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The impact Dengue illness has on the hexlth care delivery system of Sti Lanka in recent
years has been very significant. A lirge number of Dengue patients are regulasly seen at
bothOut-Pn.ﬁmtDcmmuanwenuinthnwmninmbn:pmssi;nbewmw

This Tughlights the need for fraquent updates on the & dge anc p of clinical
mansgement of Dengue iliness. Therefore, the Ministry of Health has preparec this
Circular to be used in all health care institutions in the country.

This Circalar 18 i 5 parts as given below

Part- A ¢ Fist Contact Management in adults and children for Primary Care Doctors

|e.g OPD Medical Officers, General Practitioners, etc.|
Part-B : [In-ward patients care
Part~-C : Monitoring during hospital stay for adult and paediainic pattents
Part-D 1 Transferring a patient to another [nstitution

Purt-E : Institutional Dengue Death Review
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Part - A
First Contact Management in adults and children for Primary Care Doctors

Early detection of Dengue {llness (Dengue FererDF/ Dengue Heemorrbogic FeverDRF) ©

Early identification and management of Dengue lilness can minimze morbidity and
mortality. in the present hyper-endemic setting in Sn Lanka, Dengue iliness (DF /DHF)
should be considered in the differential diagnosis of patients presenting  with acute
omset of fever with hendache, retro.orbital pain, myalgia, srthraigis, rash [diffuse,

erythematous, macular), haemorrhagic manif (petechia P
tourniquet test), leukopenia [<5000/ mm?3), platelet count £150,000/mm3 and
rising haematocrit of 3-10%

The patients may present with atypical manifesiations like respiratory symptoms
such as cough, rhinitis or injected pharynx and gastro-intestinal symptoms such
ar constipation, colicky ahdominal pain. dinrrhoos or vamiting with or without the
classical clinical presentation described abowe

In any patient who presents with shock (particularly afebrile a1 presentation with
cold extremities and tachycardia with low volume pulse and hypotension| consider
Dengue Shock as a likely diagnosis

H o pafient with high fever is soen with flushed face/extremities |(Qiffuse blanching
erytema in adults) and & positive toumsquet st (even with normal platelet count} with
Jeukopenia [WBC <5000 /mm3) without any focus of infection, it Is very lkely that the
patient s having Dengue illness.

Ambulatory care:

First < should e aral fhuid intalee.

o I adults arcand 2500 m) for 24 hours (i€ the body wesght is less than S0kg give fiuids
as S0mi/kg for 24hours or 2ol /kg/hr s recommended during Febrile Phase (before
admission to hospetal).

* In chisdren calculation of maintenance fluid Is as follaws:

M [Maintenance) = 100mi kg for first 10 kg
+50 mi/ kg for next 10 kg
+20 Ml (KR for Ladusos weiglit

The fiusds should ist of oral rebydration fhaid, king coconut water, other fruit juices,
kanji or soup rather than plain waes. Exclude red and byoram drinks which could cause
fusion with b 3s or caffee ground vomitus.

1l the patient is vomiting, hast g diarrhees or dehydrated, wial fuid requirement will
depend oo the degree of dehpdration.

Following are also ded:

o Adequate physical rest (off school and work with fever)

*  Tepid sponging for fever

s Paracetamel naot exceeding 2 tablets six hourly |reduce dose for children as
10-18mg/ke/Gose. Do not exceed 50mg/kg/24hrs|, Warn the patient that
the fever may not fully ssttle with paracetamol snd advise nol 0 take
eROLER.
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y * Annexure VII

Info tion to be p d at the Institutional Dengue Death Review
L. Brief History and Clinicad course while in bospital with special re% 0 candition
an admisss Iking-in pati h d lly stable/in shock) and
iated co-morbedities and phicat
2. laboratery investigati P Lty the beginning and the end of critical phass
puted with the sequential changes in FBC
3. Manag of the peclally gving w0,
. The Fluid management issues including calculation of fluid quota and the
d af ary Wio and ocollalds during the cotirc critioal period i
relation to manitoring,
. Patient presenting in shock details of resuscitation and post resuscitation
management
4. Summary of maonitoring:
aj Clinical,

bl Vital signs - basic parameters |pulse, BP, PP} and indicators of peripheral
perfusion {skin colour, skin temperature, CRFT),

) Sertal HCT and,

dj DOP an the weight use for fluld calculation (mi/kg/hr)

5. Adjuvant therapy - A. B, C, § {A - Acidosis, B - Bleeding. C - Calcium and
other eloctrolytes, S - Sugar)

6. Assesament of organ involvement (e.g, Liver, Rena) Nunctions)

7. Serology / other confirmatary tests
& Post mortem findings if autopsy done

P Probabie conse of Dywiky
al Underiving primsary csuse (e Fluld Overfoad /Prolonged Shack ar both|
b Consequences of primary cause [¢.€: pulmonary cedema due 1o fluid averioad, muld
argan failire due to proloaged shock|
¢} Unusual dengue with single organ invoivement

