It peaks two weeks after the onset of fever. The disad-
vantage of serological tests is that they may produce
false positives, since flaviviruses share antigenic epi-
topes(1229),

Molecular biology techniques are currently availa-
ble, such as the non-structural glycoprotein 1 (NS1)
test. NS1 is secreted by infected cells and is essential
for viral replication, increasing in the first hours after
infection and peaking three to five days after symptom
onset. Several studies describe it as a potential mar-
ker of severe disease, given the correlation between
its plasma levels and the degree of viremia. It can be
obtained from saliva, urine, serum, dried blood sam-
ples, and cerebrospinal fluid. Its advantage lies in be-
ing a rapid, simple, and accessible method with high
sensitivity (87%-95%) during the first three days, de-
creasing thereafter towards the tenth day of infection;
urine levels (which are relatively lower) remain stable
up to 14 days after infection®”.

Dengue detection using dried blood spots on filter
paper (a method used for neonatal screening in our
country) has proven to be useful, especially in places
without laboratory facilities or when a venous blood
sample cannot be collected. Its importance is highligh-
ted for performing retrospective infection diagnosis. It
is important to note that using NS1 PCR for diagnosis
does not replace other serological tests, and it could
indicate infection by other arboviruses. Currently, the-
re is no circulation of other arboviruses in Uruguay,
making NS1 testing particularly valuable for the de-
tection of neonatal DENV©9,

As part of the newborn evaluation, a complete
blood count with peripheral smear will be requested;
it is very important to rule out thrombocytopenia and
leukopenia (less than 5,000/mm?), the latter being the
earliest and most frequent abnormality. The rest of the
laboratory tests will be determined at the clinician’s
discretion, based on the symptoms presented.

Neonatal management strategies

The management of neonates can be organized into
two scenarios depending on the maternal diagnosis,
with a third scenario in the case of horizontal infec-
tion.

Due to the presentation of symptoms similar to sep-
sis, it is recommended to begin antibiotic treatment
according to the sepsis guidelines of each service.

Scenario 1: newborn of a mother with suspected den-
gue
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Symptoms in newborns have been described from
nine hours up to eleven days of life, with a mean on-
set of four days. Therefore, the child of a mother with
suspected dengue should be closely monitored during
the first two weeks of life.

The mother-newborn pair should be admitted to
a vector-free, enclosed area. Mosquito netting and
transparent fabric should be provided for the mother.

It is recommended that the newborn remain hospi-
talized until the maternal infection is either confirmed
or ruled out.

Exclusive breastfeeding should be maintained un-
less there are contraindications®.

At birth, if there is a high suspicion of maternal
disease, a cord blood sample should be collected for
PCR and serology.

If infection is ruled out, newborn care will follow
standard protocols.

If any abnormalities develop during this period, or
if the diagnosis is confirmed, management should fo-
llow the guidelines of scenario two, regardless of the
mother’s serological status>!¥.

Scenario 2: newborn of a mother with confirmed den-
gue

Whenever possible, the mother-newborn pair should
be admitted to a vector-free, enclosed area.

Mosquito netting and transparent fabric should be
provided for the mother. If this is not possible, the
newborn should be admitted to an isolation ward.

Close monitoring will be carried out to identify any
symptoms or potential complications in the newborn.
This will include strict monitoring of temperature, res-
piratory rate, and skin lesions.

Breastfeeding should be maintained, either directly
at the breast or via expressed milk, if possible, unless
there are contraindications.

Laboratory tests will be performed at birth, at 48
hours, and on the fifth day of life. Unlike Scenario 1,
PCR and IgM serology should be performed within
the first 48 hours of life, repeating them after the fifth
day if necessary!'?.

Table 1 summarizes the recommendations for this
scenario.

For a newborn with symptoms or laboratory ab-
normalities, supportive treatment should be initiated.
Conversely, if the newborn shows good progress in
the first five days, they will be discharged, ensuring
adequate outpatient follow-up until 14 days(14,28).

