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Abstract. Notifiable diseases are a significant burden to health systems across the globe,
particularly in developing countries. Sri Lanka is a developing economy of about 20.3
million people gpread across a fundamentally industry-driven economy island state, of
approximately 65610 square kilometers. This study examines the data for notifiable
diseases for Sri Lanka through 2005-2011 inclusive to identify geographic trends in
disease outbreaks and to document any indicators that may assist in predicting future
outbreaks. The aim of the research was to develop tools to assist in the prediction (or
early warning) of future outbreaks. Over the study period there were a total of 280,000
cases of the 18 notifiable conditions. The three most common conditions were
Dysentery, Leptospirosis and Dengue Fever which made up 207,000 (74%) of all cases.
The incidence of these common notifiable conditions showed significant variability over
time. In particular, a significant outbreak of Dengue fever was seen through 2009 and
2010 (with a diminishing tail in 2011). Chronologic and geographic shifts in notifiable
disease patterns can be identified though the application of modem Geographic
Information Systems. T he analysis presented describes in high-fidelity the outbreaks of
three common diseases for Sri Lanka over the sudy period. The addition of further data
inpus (eg weather data) would allow the models to be more predictive of outbreaks and
would assist in resource allocation and planning.
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I. Introduction

Notifiable diseases comprise of a group of communicable diseases that are a significant
burden to health systems across the globe [1]. Many of the conditions cause significant
morbidity and an identifiable mortality, and communities place a strong emphasis on
monitoring and addressing the causes [2]. Many of these conditions affect developing
countries at a greater rate [3]. Poverty and overcrowding is core to the public health
causes of many of the conditions. Early detection of impending outbreaks, followed by a
rapid response is the cornerstone of controlling a communicable disease, and is
underpinning the importance of collecting real-time, complete and accurate data with
analysis and timely dissemination [4]. Epidemiologic surveillance is a major public health
strategy to prevent and control a disease, but also provides accurate data on the
epidemiology and burden of a disease. Geographic information systems (GIS) consists of
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a computer based system for the input, storage, maintenance, management, retrieval
analysis and output of geographic/location and timely data [5]. It facilitates the
assessment of geographic and chronologic shifts in outputs of interest, thereby gaining
recognition as the basis of data linkage and analysis in the 21% century [6].

People are not spread evenly across the surface of the earth, and populations are
different along many dimensions, in regards to age, gender, culture, and economic status.
These variables affect their need for health care, their ability to travel to health care centres,
and the types of services they are willing and able to utilize. GIS can be used extensively in
developing countries to map and exp lore the geographical variations for health services and
developing innovative indicators of health care needs. GIS can also be used to plan
healthcare delivery, accessibility and utilization of healthcare facilities and aid resource
allocation to provide better health for all.

The technology has been used in studies to estimate the most favourable location for
new clinics or hospitals that minimize the distance that patients need to travel, considering
the existing facilities, transport provision and population density. GIS is an accessible and
useful global health tool, according to a wide variety of GIS applications for health access
and planning reports from both the developed and developing countries. These
applications have been used to increase administrative effectiveness and efficiency in
health services-benefits that may have contributed to diffusion and increased use of the
application in public health practice and research. GIS plays a role that is very important
in strategic health planning contexts, where the information presented in maps can assist
in cross-sectional decision making.

Sri Lanka is a tropical developing island nation with 20.3 million people spread across
approximately 62 705 square kilometers (km?) land area, and are fundamentally an
industry-driven economy [7]. The average household income is Rs.36451x12 per month
($US3468 per annum) and approximately 8.9% of the population live below the poverty
line [7]. There are clearly evident demographic transitions with rapidly expanding elderly
and middle aged age groups, and epidemio logic transition with non-communicable diseases
the predominant cause for morbidity and mortality, rather than communicable disease. [8].
Nevertheless, communicable diseases such as Dengue has become endemic in the almost
all districts of the country with waves of infection occurring in epidemics, affecting
thousands of people, and thereby creating a huge burden on the country’s health care
system [9]. Furthermore, Leptospirosis, endemic to rural localities reached epidemic
proportions in latter part of 2007, extending to the early part of 2008 with high mortality
[10].

The economic activities, environment, sanitary conditions, ecological and
contemporary climatic changes combined to create supportive environments for outbreaks
of these diseases [11]. Against this backdrop, notifiable disease surveillance has become
an integral component of routine disease surveillance systems in the country [12].

