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Introduction

Dengue is a rapidly spreading mosquito‑borne viral disease in the 
world. Though it was most prevalent in tropical and sub‑tropical 
countries but in recent years the incidence of  dengue worldwide 
has increased dramatically with increasing geographical expansion 
to new countries and from urban to rural settings which might 
be due to combination of  urbanisation, population growth, 
increased international travel and trade and global warming. 
Currently, it is an endemic in more than 100 countries.[1‑3] As per 

the World Health Organization (WHO) estimates, about 2/5th of  
world population is at risk of  this viral disease and globally, the 
estimated number of  disability‑adjusted life years (DALYs) per 
million population per year lost due to dengue is 264. It infects 
50 to 100 million people worldwide per year leading to 0.5 million 
hospitalisations and 20 thousand deaths annually.[2‑5]

The epidemiology of  dengue fever in India has substantially 
changed over almost past 60  years in terms of  severity and 
prevalent strains.[6] It is not uniformly distributed throughout the 
year and has a seasonal pattern i.e. the cases peak after monsoon.[5]

Odisha is a state in eastern part of  India and reported the first 
dengue outbreak in 2010 followed by extensive outbreaks in 2011 
and 2013.[7,8] The mosquito‑borne disease is spreading to different 
districts of  the state between the months of  July to December.[9]
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This hospital‑based study aims to find the prevalence of  admitted 
dengue cases, the socio‑demographic divide of  dengue fever and 
the factors influencing in seeking care in a teaching hospital.

Materials and Methods

Maharaja Krusha Chandra Gajapati  (MKCG) Medical College 
and Hospital is one of  the apex institutes in Odisha situated 
in Berhampur catering to the health needs of  southern and its 
adjoining districts of  Odisha and some regions of  Andhra Pradesh. 
A hospital based cross‑sectional study was carried out in the 
dengue ward of  medicine and paediatrics in between January 2017 
to October 2018. All admitted dengue cases were included as the 
study population after taking their informed consent.

Inclusion criteria consisted of  a case compatible with clinical 
description  (clinical criteria) and serologically, non‑ELISA based 
NS1 antigen/IgM positive cases or ELISA‑ NS1 antigen and 
IgM (single serum) positive cases as mentioned in the National 
Guidelines for Clinical Management of  Dengue Fever, 2014.[2] The 
blood samples were tested by ELISA methods in the Microbiology 
Department of  MKCG Medical College and Hospital or by 
rapid immune‑chromatographic test  (ICT) or Dengue Day 1 
kit (manufactured by J. Mitra and Co. Pvt. Ltd) in a private laboratory.

Patients with incomplete data were excluded. A  predesigned, 
pretested and validated questionnaire was used for data extraction.

Statistical analysis
Descriptive statistics were applied and reported proportion was 
with 95% CI wherever applicable using SPSS Version 21.0.0.

Ethical approval
The study was conducted after obtaining due approval from the 
Institute Ethics Committee, MKCG Medical College and Hospital 
and written informed consent was taken from all study participants.

Results

A total of  216 dengue cases were taken as study population. 
The prevalence of  admitted Dengue patients in the in‑patient 
department of  medicine and paediatrics ward of  MKCG Medical 
College and Hospital was found to be 4.32% (3.79‑4.92%).

The age‑distribution of  the study population is described in 
Table 1. Majority of  the patients (91.7%) were ≥15 years old 
and 81.9% were male. Highest number of  patients  (23.6%) 
belonged to 26‑30 years age‑group. Only 7.4% of  dengue cases 
were more than 50 years of  age. Mostly paediatric cases were 
between 6‑10 years old which constitute 6.4% of  total cases.

As depicted in Table 2, majority (94.4%) of  the patients were 
Hindu by religion. More than half  (68.5%) of  the cases were from 
rural areas and belonged to low socio‑economic status (53.2%). 
Around 30% of  cases had secondary education and very few 

were illiterate (5.5%). The socio‑economic status of  the head of  
the family was assessed using the WHO scale because the study 
cases were a blend of  both urban and rural population.

District‑wise distribution of  dengue cases [Figure 1] showed that 
73.1% of  the patients were from the district of  Ganjam followed 
by adjoining districts. The seasonal trend of  dengue as depicted in 
Figure 2 clearly showed that cases were reported mostly between 
June to December in monsoon and post monsoon periods.