Figure 1 presents an algorithm outlining the mana-
gement of pregnant women with suspected dengue.

Scenario 3: newborn who acquires the disease hori-
zontally after discharge
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This may present as a febrile newborn. In these ca-
ses, it is recommended to follow the fever-without-fo-
cus protocol of the Hospital Pediatrico del Centro
Hospitalario Pereira Rossell®*3,

If dengue is suspected, the patient should be classi-
fied according to scheme 1. For dengue without war-
ning signs, outpatient treatment may be possible, pro-

vided proper follow-up at the clinic can be ensured.

If the newborn has a fever, they should be admit-
ted to a vector-isolated area where proper monitoring,
evaluation, and management of complications can be
ensured. Table 2 summarizes the steps to follow for
newborns with suspected postnatal dengue.

Table 1. Scenario 2. Newborn of a mother with dengue.

Admission
At birth

Cord blood PCR

Laboratory NSI Ag

Patient admitted to a vector-free environment where strict symptom
monitoring can be conducted, and possible complications can be treated

48 hours Fifth day of life

Peripheral PCR
IgM
NS1 Ag
CBC with peripheral smear

PCR and IgM are
repeated if necessary.
NS1 Ag may be repeated

Symptoms

Fever, irritability, intense crying, petechiae, skin rash, hemorrhages, plasma extravasation
effusions, shock. (Symptoms appeared on average between the fourth and fifth day)

Management

If on the fifth day of illness, the patient is asymptomatic with negative laboratory tests,
they will be discharged with early follow-up at the clinic.
If the patient presents with warning signs, they will be classified as DCSA*

*DCSA: dengue with warning signs.

Study maother and newborm.
iPerform PCR on cord blood and

peripharal blood 1
J

Figure 1. Algorithm for managing pregnant women with suspected dengue. Extracted and modified from Quipil-
dor M, Rapetti G, Silveti M, Moreno J, Aguilera M, Falco A. Vertically transmitted dengue: case reports.

In: XXI1I SADI Congress 2023. Available at: https://infectologia.info/abstracts/dengue-de-transmision-vertical-re-
porte-de-casos/.
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Table 2. Scenario 3. Patient with suspected postnatal dengue.

Newborn with
fever-without-focus
lasting less than seven days

Follow the algorithm for fever-without-focus

Classification of dengue (scheme 1)

Sospecha de dengue

DSSA

Outpatient treatment,

DCSA

Admitted for symptomatic

DG

Admitted for treatment of

Paraclinica a solicitar

admission according treatment and prevention shock and possible
to medical criteria® of shock complications
CBC CBC

CBC
PCR (0-5 days after
symptoms onset).
NSI antigen detection

PCR (0-5 days after
symptoms onset).
NS1 Ag (can be repeated
on the fifth day).
IgM on the sixth day
after symptoms onset

PCR (0-5 days after
symptoms onset).
NS1 antigen (can be
repeated on the fifth day).
IgM on the sixth day after
symptoms onset

If all results are negative, the
patient may be discharged with
strict clinical follow-up at home.
If the patient presents with
warning signs, they will be
classified as DCSA or DG.

Conducta

Monitoring, evaluation,
and treatment of
complications

Monitoring, evaluation, and
treatment of complications

DSSA: dengue without warning signs.
DCSA: dengue with warning signs.
DG: severe dengue.

*High social risk, follow-up at outpatient clinic not guaranteed, distant health center.

Prevention and vaccines

Prevention is one of the most important factors in
preventing the spread of the disease. Fumigation cam-
paigns are recommended for vector elimination.

Adults living with the newborn should use repellent
and, if possible, have mosquito nets in their homes.

