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Introduction

Dengue is a mosquito-borne viral disease that i:as spread . 2nidly in all regions in recent
years. Vectors of the dengue virus are female mosqguito¢ . mainly cf the species Aedes aegypti
and, to a lesser extent, Aedes albopictus. This mosauit. «'so transmits chikungunya, yellow
fever and zika infection. Dengue is widespread (n thc t opical and sub-tropical areas of the
world, with local variations in risk largely denenc €.+ ori rainfall, temperature, and spontane-
ous rapid urbanization.

Severe dengue was first recognized 'n tric 19.)s during dengue epidemics in the Philip-
pines and Thailand. Currently, severe de. aue ¢ fects most Asian and Latin American coun-
tries and is one of the leading caus s 01 h0s. tatization and death among children in these re-
gions. Dengue usually occurs as2p. femic in S.¢ Lanka following monsoon seasons.

The causative agent of £ =i aue 1ce. is a single-stranded RNA virus of the Flaviviridae
family; there are 4 different hut clo.=ly related serotypes of the virus that cause dengue (DEN-1,
DEN-2, DEN-3 and DEN-4 . .After recovering from an infection caused by one of these sero-
types, there is lifelona imiaunity to that particular serotype. However, cross-immunity to oth-
er serotypes after i2co ‘2rv 1. only partial and temporary. Subsequent cases of infection (sec-
ondary infectia; with ott 2r serotypes increase the risk of severe dengue. Dengue is transmit-
ted by the bit  of ari Aeues mosquito infected with any one of the four dengue viruses. Symp-
toms app:.r 3-'4 d- ys after the infective bite. Dengue fever is an acute flu-like febrile illness
that afi cts 11.7ants, young children and adults. It can cause disease in two forms:

a) Langue Fever (DF) — marked by an onset of sudden high fever, severe headache,
pi'n hinind (he eyes, and pain in muscles and joints. Some may also have a rash.

‘b) " engue Hemorrhagic Fever (DHF) — is a more severe form, seen only in a small pro-
portion of those infected. Typically DHF is characterized by high continuous fever for less than 7 days;
bleeding from various parts of the body (including nose, mouth and gums or skin bruising); severe
continuous abdominal pain mainly due to enlarged liver, and shock in severe cases. This can lead
to death. DHF is more serious in children. According to data from epidemiology unit of Sri
Lanka; most affected districts were Kandy, Colombo, Gampaha and Kaluthara. These districts
which have been susceptible in the past have recorded a high rate of infection and deaths.

Patients become infected once bitten by mosquitos. The virus passes to lymph nodes and
replicates which is followed by spread to the circulation and other tissues. It is thought that in-
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fection with a secondary serotype is what leads to severe hemorrhagic disease. Disease varies
in severity. Incubation period is 2—7 days. All hemorrhagic fever syndromes begin with ab-
rupt onset of fever (39,541 °C) and myalgia. Fever is often biphasic with two peaks. Fever is
associated with frontal or retro-orbital headache lasting 1-7 days, accompanied by general-
ized macular, blanching rash. Initial rash usually fades after 1-2 days. Symptoms regress for a
day or two then rashes reappear in maculopapular, morbilliform pattern, sparing palms and
soles of feet. Fever recurs but not as high. There may be desquamation. DF cases experience
severe bony and myalgic pain in legs; joints and lower back which may last for weeks (“ance
break bone fever). Nausea, vomiting, cutaneous hyper aesthesia, taste disturbance and anc e -
ia are common. Abdominal pain may occur and if severe suggests DHF pattern. The sign. o1
dengue fever/ dengue hemorrhagic fever are — high fever, rash, hypotension a2 varrc v
pulse pressure, poor capillary refill. There may be hepatomegaly and lymy «adenop.thy. .
tourniquet placed on an arm may induce petechiae in early DHF cases. DHF su ferers ex.ibit
a bleeding tendency as evidenced by petechiae, purpura, epistaxis, gum ble ding, 51 hemor-
rhage and menorrhagia. There may be pleural effusion, ascites and pericardiv's (e 1 plasma
leakage. Petechiae are best visualized in the axillae. Flushing of head ari! .22, Tender mus-
cles on palpation. Periorbital oedema and proteinuria may be preser .. iv'acu.npathy and retinal
hemorrhages may also occur. DSS pattern cases progress t'.ough DHF « ntii profound shock
due to severe hypotension is present. Symptoms range from ¢ mild fe.2r 70 incapacitating high
fever, with severe headache, pain behind the eyes, mu:scle and jcint pain, and rash. DHF is a po-
tentially lethal complication, affecting mainly chi'd zn.There arc no specific antiviral medi-
cines for dengue. It is important to maintain hydration. U s of acetylsalicylic acid (e.g. aspirin)
and non steroidal anti-inflammatory drugs (e.g. Ikuprcfei) Is not recommended. The public is
advised to seek medical attention at the nearest ho vtal s. :ce early clinical diagnosis and care-
ful clinical management by experienced physic.:ns anc nurses increase survival of patients.

Exclusion from childcare, preschool’ scipol '« work is usually not necessary but people
experiencing fever from dengue infectior. shoul: not be in an environment where they may be
bitten by mosquitoes. If this is not < uscthle ¢, should stay at home until they have no fever
and are therefore no longer infectic s (ust ally o to 5 days).

There is no vaccine to . 2venu “tr.an infection by this virus and it is still being re-
searched.