Out of  216 dengue cases, more dengue cases  (65.7%) came 
directly to the hospital than referred from other health 
facilities (34.2%). No significant association was found between 
residence and type of  admission [Table 3].

Figure 3 depicts that 34.2% of  the cases had undergone treatment 
before being admitted to the tertiary care hospital, majority being 
referred from other govt. hospitals (43.0%). The referred cases 
had received medications to alleviate symptoms. Few of  them 
had received IV‑fluid, anti‑malaria drugs, antibiotic and pain 
killers as treatment.

Table 1: Age and sex distribution of dengue cases (n=216)
Age Group (years) Male (%) Female (%) Total (%)
1‑5 1 (0.4) 1 (0.4) 2 (0.9)
6‑10 10 (4.6) 4 (1.8) 14 (6.4)
11‑15 2 (0.9) 0 (0.0) 2 (0.9)
16‑20 30 (13.8) 1 (0.4) 31 (14.3)
21‑25 24 (11.1) 8 (3.7) 32 (14.8)
26‑30 41 (18.9) 10 (4.6) 51 (23.6)
31‑35 34 (15.7) 4 (1.8) 38 (17.5)
36‑40 10 (4.6) 1 (0.4) 11 (5.0)
41‑45 5 (2.3) 2 (0.9) 7 (3.2)
46‑50 8 (3.7) 4 (1.8) 12 (5.5)
>50 12 (5.5) 4 (1.8) 16 (7.4)

Table 2: Socio‑demographic characteristics of dengue 
cases (n=216)

Characteristics n (%)
Religion

Hindu 204 (94.4)
Muslim 5 (2.3)
Christians 7 (3.2)

Residence
Urban 68 (31.4)
Rural 148 (68.5)

Education
Illiterate 12 (5.5)
Primary 61 (28.2)
Secondary 66 (30.5)
Higher secondary 34 (15.7)
Graduate and above 39 (18.0)

Socio‑economic status
Upper 30 (13.8)
Middle 71 (32.8)
Lower 115 (53.2)
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About 74% of  patients were admitted within four days of  onset 
of  symptoms. Very few (7.4%) were admitted after 7 days as 
shown in Table 4.

As shown in Figure 4, 62.9% of  the families both in urban and 
rural areas used coils followed by liquid vaporiser (23.6%) and 
bed nets (20.3%). But liquid vaporisers and bed nets were used 
mostly by urban dwellers. As stated by the respondents, all these 
measures were mostly adopted at nights.

Discussion

This hospital‑based cross‑sectional study was conducted among 
216 dengue patients consisting of  177 males, 39 females and 18 
children in a tertiary care hospital.

Socio‑demographic characteristics of dengue cases
This study highlights young age group’s  (26‑35  years) 
vulnerability in acquiring dengue infection and the male: female 
ratio was found to be 4.5:1. The Aedes mosquito lives and 
breeds indoors, has a limited flight range, and feeds almost 
exclusively on humans.[2,5] Exposure of  males and younger 
age groups to Aedes mosquito bites at work/study place and 
covered clothing practices of  women and children might be the 
reason of  their protection. Importance of  males in the society 
which influences their health seeking behaviour might have 
added to it as reported by similar findings by Kauser et al., and 
Kumar et al.,[10,11] However vulnerability of  children and females 
cannot be ruled out as observed in studies by Gunasekaran et al., 
in Chennai and Sarkar et al., in West Bengal, indicating persons 
who spend more time at home during daytime (mothers and 

Table 3: Type of admission to different wards of the hospital
Type of  
admission

Medicine ward Paediatrics ward Total dengue 
cases (n=216)Urban (n=62) Rural (n=136) Total (n=198) Urban (n=06) Rural (n=12) Total (n=18)

Direct 41 (66.1) 89 (65.4) 130 (65.6) 04 (66.6) 08 (66.6) 12 (66.6) 142 (65.7)
Referred 21 (33.8) 47 (34.5) 68 (34.3) 02 (33.3) 04 (33.3) 06 (33.3) 74 (34.2)

Figure 1: District‑wise Distribution of cases (n = 216) Figure 2: Seasonal trend of dengue 2017 - 2018