In pregnant women, the topical use of repellents
containing N,N-diethyl-meta-toluamide (DEET) at
30% or less is safe. The use of repellent is not re-
commended for newborns and infants until they are 6
months old. For those under 6 months, it is suggested
to use cribs and strollers with mosquito netting, dress
them in light-colored clothing, and use long-sleeved
tops and pants®'=),

There are currently two approved vaccines. The first
is TAK-003 (Qdenga), manufactured by the Japanese
laboratory Takeda, and approved for use by the EMA
(European Medicines Agency). The second, approved
by the FDA (Food and Drug Administration), is the
Dengvaxia vaccine, manufactured by Sanofi Pasteur.

Neither vaccine is an option for pregnant women or
infants. In these groups, non-pharmacological preven-
tive measures are key to reducing the risk of infection.

Archivos de Pediatria del Uruguay 2025; 96(2)

Bibliographic references

1. Asociacion Espafiola de Pediatria. Una nueva vacuna frente
al dengue podria mejorar a las ya disponibles. Madrid: Portal
oficial de la Asociacion Espafiola de Pediatria sobre vacunas e
inmunizaciones, 2024. Disponible en: https://vacunasaep.org/
profesionales/noticias/dengue-nueva-vacuna-butantan#dengue.
[Consulta: 30 noviembre 2024].

2. Ahuja S, Muntode P. A narrative review of maternal and
perinatal outcomes of dengue in pregnancy. Cureus 2023;
15(11):e48640. doi: 10.7759/cureus.48640.

3. Argolo A, Féres V, Silveira L, Oliveira A, Pereira L, Junior
J, et al. Prevalence and incidence of dengue virus and antibody
placental transfer during late pregnancy in central Brazil. BMC
Infect Dis 2013; 13:254. doi: 10.1186/1471-2334-13-254.

4. Arragain L, Dupont M, O’Connor O, Sigur N, Grangeon J,
Huguon E, et al. Vertical transmission of dengue virus in the
peripartum period and viral kinetics in newborns and breast
milk: new data. J Pediatric Infect Dis Soc 2017; 6(4):324-31.
doi: 10.1093/jpids/piw058.

5. Organizacion Panamericana de la Salud. Informe de la si-
tuacion epidemiologica del dengue en las Américas. A la sema-
na epidemiologica 44, 2024. Actualizado noviembre 21, 2024.
Disponible en: https://www.paho.org/sites/default/files/2024-
11/2024-cde-dengue-sitrep-americas-epi-week-45-21-nov-es.
pdf. [Consulta: 30 de noviembre 2024].

6. Charlier C, Beaudoin M, Couderc T, Lortholary O, Lecuit
M. Arboviruses and pregnancy: maternal, fetal, and neonatal



Helena Sobrero, Jennise de los Santos, Alvaro Dendietal. » 7

effects. Lancet Child Adolesc Health 2017; 1(2):134-46. doi:
10.1016/S2352-4642(17)30021-4.

7. Vouga M, Chiu Y, Pomar L, de Meyer S, Masmejan S, Genton
B, et al. Dengue, Zika and chikungunya during pregnancy: pre-
and post-travel advice and clinical management. J Travel Med
2019; 26(8):taz077. doi: 10.1093/jtm/taz077.

8. Marinho P, Cunha J, Amim J, Prata A. A review of selected
Arboviruses during pregnancy. Matern Health Neonatol Perina-
tol 2017; 3:17. doi: 10.1186/s40748-017-0054-0.

9. Velandia M, Castellanos J. Virus del dengue: estructura y
ciclo viral. Infectio 2011; 15(1):33-43. Disponible en: http://
www.scielo.org.co/pdf/inf/v15n1/v15n1a06.pdf. [Consulta: 30
noviembre 2024].

10. Baldi G, Hernandez S, Gémez R. Actualizacion de la fiebre
del Dengue. Rev Méd Sinerg 2020; 5(1):e341. doi: 10.31434/
rms.v5il.341.

11. Centros para el Control y la Prevencion de Enfermedades.
Caracteristicas clinicas del dengue. Atlanta, GA: CDC, 2024.
Disponible en: https://www.cdc.gov/dengue/es/hcp/clinical-sig-
ns/caracteristicas-clinicas-del-dengue.html. [Consulta: 30 no-
viembre 2024].