This study examines the data for notifiable diseases for Sri Lanka through the last 7
reported years (from 2005-2011) to identify geographic trends in disease outbreaks and to
document any indicators that may assist in predicting future outbreaks. The aim of the
research was to develop a spatio-temporal model to assist in the prediction (or early
warning) of future outbreaks by application of GIS.
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Il. Materials and Methods

The primary data for this study came from the Epidemiology Unit, Ministry of Health and
Department of Census and Statistics in Sri Lanka. All quarterly reports for 2005 to 2011
were collected from the Epidemiology Unit website and data were collated into a complete
database [13].

2.1 Original Data Collection

There is a well-developed grass root level public health infrastructure in the country
dominated by Medical Officer of Health (MOH) areas. The disease notification systemin
the country has a long history an originating from the quarantine and prevention of disease
ordinance of 1897 and subsequent amendments with legal provisions for the
implementation of the system in the country [14]. The Epidemiology Unit of the Ministry
of Health releases epidemiological data quarterly, as a bulletin for approximately 20
notifiable conditions. These reports are presented district-by-district, which allows for a
chronographic and geographic analysis of the conditions. It is noted that the report are for
cases in the preceding quarter. For simplicity this research will use the report date
throughout.

2.2 Population data

Population data from the 2001 census was collected from the Census website [15] and
population growth figures (by district) were applied to produce population estimates for
each year of the study frameset. The country has recently ended a long-standing internal
conflict centered in the North and East which had a substantial economic burden to the
developing nation and impaired data collection in affected areas. Hence, 7 of the 24
districts did not have a population growth figures so the national average figure of 0.71%
perannum was applied [15].

2.3 Incidence estimates

Incidence of cases quarter by quarter was calculated based on the documented number of
cases for each condition against the district level population estimate. All calculations
were comp leted using Excel (version 2003, Microsoft, Redmont WA USA) and reported as
cases per 100,000 of population. Geographic boundary files for districts in Sri Lanka were
downloaded from the Census website [16]. Data was fully integrated using ArcGIS
(version 10, ESRI, Redlands CA USA).

I11. Results

Over the 6 years there were a total of 280,000 cases of the 18 conditions. The three most
common conditions were Dysentery, Leptospirosis and Dengue Fever which made up
207,000 (74%) of all cases (Table 1-3). The rest of the analysis focuses on these three
conditions. A spike in Dengue Fever cases in 2010 continuing into 2011 was evident from
the Island-wide data (Figure 1). The rates of Leptospirosis appeared to rise between a
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stable low from 2005-2007 (9.1 cases per 100,000) to a relatively new stable high from
2008-2010 (30.4 cases per 100,000). Dysentery was trending downward over the period of
the study froma high of 41.2 cases per 100,000 in 2005 to 28.5 cases per 100,000 in 2011.

Dysentery: Over the study period there were 49 300 cases with an incidence ranging
from a high of 41.2 in 2005 to 28.4 in 2011 at the national level. The incidence of
dysentery remained relatively stable at the district level, although the range between
districts was significant (0 to about 200). At the district level the highest incidence was
766 in Vavuniya reported in 2009-Q2 (Table 1) this clearly appeared to be a short lived
outbreak in a simple district. It was not a data aberration because in the quarter following
(Q3) the rate remained very high at 211 cases per 100,000 within the state. A sequence of
smaller outbreaks can be seen in Trincomalee and Batticaloa in 2001 and a smaller
outbreak in Vavuniya and Matale in 2005.

Figure 1. Total cases (top) and Incidence of cases per 100,000 people (bottom) of thethree most common
notifiable conditions for Sri Lanka wide for the 6 years 2005-2011 inclusive.
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Table 1. The incidence of Dysentery for each district (roundedto whole number) for each report quarter (2005-
2011). Green cells are below 10, pink cellsare incidences between 30 and 50, andred cells are incidence above

50.