10, Place of the patient in #4l order [ETU > HDU > ICU}

¥

11, Any additional information could be added depending on the Aty

Garguiy 0
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Annexure VI
Transfer Information Form on DF/DHF
A} Demograghic Information:
1. Name

2. Age
3. Sex
4. Area of ressdence

B) Brief clinical history
1} Duraticn of Fever and Date of Onset
2| Other associated

pain
. Presenting Complains - in & ial veder

5. Quantitative Assessment of Cvert Bleeding

D) Investigations done
1. FBC (Serial FBCs from prior to admission)
2. AST/ALT
3. CBS (Blood sugar)
4. Blood Group

Ej} Clinical Course

1. Computaton of date and time of entry into the Critical Fhase

2. Time scale into critical phase

3. Fluld quota calculated on ldeal/Actual Body Wet (which ever smaller|
F) Treatment Given

1. Total quantity of Fluid given foral and v}

2. Type and amount given

3, U stoitiex) i wbock = toul Bukds used fu cesuscilatiug el sospuuse WO Lealieat
G| Reason for transfer
H) Prior contact with transferring institutian
1) Typ= of fluid infusion during transfer

J) Accompanying person to next mestitutions
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¢ Antiemetics and H, recepeor blockers I necessary

* Necessarily avoid all BSAIDs in &ny form and steroids as they may induce severe
bleading.

*  Review datly with Full Blood Count (FBC|, First FBC should be done on the third
day of fever/illness and daily thereafter if the platelet count is >150, 000, mms.
FBC should be done twice daily if the platelet count 3= <150, 000/ mm?. However,
a FBC is recommended on the first day of fever/contact in pregnant patients and
ing with co-marbidities.

*  Advise paty P to return immediately for review if any of the fllowing
cocur on/beyond day three

Clinical deterioration with settling of fever

Inability to tolerate oral fluid

Severe abdominal pain

Cold and clasnmy extremitiss

Lethargy ar britability /restlessness

Bleeding tendency including inter-menstrual bleeding or

menorrnagia

»  Not passing urine for more than & hours

YyYVYVYX¥YVY

Differentiation of DHF from DF:

It is important to differentiate DHF from DF easly because it is the patients with DHF
who develop plasmi deakage and resultan: complications usually after the third dxy of
fever. DHF may become evident as the fever settles. Tachycardia without fever lar
disproportionate tachycardia with fever| and narrowimg of pulse pressure (eg difference
between systolic and diastolic narrows from $0mmHg to 20 mmMg) is an early
indication of leaking which wasrasts referral 1o the haspital. A progressively rising
haematocrit towards 20% suggests that the patient may have dthe leaking phase.

Clinical and haemo-dynamical stability with no fever for 48 hours indicates
recovery from Dengue illness.

Admission o o hospital:

'rh: ﬁm ccntack doctor ubould decide 1 admit a patient to a hospital bewed ot the
Ttis to admit the following patients:

» Platelet count below < mo.ooo,'m3

> With the following warning signs after day 3 of feverfillness:
Abdommal pain or derness

Persistent vomiting

Clinical signs of plasma leakoape: pleural eff

Mucosal bleeding

Lethargy, restlessness

Liver enlargement >2cm

Rising HCT with rapid decrease in platelet count in FBC

- e e
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mssisEion eves without above criteria are:
anveut mothers - adousséon on second day of Jever and close follow up with

daily FBC iy very important

*  Elderly patents/infants

»  Obese paticnts

e Patients with co-morkid conditions like diabetes, chronic renal failure,
lschemic heart db haemoglobinopathies such as thalassasmia and
other major medics) problems

o Patients with adverse social circumstances - g lving alone, living far from
health facility without relisble mesns of transport.

Referval to « hospital:
xmmmmmmm‘wm-wmmm
muww.rmmummummamm
dey 3 of linesw:

o Clinical deterioration - not tmproved when no fever /low grade fever

o Abdominal pain

o Persistent Vomiting

o Restless, shortness of breath, persistent crying in infants

+ Sweating. oold clammy skin

o  Behaviour change, drowsiness

s No passage of urine for 4 ~ 6 hour

ummwmdmkg.tmmmumma
Mummanmmmaxm/wwu-w
ummmmmwmmmmwmm

mmmmwunmmmummanqw
wake lemg Adequate information regarding the
mlmmmwmwm&mmmmmmm
and treatment given.

Part - B

In-ward Patient Care

wmmmmmwww Differentiation betwecr these
mbmmmmewmw&ummmmdm.

The hailmark of DHF is plasma Jeakege which is not seen in DF. Plasma leakage 15 the
nﬁmhﬁoﬂx,mmm“mmmdnm.

bmuwwmmupummwammmm
Mh«ﬁdwmmummmwﬁmmm»mm&m
mmnmdmmm«mum d by the pr of free
mn.wwmmmu»mauwmﬁmmd
hefore clinical evidence of free fuid becomes apparent.
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Mensgement of Dengue patients should be based on instructions gives in the
following documents:

I National Guidelines on Management of Dengue Fever and Dengue Heemorrhagic Fever
in Adults

2. National G 1 on Manag of Dengue Fever and Dengue Haemorrhagic Fever
in Children and Adolescents.

Heads of healthcare imstitutions in all areas of the country shou}d Lﬁkr immedate
measures to update the knowledge of relevant B af ! staff on b

of DHF and DF in consultation with the specialist clinicians serving in their
mstitutions/ region

Further information and tech can be obt d from the Epidemialogical
Unit, Colombo 10 (Tek: ouzsexm ’2695112 E-mait chepidiaisnetlic, URL:
e =pid,gov. k).

