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Dengue Part |

This is first part of the series of five articles

Dengue is a mosquito-borne viral disease
that is rampant in all regions of the world.
The Dengue virus is transmitted from hu-
man to human by female mosquitoes main-
ly of the species Aedesaegypti and, to a
lesser extent, Ae. albopictus. It is a major
public health problem, associated with ex-
plosive urban and suburban epidemics in
tropical and subtropical countries.

It is estimated to affect 390 million people
worldwide with infection, out of whom 96
million people would manifest illness’. The
population at risk has been estimated to be
3.97 billion people at most; residing in 128
countries

Apparent illness due to Dengue virus
(DENV) infection has been described as
the tip of the iceberg (Figure 1). Around 50-
90% of all infected people are asymptomat-
ic and 10% are symptomatic®. Of the symp-
tomatic individuals those most severely
affected are found at the very tip of the ice-
berg. Of the 50-100 million dengue infec-
tions occurring every year, nearly 5 million
get Dengue Haemorrhagic fever (DHF) and
22,000people die of the complications
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Figure 1. Dengue, the infection and dis-
ease pyramid

Reference Kyle, JL., Harris, E., 2008. An-
nu. Rev. Microbiol. 62:72-92

History and global burden of Dengue

Historical descriptions of a Dengue-like
syndrome have first been documented in
China during the Chin dynasty (265-
420A.D.). The illness, termed water poison
by the Chinese was thought to be connect-
ed to flying aquatic insects®. The first major
epidemics of possible dengue were report-
ed in Asia, Africa and North America in
1779 and1780 (Jakarta, Indonesia, Cairo,
Egypt, Philadelphia, USA); showing a very
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wide geographic distribution. From 1780 -1940, the pat-
tern of Dengue was one of infrequent but large epidem-
ics with background endemicity; affecting mainly non-
immune travellers.

The Second World War (1939-1945), triggered the glob-
al Dengue pandemic through ecological disruption®.
Abundant breeding sites increased the mosquito density
and facilitated the enhanced transmission of mosquito-
borne illnesses. Co-circulation of multiple DENV sero-
types caused hyper-endemicity; which resulted in epi-
demics of DHF, mediated by non-neutralizing antibody
formation.

The first documented DHF epidemic occurred in Manila,
Philippines (1953/1954, 1956) and later in Bangkok,
Thailand (1958)°. By the mid-1970 it was a major cause
of hospitalization and death of children in the WHO
South-East Asia Region (SEAR). Epidemic DHF is now
prevalent in Asia (India, Sri Lanka, Maldives, Pakistan
and China), the South and Central Pacific islands (Tahiti,
Cook Islands, Niue, Palau, etc.) and the Americas;
showing territorial expansion.

Thus, dengue now exists in most parts of the world.
Globally Dengue affects several WHO regions: Africa,
the Americas, the Eastern Mediterranean, South-East
Asia (SEA )and the Western Pacific. The worst affected
are the Americas, SEA and the Western Pacific regions.
Due to climate change and global warming, Europe is
also under threat of a Dengue outbreak with reported
local transmissions in France and Croatia (2010).

Asia bears 70% of the global burden of disease’, with1.3
a billion at-risk individuals living in ten dengue-endemic
countries in SEAR. Dengue is a major public health
problem in Bangladesh, India, Maldives, Myanmar, Sri
Lanka, Thailand and Timor-Leste; being a major cause
of hospitalization and deaths among the paediatric age
group. Hyper-endemicity of the dengue virus and co-
circulation of all 4 serotypes co-exist in urban and semi-
urban areas and is slowly spreading to the rural areas
too

Dengue in Sri Lanka

Sri Lanka has records of diseases similar to dengue
originating from the early 20" century. The first serologi-
cally confirmed case occurred in 1962. Between 1965
and 1968, Srilanka experienced an island-wide epidemic
of dengue with 51 cases of DHF and 15 deaths®. From
1969-1988, dengue was circulated in urban Sri Lanka
with occasional DHF cases. The endemicity of DF was
confirmed in 1989. The initial DHF cases were centred
around Colombo, with subsequent outbreaks of DF and
DHF in Kurunegala, Kandy and Batticaloa provinces
(1996). Since then Sri Lanka has experienced a signifi-
cant increase in the incidence and severity of Dengue
with patients reported from all districts of the country

In Sri Lanka, dengue exhibits annual cyclical changes
timed in agreement with but peaking after, the monsoon-
al rain pattern'’. However, due to water storage practic-
es, disease outbreaks are even seen in the drought peri-
od. The local dengue incidence level has risen gradually
from 10/100,000 population up to 1999, 33/100,000 up
to 2003, 48/100,000 from 2004-2008, 170/100,000 from
2009-2013 to 211/100,000 in the 2014-2016 period. The
epidemic year, 2017, reported 186,101 dengue patients
(867 cases per 100,000 population) and 440 deaths
(Case Fatality Rate: 0.24%)%.
achieved despite high morbidity, through routine and

Low Mortality was

special preventive activities and extraordinary measures
by the Ministry of Health; including enhanced clinical
management, vector control activities, inter-sectoral col-
laboration and communication for community empower-
ment.

Compiled by:

Dr Thilanka Bandara (MBBS, MSc. Community Medi-
cine)

Medical Officer

Epidemiology Unit
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Table 2: Vaccine-Preventable Diseases & AFP 23rd-29th Oct 2021 (44t Week)
W s N E o U s
AFP* 00 00 00 00 00 00 00 00 00 29.6 %
-Illllllll-----
Mumps - 59.8 %
-IIIIIIIII-----
Rubella 0%
-Illllllll-----
Tetanus -40 %
-Illllllll-----
cophalits 87 %
-Illllllll-----
Tuberculosis 4307 5476 -21.3%

Key to Table 1 & 2

Provinces: W: Western, C: Central, S: Southern, N: North, E: East, NC: North Central, NW: North Westem, U: Uva, Sab: Sabaragamuwa.

RDHS Divisions: CB: Colombo, GM: Gampaha, KL: Kalutara, KD: Kandy, ML: Matale, NE: Nuwara Eliya, GL: Galle, HB: Hambantota, MT: Matara, JF: Jaffna,
KN: Killinochchi, MN: Mannar, VA: Vavuniya, MU: Mullaitivu, BT: Batticaloa, AM: Ampara, TR: Trincomalee, KM: Kalmunai, KR: Kurunegala, PU: Puttalam,
AP: Anuradhapura, PO: Polonnaruwa, BD: Badulla, MO: Moneragala, RP: Ratnapura, KG: Kegalle.

Data Sources:

Weekly Return of Communicable Diseases: Diphtheria, Measles, Tetanus, Neonatal Tetanus, Whooping Cough, Chickenpox, Meningitis, Mumps., Rubella, CRS,

Special Surveillance: AFP* (Acute Flaccid Paralysis ), Japanese Encephalitis

CRS** =Congenital Rubella Syndrome

NA = Not Available

Covid-19 Prevention & Control

For everyone's health & safety, maintain physical distance, often wash

hands, wear a face mask and stay home.

Comments and contributions for publication in the WER Sri Lanka are welcome. However, the editor reserves the right to accept or reject
items for publication. All correspondence should be mailed to The Editor, WER Sri Lanka, Epidemiological Unit, P.O. Box 1567, Colombo or
sent by E-mail to chepid@sltnet.lk. Prior approval should be obtained from the Epidemiology Unit before pub-
lishing data in this publication
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