YEAR 05[05]05]05[06]06]06]06]07]070707]08][08]08[08]09[09[09][09[10[10 101011 [11][11[ 11
[Ampara 41287 [53[17(17]5 |5 |5 [18[11[13(16]4 |2 |34 |16]3 |4 |7 |6]5]5 [10]21
Anuradhapura 546 17|52 841|345 133 3|5[11|3|5|4[10/2[2[4[13]5|5][4]6e
Badulla 21(19(19|30)22 30|25 (22 (14 |27 |18 |22 |15 |17 |18[14 |9 [10(14]|22 |6 |8 [ 7 [8 |5 [13/20 |13
Batticaloa 223|243 [27[15[13 @@ 22]5 |4 |8 [12]32]7 [26]14(23]6 [10][13]12 22 |EN 15]14
Colombo 2|3|4|4|4|3|5|4|3|6[|4]2|2|2|5|4/2|3 /3|3 |2|4|5[3|3|2]2]|1
Galle 34|55 447545533 [6[5|7[5[5][10[65|7[10[3[22][4]3
Gampaha 2|a3lal7|alalals[a]7|a3]2]2[2[a|a]2|a3]2|2]0|2[4[3[1][2][1][1
Hambantota 5|12(24|10({3 |4 |6 |5 |4 |4 |18|/10|5 |4 |6 |10|5|5 5|6 |2|5|4|6|2|2|5|5
Jaffna 6 [3[15(18|8 [4[9(10[6[10(13]6 88|97 6|8 |6[9|0|16/18[18]9 |11]26]a9]
Kalmunai

Kalutara 8 [15]11 |8 [8 [10[15]12]6 |19 9 [9 [0 [8 |5 [10]7 [7 [11 3|6|8|5]a]44[3
Kandy 8 [10]8 [11]11 9l7|3]e|6|6|5|5|8|6[7|6[4|11]6]|7 6|7 |0a]0[7]5
Kegalle 15(14|10|10(10| 7 (6 |12|6 [14|9 |10|17 |8 |7 |7 |4 |7 |8 |4 |2 |8 |5|5|4/4)|4|3
Kilinochchi 0]3l2127|5|1[2]1]o]ojo]1]1]|9 c@Mololo]lo o|1|o]6]3|6 [12]0
Kurunegala 8 6 ([8/33|3|4[(9/20|5|12|8 [11|/7 |2 |3([6|3|3|6[(8[4|6|7|9|5|6|7|6
Mannar 386 [17]1 15]14 |7 |0 |3 [13]4 |3 |6 6|7 [23|22(35(8 |8 [11]3 ]2 |47 [17
Matale 25| 18 | 16 [ 18 [22 [10 |26 [13 |12 [12 |17 [16 (14 | 8 (14| 6 | 7 |10|14|36| 8 [12[10] 9 | 6 [ 16|14
Matara 6 (10|47 |4 8 9|9 (12116 |7 |7 |7 |10|/12[10| 8 |6 |4 |19 |6 [2 |3 3|44
Moneragala 10 |10 |14 |26 [16 |19 |28 |24 |13 81|22 |20 153816 |16] 3 | 4 [16|22[13[13 |0 [0 [ 5 |6 [12] 11
Mullaitivu

Mullativu 1l4]66[5 3|4|4]a[13[1[1]ojo|ofo|o]o]o]o]o[o[ololo[0]0
Nuwara-Eliya 141177 |7 [ 7 [22]11[10|7 [16]7 |4 |8 [11[11[15]16|22]14|8 [ 5 |[28[11]|6 [10]21[12] 4
Polonnaruwa 5|25 |11[86 1M]21|{1M |3 |7 |24/ 8 11/10|9 |3 [3 |13|20|5 |7 |10|/8 |5 |14/8 |5
Puttalam 32 |445]7 11]21|3 [5[7 [14]4 |25 [16]5 6|6 |10]3 |49 |24]8]6[8][5
Ratnapura 14 |17 [17 |18 ]23 15|14 [23 |18 14 |13 [ 11| 7 [0 [14[13[17 13|11 |11 |8 [19[12]|7 [12]16]13] 8
Trincomalee 3322|2539 6 [10]23]23] 9 [31]21]35|8 |9 [10[10]8 |9 [17]36] 1214 11|10 |38 |88l 31|32 ]
Vavuniya 18 |19 |29 16|21 |19 [42 (1010 [ 7 |28 8 [15|13] 1423 258 |6 [13[11]7 |7 415
Battcaloa

Overall 88|09 (16]8 11]14[6 (12| 9 [10|7 |7 |8 [10| 6 13| 9 [10| 5|8 |8 |8 |6 [11]8 |8

Leptospirosis rates (by district) have seen some significant variation particularly in a
couple of districts (Table 2). Rates remain relatively low but Matale had an outbreak in
late 2007 running for more than 12 months with a peak incidence of 83 cases per 100,000.
Matara has since 2007 had an elevated incidence (about 10 cases per 100,000) and this has
remained consistently higher than the majority of other districts.