Figure 3: Source / Site of Pre-referral Treatment (n=74) Figure 4: Personal protection measures adopted at home (n=216)
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children) are also likely to be infected than those who leave 
home for work.[12,13]

Dengue has traditionally been held to be a disease of  high 
population density tropical urban areas as found in various 
studies.[14,15] However it is rapidly spreading to rural areas as also 
found in this study. The cut bamboo stumps, tree holes, plant leaf  
axils, discarded coconut shells and glass bottles are the natural 
habitats that store rain water facilitating breeding of  potential 
dengue vectors in and around the rural dwellings.[16] Proximity to 
animal sheds, improvement in water supply but poorly managed 
water storage and drainage system due to lack of  awareness in 
rural areas might also be the cause behind the rural spread of  
this disease. This has also been suggested by some review articles 
by Guha et al., that role of  socio‑economic and cultural factors 
indicating towards certain traditional and behavioural practices 
along with individual susceptibility that lead to occurrence of  
dengue.[17,18] Increasing reports of  dengue cases from rural areas 
has been documented over the years.[19‑21] Nevertheless, during 
an outbreak of  dengue in Tamil Nadu (2005), evidence for the 
circulation of  more than one serotype of  DENV in both rural 
and urban areas were found by Paramasivan et al.[22]

Seasonal trend of dengue outbreaks
Month‑wise distribution of  dengue cases in the current study 
clearly shows the seasonal trend of  this disease as stagnant 
water after rainfall favouring the breeding of  mosquitoes, 
favourable temperature and relative humidity affecting their life 
span are responsible for increase in incidence of  dengue during 
post‑monsoon period as has also been previously reported.[23‑26]

Importance of  early reporting during dengue 
outbreaks
No significant association was found between residence and 
type of  admission  (direct or referred) as better cost‑effective 
health services, good diagnostic facilities in a tertiary care centre 
as well as lack of  adequate health centres, proper infrastructure 
and shortage of  doctors in rural areas might be the reasons for 
patients coming directly to this hospital.

Critical phase in dengue occurs after 3‑4 days of  onset of  fever 
marked by warning signs which is important for early diagnosis 
and treatment to prevent complications and death in dengue. 
In the current study early reporting (≤4 days) to hospital was 
more among urban patients which was more pronounced among 
paediatric age groups (P < 0.05). The delay among rural patients 
could be due to cultural factors, lack of  awareness or distance 

from the tertiary care centre. Wu H et al., suggested that large 
proportion of  inapparent infections in dengue plays an important 
role in transmitting the disease during epidemics. Hence timely 
diagnosis and case reporting along with early, continuous and 
high efficacy vector control interventions are necessary to limit 
the development of  a dengue epidemic.[27]

Importance of  travel in the spread of  dengue 
infection
Though in this study it was also observed that most of  the cases 
were from the same district and very few were from nearby 
districts but travel to endemic areas of  malaria and dengue 
should be considered while dealing with any undifferentiated 
viral fever cases during peri‑monsoon period.[1‑3] Swain S et al., 
in a case control study suggested that along with social and 
ecological factors, travel/commuting are also essential factors to 
be considered during disease prevention planning.[28]

Role of vector control and mosquito protection 
measure in curbing dengue infection in the society
Krishnamoorthy Y et  al., in a household survey on public 
awareness and attitudes toward dengue infection stressed on 
motivation, especially of  the rural population needs to be done 
at frequent intervals in bringing about the behavioural change for 
usage of  personal prophylactic measures for mosquito control.[29] 
All the mosquito protection measures as observed in the current 
study were adopted at nights which cannot stop the spread of  
dengue infection. Bed nets as such has less protective role in 
control of  dengue but it can give some protection to infants 
and those who take afternoon nap and who work at nights and 
sleep during daytime.

Though numerous steps has been taken by the Govt. of  India 
to create awareness on dengue like observation of  16th  May 
as National Dengue Day and July as Anti‑Dengue Month, 
establishment of  a National Health Portal, in six different 
languages, for dissemination of  authentic health‑related 
information, launching of  a mobile application, ‘India Fights 
Dengue,’ to carry out the behaviour change communication 
campaigns and mass clean‑up campaigns linked with the ‘Swachh 
Bharat Abhiyan’  (Clean India Mission).[30] Hence protective 
measures not only at homes but also in educational‑training 
institutes and offices should be instituted.