There is a bacterim ' a''ad Bacillus thuringiensis which contains spores that produce
toxins that specificallv tcra t aid only affect mosquito larvae and there have been national
level researches w' ich are Lo ng carried out to use this bacteria Bacillus thuringiensis in order
to destroy mosaito larvar [2].

Personal orotectioi. and the environmental management of mosquitoes are important in
preventing .illiass. ~.nti-mosquito public health measures such as reducing breeding sites
(flower oots, fish anks, tires, coconut shells, tins, water collecting plants, gutters which can
collact woter) and good sewage management. Insecticides to destroy the larvae. Mosquito nets
cé 1 be usea uring day time as the Aedes mosquitoes are day-biting. Use mosquito repellents.

Prev.nt access of mosquitoes to an infected person with a fever.

Frotect yourself from mosquito bites at all times especially in areas where dengue is spread.

The aim

To give a territorial-temporal characterization of the incidence of dengue fever in Sri Lanka
and evaluate the effectiveness of the organization of treatment and preventive measures.

Material and research methods

We analyzed literature and statistical data on dengue fever cases in Sri Lanka. Through
the analysis we were able to brief the management and preventive measures that are applied in
Sri Lanka.
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Research results and discussion

The population of Sri Lanka is 20.97 million (2015) people. Some 1.84 million are mi-
grant workers. The number of Dengue Fever affected individuals in 2015 was 29777. In 2016
it was 55154. Statistics for the first 5 months of 2017 show affected individuals as 56,887.
And the total number of dengue affected individuals rose to more than 186000. Following the
above mentioned statistics, the simple mathematical calculation gives an alarming figure of the
percentage of dengue affected individuals to date. It is approximately 1 % of the entire popu!a-
tion for the period of three years, 2015-2017. In 2018, dengue fever in Sri Lanka infected more
than 51000 people; 50 people died. The number of people infected with dengue fever i1 Jxi
Lanka since the beginning of the 2019 year has exceeded 58000 people; more thar. 70 petole
have died, citing data from the country's Epidemiological Department [1], (Picture 1).
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Picture 1 — Reported dengue ¢ 2se  pe. year since 2010-2019

It is noted that up to this date, almos 5866 ' thousand cases of the disease were recorded,
most of all-in the Metropolitan dis*.iccof Ca'Cinbo (about 11.8 thousand infected). In addi-
tion, experts stressed that there are ‘ive di tricw. in the country where there is an increased risk
of contracting the fever virus: 1e Mtror slitan district of Colombo, the districts of Gampaha
and Kalutara in the Western prc ince, the district of Galle-in the South, and the district of
Ratnapura in the South east " the is.and.

Dengue fever is mo.:.c.mi.on in children and middle — aged and elderly people, but up
to half of the death’, oc zur 1. adults aged 20 to 40 years. Local Government Institutions play a
major role in the Dengue ‘revention Scheme. There is a severe outcry by the people about the
total collapse Hf the Sta*C s mechanism on Dengue Fever Prevention. Refer picture 2.
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Picture 2 — Dengue epidemic distribution amongst different age groups of Sri Lanka
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Conclusions

The outbreak situation in 2017 warranted extensive and regular removal of possible mos-
quito breeding sites from the environment, along with strengthened patient education on man-
agement of fever which resulted in a relatively low mortality. It is very important to seek
medical attention in the event of fever and to do relevant laboratory investigations at least by
day three of the illness and the citizens have been informed regarding this fact. According to
the reveals of laboratory investigations there have been a prototype findings such as FBC.—
low platelets and high packed cell volume if haemoconcentrated. Usually white cell court wili
fall. Infection may be confirmed by isolation of virus in serum and detection of IgM anc 1¢S5
antibodies for Dengue by ELISA, monoclonal antibody or haemagglutination. Ma'ecular di-
agnostic methods such as reverse-transcriptase-PCR are increasingly being user’. C.ascM-rcy
may show pleural effusion.
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Introduction

HIV and AIDS remaii > one «f the many problems of the global public health. Today it
has claimed more than &2 i li.an human lives. In 2018 770,000 people died from HIV-related
causes worldwide. 279 ni''v on people lives with HIV infection in the world. 82 % of preg-
nant and breast feedin, v:omen are living with HIV [1]. As a result of concerted international
efforts to resp.nu 2 HIV/ coverage of services has been steadily increasing. In 2018, 62 % of
adults and 54 % of hildren living with HIV in low- and middle-income countries were re-
ceivino'.re.ong cnilcetroviral therapy (ART). At the end of 2018, an estimated 79 % of peo-
ple livirig with 41V knew their status. An estimated 23.3 million (or 62 % of all) people living
w i E 1V ware receiving ART and 53 % had achieved viral suppression with no risk of infect-
ing there. Between 2000 and 2018, new HIV infections fell by 37% and HIV-related deaths
ell by 45 %, with 13.6 million lives saved due to ART. This achievement was the result of
great efforts by national HIV programmes supported by civil society and international devel-
cpment partners. In 2018, for the first time, individuals from key population groups and their
sexual partners accounted for over half of all new HIV infections globally (an estimated 54 %)
in 2018. For eastern European, central Asian, Middle Eastern and north African regions, these
groups accounted for around 95 % of new HIV infections [1].

Medical workers can cause some stigmatization of the HIV infected patients. That’s why
medical students as future doctors should avoid causing stigma of these patients [2].
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