Table 2. The incidence of Leptospirosis for each district (rounded to whole number) for each report quarter
(2005-2011). Green cellsare below3, pink cellsare incidences between 10 and 30, andred cells are incidence

above 30
YEAR 05050505 [06[06]06[06][07 07|07 |07[08]|08][08][08][09][09]09][09][10][10][10 1011 [41][11[11
Ampara 0o 0 0jo0]o0 2 1 0 20 3 2
/Anuradhapura 3|2 2 11110 23 4 |7 112]12(4]3 2|7
Badulla 3|2 222 2 24 4 2|2 3
Batticaloa ojojoj0o]oO 0j0l0 0 0 0l]2]0 0
Colombo 11231 2212 [2]5 23 |14 24 (14| 7 4 7
Galle 2 [1 421 4212 [1]9 [1[10][13 4 10 2 [ 4 [10] 3 6
Gampaha 22 22 42 [2]6[4]|6[17]10 4 ] 4 109 5
Hambantota 43 14 31466310 6 8 7 4 |6 |26 EBll12]| 7
affna oJofoJofoJofofofJofoJo[oJofJoloJo[oJo[o[ofo[ofo[o|o]o[o]o
almunai
alutara 3 3|22 10 16 (17194 |7 [20][19 7 [10[11]5 8 [0
andy 0 3[2]2 2 216 |4[15]8 [12 5|35 23 354
egalle 2 |4 1] 7 [12 4 4 19 18 (2524 [ 4 [0 [13[16 7 (122411 (17 7
ilinochchi ofofoJoJoJoJoJo]o]o 0 1JoJofofofoJoJoJol2fo[1][1]0
urunegala ofofo[1[o[2[0[3[1]0 4 926|922 36854 o E2]7
Mannar 0 0ojo0[1[0]0 01 ojoJoJoloJofo[o][o[o[O [0 [4][7][0][1][2
5 1](0[3[1 334 21139 |58 [ 4 [12][12[16] 4 | 4
7 43464 717 16 |11 |15 [22 (15[ 7 | 5 | 7 [43 [12 11 [13 [12 [13 [ 11 [14 [ 11
13 23230 4424514231 [2]0[1]|3[3[1][4a[9]27[3]4
ofoloJofolo]o 00 00 00 0 00
0 0 1]0 00 23 4 1 2
2 0 22 0 2 [12 14 2 8 |4 12
2 00 2 4 7 2
2 2 22 2 |2 4174 1416 | 11|11 9 [10 [48 |16 [15
ofofoJof[oJofo[o 2|52 0l4]0|2[2][1 71138 |2 |4
oJo[d[1[1]ofJo[1]0o]0 20 1]0[3[1[o[1]o[1]18[2]6]6
22222213222 [6[5[10[12[10[4[5[8[8[5|5]5][8[12[10[6 |6
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Dengue fever rates show a distinct upsurge in early 2009 lasting for some 12-
18months (Table 3). Rates peaked in some areas at over 200 cases per 100,000 people in
late 2009. A significant trailing tail remained through 2011 for a handful of districts
particularly Colombo and Batiticaloa. A clear association between population density and
the incidence of dengue fever (but not with poverty) was evident (Figure 2). It was clearly
evident from the GIS mapping that early growth in incidence was seen from the mapping
approach prior to the peak of the outbreak.

Table 3. The incidence of Dengue Fever for each district (rounded to whole number) for each report quarter
(2005-2011). Green cellsare below 10, pink cells are incidences between 30 and 100, and red cells are incidence