Limitation of the study
The study included only admitted dengue cases in a tertiary care 
hospital and therefore could have missed outdoor patients who 

Table 4: Time lag between appearance of symptoms and admission to different wards of the hospital
Time 
lag

Medicine ward Paediatrics ward Total dengue 
cases (n=216)Urban (n=62) Rural (n=136) Total (n=198) Urban (n=06) Rural (n=12) Total (n=18)

≤4 days 51 (82.2) 100 (73.5) 151 (76.2) 5 (83.3) 4 (33.3) 9 (50.0) 160 (74.0)
5‑7 days 8 (12.9) 25 (18.3) 33 (16.6) 1 (5.5) 6 (50.0) 7 (38.8) 40 (18.5)
>7 days 3 (4.8) 11 (8.0) 14 (7.0) 0 (0.0) 2 (16.6) 2 (11.1) 16 (7.4)
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presented just with un‑differentiated fever or milder form of  
dengue infection.

Relevance of this study with respect to primary care 
physician
Dengue is no more confined to high density urban areas of  
tropical and subtropical regions. Worldwide a paradigm shift has 
been observed in the epidemiology of  dengue outbreak due to 
urbanisation, population growth, international travel and global 
warming. It is a viral disease most commonly encountered in 
primary care setting in which early diagnosis and treatment is as 
important as preventive measures undertaken.

Hence, importance in the role of  primary care physicians, rural 
doctors or physicians posted in peripheral health institutions 
cannot be ignored to curb future outbreaks. As lack of  
competency in case management, especially at the primary and 
secondary healthcare levels, has already been identified by the 
Joint Monitoring Mission  (JMM) on vector‑borne diseases.[31] 
Mohammed Yusuf  A et  al., in his study found that the odds 
of  healthcare professionals who took dengue fever prevention 
training were 10.23 times higher than the odds for health‑care 
professionals who had not received the training on level of  
practice for dengue prevention.[32] Nguyen et  al., in a KAP 
survey focussed on greater role for primary care physicians in 
dengue control and not just in clinical management and mortality 
reduction. It identified missed opportunities to prevent dengue 
transmission around households by incorporation of  better 
communication strategies.[33]

Additionally, there is a bidirectional association between risk 
perception and behaviour in disease transmission with respect 
to vector borne diseases as shown by Aerts C et al.,[34] Also there 
is a necessity to have ELISA based tests in district hospitals 
and peripheral health centres along with Rapid Diagnostic 
Kits  (RDKs) for early detection, treatment and early referral 
of  high‑risk patients. Hence capacity building of  rural doctors 
as per recent national guidelines for immediate diagnosis and 
appropriate management is required along with activities in 
creating awareness among all section of  people to promote 
control measures and early reporting of  all fever cases to nearby 
health centres.

Conclusion

This study clearly points towards a shift in the epidemiology of  
dengue infection among admitted dengue cases in a teaching 
hospital in eastern India. The rural spread of  the disease 
highlights the natural habitats and poor water management 
facilitating the breeding of  mosquitoes. Though disease 
distribution showed adult and male preponderance, vulnerability 
of  women, children and elderly cannot be ruled out. The findings 
in this study emphasises that preventive and control measures 
should be increased during peri‑monsoon periods and should also 
be instituted in offices, educational institutes and other indoor 
activity areas. Public awareness campaigns need to be enhanced 

to improve usage of  personal protective measures as well as to 
overcome the variation in reporting pattern between urban and 
rural dwellers. Lastly capacity building of  primary care physicians 
and rural doctors needs to be focused to curb future outbreaks.

Declaration of patient consent
The authors certify that they have obtained all appropriate 
patient consent forms. In the form the patient(s) has/have 
given his/her/their consent for his/her/their images and other 
clinical information to be reported in the journal. The patients 
understand that their names and initials will not be published and 
due efforts will be made to conceal their identity, but anonymity 
cannot be guaranteed.

Financial support and sponsorship
Nil.

Conflicts of interest
There are no conflicts of  interest.