Please bring the of this to the notice of all officers concerned in
your hwhulbhum[h-ﬁmhnl Unit/ Ward. Also, provide a copy of this
individual consultant in  youwr administrative

maguu/mm X

11. All other Technical DDGs & Directors
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ierefore. the mainetay of n-ward caoe is

« Early detection of plasma lealage (onset of critical phase)

+ Judicious fluid management according to monitoring parsmeters to prevent
shock and fluid overload

mmmmtuumucmumwmuwna
Dengue Fever and Dengue Haemorrbagic Fever isswed in 2010 (and any subsegquent
revisions/updates| by the Ministry of Health for both Paediatric and Adult patients.

Part - C
. ing patd during hospital stay

1n the erly diagnosis and agement of DF/DHF it is impurtant to meaitor patients on
clindcal status, vital signs, serial haematocrits and urine output. This will help early
detection of DHF and to assess adequacy of fuid therapy.

Freg v of ing of dengue patients has been determmed based on the phase of
she iliness and the tate of leaking. Monitaring of dengue patients should be the collective
responaibility of the medical team, hesh doctors and rursing officers, The Weating
elinician should ensure that the fallowing monitoring charts are adopted and the patient
care is cartied out as per the abore monitoring PATAmMEters.

It is imp t to a pulse p ol’ao-nluunmudnnhempuol
0.5 -1.0 ml/kg/hr throughout the m&ouﬂmotmmmmdm
type of fluid administered.

Adult Petient Monitoriag:

Annexare 1 - Observation Chart for Management of Dengue @ Adult Parients without
evid of Flusd Leakage [monitor 3 hourly)

Annexure 1l- Observation Chart for Management of Dengue in Adult patents with Fhuid
Leakage (monitor hourly and if in shock. resuscitate and monitor more
frequently until the patient is stable)

Pacdiatric Patient Monitoring:
A v 11T - Far M, of Dengue Patients - Febrile Phase {monitor 3 housty)
A 1V - Far Manag of DHF Patents during critical phase {monitor neurly|

Anpexure V - to be used during the Peak aof ieakage and during shock |eaoaitor
every 15 minutes until stahle)

Past-D
Transferring .Mhmﬁhﬁlgﬂh‘uﬂoﬂ

All efforts should be made to manage DHF pati in & Base Hospital or above under the
i of & ! Ho .fncumuinsmnepeﬁph«uhoopm\lsmaymtbc
Jeg) to a compbcuted DHF patient (n protonged funcarrectad shock with or
ithout organ mvel Hence, such patients should to be managed in o High
DPependency Unit (HDUJ or intensive Care Unit.

If the patient hag signs of shock (e.g Tachycardia, pulse pressure Jesy than or equal 10
2emmHg. and co¥d extremities, etc. narmal satine balus of 10ml/kg/hr (adults - S00ml) o
is rec ded befare Jer. Check capiliary bloed sugar [CBS) for nypoglycaemia

A0 ot dadad DEgEes S8 b atspd 10 3, e Cplp unpeal Ssrgey 10
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Mmmnmuﬂuwomm‘&mnchumawudkmwom
3 Wamuomgw\mmmmmmymrmmmmwmu

receming e patient

The transfer form should inclode the following 3

mfarmation:
Pleass refer Annexure V1 for Transfer Information Form on DF /DHF. This should ictude
Information on the fallowing

Demographic Information

Brief Clinical History

Exarnination Sndings
Investigations done

Clincal Course

Treatment Given

Type of fluid infusion during transfer
Reason for transfer

Part - B
Tha Institutional Dengue Doath Review

mmmmmmnummwumam
munp—-lmoﬂmm“-mmmq

nummwmdmmameinmumhmmAuehnnddmgmdeam
review within one month fom the scctrrence of all such deaths

m.wnh-muMMJNwmuwwm
sm«mwmmmmwwmm These details should
be present=d at the Institutional Death Reviow. Technical support for this review
could be obtained fram the National Commities of the central Epidemiology Unit
Serict confidentiality should be maintained with regard to this review,

mwdmwmwmmmunm

1. Head of the Institution or reprosentative

2. Relevant clinicians (Prediatricians /Phynicians, etc.)
3 wwmmm/m

4. Relevant House Officers

5. Judicisl Medizal Offices L8804

6. Microbialogist/Histopathologint /Hasmatnlogin

7. Hospital Matron

B Ward sister in-charge

9. Infection Control Nursing Officer

Ammmumwmowdmmmﬁmorby-mmum
mmmmmwuwm.

wumdmwmmuwm
Mummmmmmmwammummnmmum-
mdmm_mmnmmwmmam
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