above 100.
[YEAR (0505705050606 [06 [ 06 |07 [07 [07 [07 [08 08 [08]08 09109 [09 09[40 [40 (1010 [11] 41 [11 41
|Ampara olo[1]ol1[1[1][1]olololol[t1]2]2]o0al8[1]a]7[5[11]2]3]9]9][10
|Anuradhapura 3|2[3[12]|5|6 2427 [10[16]10]3 |1 [1[12[31|19]20[81[13]25]12]6 [11]10]8
Badulla 1126 lal3][7]5]2[1]alalalalal3]a]t6[17][15/23][29 13| 7 16 [87[17
Batticaloa ofofo[1[7z[4]1]of2]10[2]1[11[6|0o]1][38]36]29]26 [56 |17 [ 10 [34 [84 21
Colombo 13|15 (3623 [35(24 [44 [46| 19| 9 [23[30[22 1917|1225 66 [61[57 |60 |53 22 45‘
Galle 1 [1]ala[nn[a[3[s|al1[2[a[a[3]2]2]3][18]28[13[18[33]48]6 [5 [25[35]18]
Gampaha 9|8 (2814 (24(15(24(19]8 |5 [11]23[14[12[11]7 1371|7056 |63 |39 |56 12|17 [41 |75 |58
Hambantota 1t [1]4]al8(12[12]8 |4 [1[56]|7 |7 3507 |84[60[28]45(27]60[7 |0 |36/ 15[12
|Jaffna tlo[1l1(5[2[1]3|2]3[7[a8[6 4 0|1 |2]0]|2[76/@8889|71(53(22]09 [22]24
Kalmunai
Kalutara 4|5 [11]20]22[18[22]25[10]5 [10]12[14[12| 9 |7 [13[47[54]16[30[50 |64 8 [13[39]32 34|
Kandy 3|9 |15]20]14|12]27]61]14]4 6|8 |5]|5|7 |11]39 4035(28[49[ 8 [ 6 |14 |42]58
Kegalle 2[3e|s[13[n[1e|18]8 [7 [17]24]12[19[14]13]32 39|36 2640 8 [ 8 |26 [45]50]
Kilinochchi oflof2]2[1]ofof[1]ol1]ofofofofol1]ofofofofo[4]26[10[12[15[12]10
Kurunegala 3|1[2[s510]7[12[16]8 |7 [18[19][10]4 |4 [4 [14][71|77 [28[27][19]37 6 [9 [17]22]18
00000101400013305211939@H29m4245
21|48 [8[16]17]48|11]2 5[ 9|7 |7 |12]19 |37 [NOBINGEINEE 60|24 |34 [ 18| 9 |23 |24 |20
2|27 [10]22[11[16]21]6 |4 |6 [13[9 [8[15]17|21]55(66[13[15[15/40] 6 |8 [20 2140
olof2Jofaf2[a3[a3[1[1[5[5[6[a|3]3]2][14[16[13[31[48 26[13[15[19 |24
oflofoJol1[1][ofofoJofofofofofoJolof[of[ofofofolo[o[o[ofo]o
Nuwara-Eliya oflof1]21fof2]3[a[1[1[1]1[1[1][1]a[13[15[11]8]5 16438 [13][12
Polonnaruwa 41|66 |57 42055 alal7]7|2]1]5][16[19]14]27[48[26]5 [16]27 1913
Puttalam 9l2[alafe[5[13[a1|8|2438[23[11]|3]2]6 13[15]22
Ratnapura 3|7 [19[12|19|16]9[8[6 |6 [19{12]9 |a|t0]7[7 30[33[33
[Trincomalee 8|3 [1]1/4(1|3|5([8 |43 |3[3[13|1]2 15|10 (10
Vavuniya ofls[1 118176 [1[af15[6[0[1]1 1489
Battcaloa
[Overall 4[5 [12[10[14[11[16]20| 8 [5 [10[15[11[8 |7 |7 36 46 [43

Figure 2. The incidence (cases per 100,000 people) of dengue fever (red dots) overlaid on population density
(graded blue) for the years 2007-2011. Thetop left figure isthe proportion of people living belowthe poverty
line for each digtrict (red beingthe highegt).
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V. Discussion

Notifiable diseases are infectious/communicable diseases imposing high burden to health
care delivery systems as leading causes of morbidity and mortality and economic
prosperity of countries across the globe [17]. Newly emerging and re-emerging infectious
diseases such as Severe Acute Respiratory Syndrome (SARS), HIN1, nCoV Coronovirus
and Leptospirosis have alerted epidemiologists and health authorities in many countries
[18]. Strengthened disease notification systems coupled with effective response
mechanisms are pivotal to prevent and control disease outbreaks by rational, cost-effective
measures which are the constituents of Epidemiological Surveillance [19]. The speed of
reporting, coverage, comp leteness, accuracy, flexibility, acceptability and predictive value
are some of the key appraisal indicators of disease notification systems [20].
Underreporting (incomplete reporting) and slow speed of reporting considered as key
limitation of these systems [21,22].