References

1.	 World Health Organization. Geneva. Dengue: guidelines for 
diagnosis, treatment, prevention and control. 2009.147p.

2.	 National Vector Borne Diseases Control Programme 
(NVBDCP), Government of India. Guidelines for clinical 
management of dengue fever. 2014. [accessed on January 
18, 2020]. Available from: http://www.nvbdcp.gov.in/Doc/
Dengue-National-Guidelines-2014.pdf.

3.	 World Health Organization. Global strategy for Dengue 
prevention and control ‑2012‑2020: WHO Report. Geneva; 
2012 Aug. 43p.WHO reference number: WHO/HTM/NTD/
VEM/2012.5

4.	 Suaya  J, Shepard  DS, Siqueira  JB, Martelli  CT, Lum  LC, 
Tan LH, et al. Cost of dengue cases in eight countries in 
the Americas and Asia prospective study. Am J Trop Med 
Hyg 2009;80:846‑55.

5.	 Park K. Text book of Preventive and Social Medicine. 23rd ed. 
Jabalpur: Banarasidas Bhanot; 2015.

6.	 Gupta N, Srivastava S, Jain A, Chaturvedi UC. Dengue in 
India. Indian J Med Res 2012;136:373‑90.

7.	 Das B, Das M, Dwibedi B, Kar SK, Hazra RK.  HYPERLINK 
"https://www.sciencedirect.com/science/article/pii/
S1567134813000890" Molecular investigations of dengue 
virus during outbreaks in Orissa state, Eastern India from 
2010 to 2011. Infect Genet Evol 2013;16:401-2.

8.	 Padhi S, Dash M, Panda P, Parida B, Mohanty I, Sahu S, et al. 
A three year retrospective study on the increasing trend in 
seroprevalence of dengue infection from southern Odisha, 
India. Indian J Med Res 2014;160:660‑4.

9.	 Government of India. Ministry of Health and Family 
Welfare department. National Vector Borne Disease Control 
Programme  (NVBDCP). Dengue cases and deaths in the 
country since 2007; 2012. Available from: http://www.
nvbdcp.gov.in/dencd.html. [Last accessed on 2013 Dec 5].

10.	 Kauser MM, Kalavathi GP, Radadiya M, Karthik M, Afreen A, 
Kumaraswamy RC, et al. A study of clinical and laboratory 
profile of Dengue fever in Tertiary care hospital in Central 
Karnataka, India. Glob J Med Res. 2014;14:7–12.



Nayak, et al.: Paradigm shift of Dengue infection profile

Journal of Family Medicine and Primary Care	 2410	 Volume 10  :  Issue 6  :  June 2021

11.	 Kumar  A, Rao  CR, Pandit  V, Shetty  S, Bammigatti  C, 
Samarasinghe  CM. Clinical manifestations and trend 
of dengue cases admitted in a tertiary care hospital, 
Udupi district, Karnataka. Indian J Community Med 
201035:386‑90.

12.	 Gunasekaran P, Kaveri K, Mohana S, Arunagiri K, Babu BS, 
Priya PP, et al. Dengue disease status in Chennai (2006‑2008): 
A retrospective analysis. Indian J Med Res 2011;133:322‑5.

13.	 Sarkar  A, Taraphdar  D, Chatterjee  S. Investigations of 
recurrent outbreaks of unknown fever, establish rural 
dengue activity in West Midnapore, a costal district in West 
Bengal, India. Arch Clin Microbiol 2010;1. doi: 10:3823/215.

14.	 Goyal V, Gill GS, Singh J, Singh GP, Singh Y, Singh S, et al. 
Clinical spectrums of dengue fever in a tertiary care centre 
with particular references to atypical presentation in the 
2011 outbreak at Bathinda, Punjab, India. Int J Pharm Pharm 
Sci 2013;5:363‑7.

15.	 Kendre VV, Shekde SD, Chinte LT. The Study of Clinico-
epidemiological Features of Dengue Cases Admitted in 
Tertiary Care Hospital, Latur, Maharashtra. International 
Journal of Recent Trends in Science and Technology, 2014; 
10(2): 369-372.

16.	 Dutta P, Mahanta J. Potential vectors of dengue and the 
profile of dengue in the North-eastern region of India: 
An epidemiological perspective. WHO Dengue Bull 
2006;30:234-42.