12. Cerdan C. Manejo perinatal de enfermedades tropicales
emergentes. Servicio de Pediatria, 2021. Disponible en: https://
serviciopediatria.com/wp-content/uploads/2021/02/Protoco-
lo-MANEJO-PERINATAL-DE-ENFERMEDADES-TROPI-
CALES-EMERGENTES.-SP-HGUA-2021.pdf. [Consulta: 30
noviembre 2024].

13. Villacreses W, Soledispa J, Quezada J. Prevalencia y facto-
res de riesgo en la transmision global del dengue. PENTACIEN-
CIAS 2023; 5(1):437-56. Disponible en: https://editorialalema.
org/index.php/pentaciencias/article/view/463. [Consulta:30 no-
viembre 2024].

14. Moraes M, Mayans E, Sobrero H, Borbonet D. Dengue en
el recién nacido. Arch Pediatr Urug 2016; 87(3):269-71. Dis-
ponible en: http://www.scielo.edu.uy/scielo.php?script=sci_ar-
ttext&pid=S1688-12492016000300011&Ing=es. [Consulta: 30
novimebre 2024].

15. Xiong Y, Mo Y, Shi T, Zhu L, Chen Q. Dengue virus infec-
tion during pregnancy increased the risk of adverse fetal outco-
mes? An updated meta-analysis. J Clin Virol 2017; 94:42-9. doi:
10.1016/j.jcv.2017.07.008.

16. Bereche JP. Complicaciones obstétricas relacionadas
al dengue durante el embarazo en un hospital estatal de Piu-
ra, 2023. Piura, Peri: Universidad César Vallejo, Facultad de
Ciencias de la Salud, Escuela Profesional de Medicina, 2023.
Disponible en: https://repositorio.ucv.edu.pe/bitstream/hand-
1e/20.500.12692/131513/Bereche_QJP-SD.pdf?sequence=1&i-
sAllowed=y. [Consulta: 30 noviembre 2024].

17. Juéarez C, Duran D, Ceja 0, Cortez D, Baeza J, Diaz D, et al.
Dengue neonatal: serie de casos. Rev Latin Infect Pediatr 2022;
35(2):81-5. doi: 10.35366/106659.

18. Mazarin N, Rosenthal J, Devenge J. Dengue materno-feetale
au cours de 1’épidémie de 2009-2010 en Guadeloupe : a pro-
pos de 4 cas. Arch Pediatr 2014; 21(7):745-9. doi: 10.1016/j.
arcped.2014.04.009.

19. Tan P, Rajasingam G, Devi S, Omar S. Dengue infection
in pregnancy: prevalence, vertical transmission, and pregnancy
outcome. Obstet Gynecol 2008; 111(5):1111-7. doi: 10.1097/
AOG.0b013e31816a49fc.

20. Desgraupes S, Hubert M, Gessain A, Ceccaldi P, Vidy A.
Mother-to-child transmission of arboviruses during breastfee-
ding: from epidemiology to cellular mechanisms. Viruses 2021;
13(7):1312. doi: 10.3390/v13071312.

21. Francese R, Peila C, Donalisio M, Lamberti C, Cirrincio-

ne S, Colombi N, et al. Viruses and human milk: transmission
or protection? Adv Nutr 2023; 14(6):1389-415. doi: 10.1016/j.
advnut.2023.08.007

22. Caceres B, Castellanos J, Rodriguez M. Amplificacion de la
infeccion dependiente de anticuerpos en la inmunopatogénesis
del dengue grave, implicaciones para el desarrollo y uso de las
vacunas. Acta Biol Colomb 2019; 24(3):439-51. doi: 10.15446/
abc.v24n3.79410.

23. Organizacion Panamericana de la Salud. Dengue: guias para
la atencion de enfermos en la region de las Américas. 2 ed. Was-
hington, DC: OPS, 2016. Disponible en: https://iris.paho.org/
bitstream/handle/10665.2/28232/9789275318904 esp.pdf?se-
quence=1&isAllowed=y. [Consulta: 30 noviembre 2024].