The notification system in Sri Lanka is well established with 20 notifiable diseases
with periodic updates [14]. However, it is predominantly paper-based and often requires
15-30 days to for data communication and the central Epide miology unit to process it [23].
Application of Information and Communication Technology has been introduced to
overcome this limitation resulting in delays in timely detection of disease outbreaks. A real
time bio-surveillance pilot project has been introduced in this regard [24]. Geographical
Information Systems (GIS) supports special and chronological illustrations of notifiable
diseases to alert the health authorities to study the patterns and trend and to mitigate
negative consequences of future outbreaks by well advanced targeted approaches
[24,25,26]. Against this backdrop, our analysis demonstrates application of GIS to develop
a saptio-temporal model for three most common notifiable diseases in Sri Lanka namely
dengue, leptospirosis and dysentery.

The incidence of the three most common notifiable conditions in Sri Lanka has shown

variability over the last 8 years. In particular a significant outbreak of Dengue fever was
seen through 2009-10 (with a diminishing tail evident in 2011). Dengue is an endemic
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vector-borne disease predominantly seen in the tropics. Cases have been reported across
the continents of Asia, Africa, The Americas, Europe, and Australia [27]. Whilst most of
dengue cases recover from a simple febrile illness, a small but significant proportion go on
to develop the dengue shock state with associated fatalities. In many affected areas, this
adds up to a significant case fatality rate, predominantly among young children and
individuals of working age. The difficulty in controlling dengue infection stems from three
root causes, ie, the presence of four different serotypes of virus, each with the independent
ability to cause fatal disease, a lack of understanding of pathophysiology, non-availability
of specific treatment, non-availability of a vaccine for prevention, and difficulties in
controlling the vector population [28]. The incidence of Dysentery has shown two peaks
that rapidly arose and then disappeared in the districts of Trincomalee (2009) and Vavuniya
(2011) otherwise smaller apparently random spikes in incidence were seen across Sri
Lanka. These spikes could be plausibly attributed to dysentery outbreaks occurring among
transient camps and relief villages of internally displaced people due to prevailed 30-year-
civil war centered in the north and the east of the country. Outbreaks of dysentery are not
uncommon in other parts of the country from time-to-time, primary attributed to food
poisoning outbreaks [29].

Letospirosis shows a change in incidence from late 2007 forward with higher
incidence seen predominately in Matara and Moneragala. However, there is an apparent
ongoing change over the last 4 years of the study. Most notably was Dengue fever which
clearly had a significantly different incidence in 2009-2010. The increase was linked to
population density with higher density districts suffering greater incidence of infection.
Although not available at a resolution necessary for analysis it appears the period of high
Dengue fever incidence was co-incident with a period of high rainfall. This is consistent
with the causative agent (and host propagation) as well as the historical incidence patterns
of Dengue Fever. It is noted (consistent with the disease history) that poverty was not a
driver of increased incidence.

Leptospirosis is identified as the most widespread zoonotic disease in the world [30].
The first confirmed case of this condition was reported in Sri Lanka in 1959 [31]. And it
became a notifiable disease in Sri Lanka in 1991 and it is predominantly associated with
paddy farming [11]. Rodents and small mammals that could harbour Leptospira is
conspicuous in an around rice fields and farming households [11]. Rapid unplanned
urbanization has resulted in not only wild and domesticated animals to come into close
contact and proliferation of rodent and human populations. Against this backdrop, disease
notification data demonstrates a steady increase in reporting over the last two decades
which have been attributed to increased incidence, reporting or both [11]. Leptospirosis
outbreak emerged in latter part of 2007 and early part of 2008 which resulted in substantial
morbidity and mortality [10,11]. In 2007, clustering of unidentified fever cases and few
deaths were reported from Matara, Gampaha and Kandy districts and some of these cases
were subsequently confirmed as leptospirosis. Unfortunately during the year 2008, Sri
Lanka experienced the largest ever outbreak of leptospirosis in the history [10] with
reported cases of 35.7 per 100000 and the case fatality rate of 2.8%. It is considered to be
one of the largest global leptospirosis outbreaks reported in recent years [32]. Moreover,
large areas of west, south and central Sri Lanka were affected by this outbreak. Despite the
correct prediction of the 2008 outbreak by the Epidemiology Unit , there was inevitable
delays in implementation of optimal strategies which could possibly have minimized the
early deaths and even prevented the progression of the outbreak attributed to inherent
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limitations of existed paper-based notification system as mentioned previously[11]. Further
compounding the issue laboratory confirmation of leptospirosis is not routinely available in
Sri Lanka, and the diagnosis of reported cases was on the basis of clinical features such as
fever with chills, headache, severe muscle tenderness especially calf muscle, meningitis,
alteration of consciousness, conjunctival suffusion, dry cough or haemoptysis [10].
Nevertheless, the clinical diagnosis of leptospirosis could be inaccurate as there are
common clinical features of other tropical diseases [10]. Hence, less than 10% of cases due
to lack of diagnostic capacity [10].