17.	 Guha‑Sapir D, Schimmer B. Dengue fever: New paradigms 
for a changing epidemiology. Emerg Themes Epidemiol 
2005;2:1.

18.	 Bhatia R, Dash A P, Sunyoto T. Changing epidemiology of 
dengue in South‑East Asia. WHO South‑East Asia J Public 
Health 2013;2:23‑7.

19.	 Kumar  A, Sharma  SK, Padbidri  VS, Thakare  JP, Jain  DC, 
Datta KK. An outbreak of dengue fever in rural areas of 
Northern India. J Commun Dis 2001;33:274‑81.

20.	 Saini S, Kinikar AG, Deorukhkar S, Bhalerao D, Rushani SB. 
Epidemiology and seropositivity of dengue fever cases in a 
rural tertiary care hospital of western Maharashtra, India. 
IJBAR 2013;4473‑7.

21.	 Norman G, Theodre A, Joseph A. An insular outbreak of 
dengue fever in a rural south Indian village. J  Commun 
Dis1991;23:185‑90.

22.	 Paramasivan  R, Thenmozhi  V, Thangaratham  PS, 
Rajendran R, Tewari SC, Dhananjeyan KJ, et al. An outbreak 
of dengue fever in Tirupur, Coimbatore district, Tamil Nadu. 
Indian J Med Res 2010;132:105‑7.

23.	 Ahmed NH, Broor S. Dengue fever outbreak in Delhi, North 
India: A clinico‑epidemiological study. Indian J Community 
Med 2015;40:135‑8.

24.	 Garg A, Rao YK, Upadhyay GC, Sakhuja S. Prevalence of 
dengue among clinically suspected febrile episodes at 
a teaching hospital in North India. J  Infect Dis Immun 
2011;3:85‑9.

25.	 Chakravarti A, Kumaria R. Eco‑epidemiological analysis of 
dengue infection during an outbreak of dengue fever, India. 
Virol J 2005;2:32.

26.	 Dinkar  A, Singh  J. Dengue infection in North India: An 
experience of a tertiary care center from 2012 to 2017. Tzu 
Chi Med J 2020;32:36‑40.

27.	 Wu H, Wu C, Lu Q, Ding Z, Xue M, Lin J. Evaluating the effects 
of control interventions and estimating the inapparent 
infections for dengue outbreak in Hangzhou, China. PLoS 
One 2019;14:e0220391.

28.	 Swain S, Bhatt M, Biswal D, Pati  S, Soares Magalhaes RJ. 
Risk factors for dengue outbreaks in Odisha, India: 
A case‑control study. J Infect Public Health 2019;13:625‑31.

29.	 Krishnamoorthy Y, Chandar D, Jayaseelan V, Vijayakumar K, 
Sivaranjini K, Vijayageetha M. Household survey on public 
awareness and attitudes toward dengue infection in rural 
Tamil Nadu, South India. J Educ Health Promot 2018;7:171.

30.	 Jain  S, Sharma  SK. Challenges and options in dengue 
prevention and control: A perspective from 2015 outbreak. 
Indian J Med Res 2017;145:718‑21.

31.	 Joint Monitoring Mission 2014 Report‑NVBDCP. Available 
from: http://www.searo.who.int/india/publications/
joint_monitoring_mission_part_1.pdf?ua=1. [Last accessed 
on 2016 Oct 12].

32.	 Mohammed Yusuf A, Abdurashid Ibrahim N. Knowledge, 
attitude and practice towards dengue fever prevention and 
associated factors among public health sector health‑care 
professionals: in Dire Dawa, eastern Ethiopia. Risk Manag 
Healthc Policy 2019;12:91‑104.

33.	 Nguyen NM, Whitehorn JS, Luong Thi Hue T, Nguyen Thanh T, 
Mai Xuan T, Vo Xuan H, et al. Physicians, primary caregivers 
and topical repellent: All under‑utilised resources in 
stopping dengue virus transmission in affected households. 
PLoS Negl Trop Dis 2016;10:e0004667.

34.	 Aerts C, Revilla M, Duval L, Paaijmans K, Chandrabose J, 
Cox H, et al. Understanding the role of disease knowledge 
and risk perception in shaping preventive behavior for 
selected vector‑borne diseases in Guyana. PLoS Negl Trop 
Dis 2020;14:e0008149.