24. Berberian G, Farifia D, Rosanova M, Hidalgo S, Enria D,
Mitchenko A, et al. Dengue perinatal. Arch Argent Pediatr
2011; 109(3):232-6. Disponible en: https://www.scielo.org.ar/
scielo.php?pid=S0325-00752011000300008&script=sci_art-
text. [Consulta: 30 noviembre 2024].

25. Dendi A, Millan C, Blengio A, Lorenzo M, Sobrero H, Mo-
raes M. Arbovirus en Uruguay, un problema potencial. Revision
desde una optica perinatal. Rev Méd Urug 2021; 37(1):e402.
doi: 10.29193/rmu.37.1.8.

26. Yadav B, Gupta N, Gadepalli R, Nag V. Neonatal dengue: an
under-diagnosed entity. BMJ Case Rep 2021; 14(8):e241727.
doi: 10.1136/bcr-2021-241727.

27. Fisher R, Lustig Y, Sklan E, Schwartz E. The role of NS1
protein in the diagnosis of flavivirus infections. Viruses 2023;
15(2):572. doi: 10.3390/v15020572.

28. Quipildor M, Rapetti G, Silveti M, Moreno J, Aguilera
M, Falco A. Dengue de transmision vertical: reporte de casos.
En: XXIII Congreso SADI 2023. Disponible en: https://infec-
tologia.info/abstracts/dengue-de-transmision-vertical-repor-
te-de-casos/. [Consulta: 30 noviembre 2024].

29. Giachetto G, Piriz C. Fiebre sin foco en menores de 3 meses.
En: Assandri E, Casuriaga A, Le Pera V, Notejane M, Vazquez
M, Zunino C, coords. Atencion Pediatrica; normas nacionales
de diagnostico, tratamiento y prevencion. 9 ed. Montevideo:
Oficina del Libro-FEFMUR, 2020:329-2.

30. Centro Hospitalario Pereira Rossell. Hospital Pediatrico.
Plan de contingencia de enfermedades transmitidas por ae-
des aegypti (ETAa). Montevideo: CHPR, 2017. Disponible
en:  https://redemc.net/campus/wp-content/uploads/2016/10/
Plan-de-contingencia-CHPR.pdf. [Consulta: 5 febrero 2024].
31. Srisawat N, Gubler D, Pangestu T, Limothai U, Thisyakorn
U, Ismail Z, et al. Proceedings of the 6th Asia Dengue Summit,
June 2023. PLoS Negl Trop Dis 2024; 18(3):¢0012060. doi:
10.1371/journal.pntd.0012060.

32. Espafia. Ministerio de Sanidad. Plan Nacional de Preven-
cion, Vigilancia y Control de las Enfermedades Transmitidas
por Vectores. Parte I: enfermedades transmitidas por Aedes:
dengue, chikungunya, zika y fiebre amarilla. Actuaciones ante
la introduccion de Ae aegypti y Ae Japonicus. Madrid: Ministe-
rio de Sanidad, 2023. Disponible en: https://www.sanidad.gob.
es/areas/alertasEmergenciasSanitarias/preparacionRespuesta/
docs/PARTE_1.AEDES.pdf. [Consulta:30 noviembre 2024].
33. Luvira V, Thawornkuno C, Lawpoolsri S, Thippornchai N,
Duangdee C, Ngamprasertchai T, et al. Diagnostic performance
of dengue NS1 and antibodies by serum concentration techni-
que. Trop Med Infect Dis 2023; 8(2):117. doi: 10.3390/tropi-
calmed8020117

Correspondence: Dr. Helena Sobrero
Email: hsobrero@gmail.com

Archivos de Pediatria del Uruguay 2025; 96(2)



8 o Protocol. Neonatal management of dengue: clinical and preventive approach

Archivos de Pediatria del Uruguay 2025; 96(2)