The mapping of incidence from month to month (only quarter data reported in this
study) clearly highlights the opportunity to get early warning of outbreaks and the ability to
target preventive amelioration to hot-spots. The application of GIS technology to the near
real-time national reporting of data provides an opportunity for the health system of Sri
Lanka to be prepared for outbreaks. Such applications have been successfully used to
develop models to predict expected malaria incidence in selected regions of India and
China based on historical malaria epide mics and coupled with weather factors at one month
lag [24,25,26].

The example maps developed for this research show clear density indicators as well as
chronologic changes in incidence. The key is the application of technology to display the
data in a form that immediately highlights the areas of growing risk.

There are many strengths and limitations of the notifiable disease surveillance system
in Sri Lanka as reported by a joint assessment report of the Regional Office South East
Asia, World Health Organization in 2004 [12]. Accordingly Sri Lanka has a good
surveillance system in place [12]. This, coupled with the existence of a competent and
well-staffed Epidemiology Unit, is a major strength and a sound base from which one can
expect to progress to a strong, effective and integrated surveillance system. Also, an
extremely positive aspect is the availability of a legal framework, namely the Quarantine
and Prevention of Diseases Ordinance.

Obvious limitations are identified as by design the current surveillance plan in Sri
Lanka does not routinely capture morbidity data from outpatient departments (OPD) and
clinics. Moreover, there is also no planned routine case-detection in the field. However,
the Public Health Inspectors (PHIs) do cover field cases as well when investigating all
reported cases. The current system will therefore only pick up cases that are severe
enough to be admitted into a hospital, and a few cases from the field when PHIs detect
them during field investigation. From the inpatients too, a considerable proportion of the
cases diagnosed as having any one of the notifiable diseases do not find their way into the
notification system. This may vary from disease to disease and from one level of health
facility to another. Another important shortcoming is the non-availability of most of the
surveillance-related information from the private sector and other systems of practice of
medicine such as Ayurweda. Another limitation is the possibility of,, multiplicities of
reporting channels [12]. This has a potential for duplication if care is not taken to link
reports with their respective sources. While for practical purposes duplication may not be
important, or may even act as a safeguard against missing any case, it does involve an
unnecessary effort. However, such duplicate data are cleaned and corrected at the central
Epidemiology Unit.
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V. Conclusion

In conclusion, our findings demonstrated spatio-temporal trends in the most common
notifiable diseases in Sri Lanka: Dengue, leptospirosis and dysentery. There are clear
trends with regards to these conditions. Increasing incidence of dengue, two peaks in
dysentery that rapidly arose and then disappeared in the districts of Trincomalee (2009) and
Vavuniya (2011) otherwise smaller apparently random spikes in incidence were seen
across the country and Letospirosis demonstrating a change in incidence from late 2007
forward with higher incidence seen predominately in Matara and Moneragaia. Evidence-
based, timely decision making is pivotal to prevent and control the burden of notifiable
diseases thus necessitating a functional surveillance system. Moreover, early recognition
of impending out breaks followed by rapid response is at the cornerstone for controlling
communicable diseases. Chronologic and Geographic shifts in notifiable disease patterns
can be identified though the application of modern Geographic Information Systems. The
analysis presented describes in high-fidelity the outbreaks for three common diseases for
Sri Lanka over an 8 year period. The addition of further data inputs (eg weather data)
would allow the models to be more predictive of outbreaks and would assist in resource
allocation and planning aimed at mitigating their detrimental effects to country’s health
care systemand growing economy.
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