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History of Mosquito-borne Haemorrhagic Fever *

W. M. HAMMON1

My first acquaintance with the recent and possibly
introductory chapter of dengue-induced haemor-
rhagic fever, which apparently began about 1954 in
Manila, was in 1956. Quintos et al. ' described the
1954 disease in Manila and named it Philippine
haemorrhagic fever. This occurred in an enlightened
medical centre and most physicians seeing this dra-
matic syndrome in epidemic form were convinced it
was new.

Occasional cases ofpresumed dengue with haemor-
rhagic manifestations, encephalitis, or other unusual
complications have been described during major
epidemics of clinically diagnosed dengue in the past,
such as that of Greece in 1928, and several in Aus-
tralia. However, these were unusual cases during
epidemics of predominantly classical dengue-like
disease. The Manila outbreaks lacked the classical
cases and we and many others were convinced that
the outbreaks of 1954 and 1956 represented a new
epidemic disease, though resembling dengue in
season, in association with the distribution of Aedes
aegypti and in the age involvement of the known
susceptible population (young children) determined
by previous serological survey.
The isolation of two new types of dengue viruses

which we made from patients and/or Aedes aegypti
during the Manila epidemic of 1956 are well known.

Since these were new dengue types it was natural
to assume that the previously known types I and 2
caused classical dengue and types 3 and 4 were more
virulent types, killers in fact, and caused haemor-
rhagic fever. Unfortunately, things have not turned
out to be that simple.
We were next called to Bangkok for emergency

consultation in the summer of 1958, two years after
the Manila outbreak. In this epidemic, the first to be
recognized by the Ministry of Health, there were
about 3000 hospitalized patients in Bangkok,
Dhonburi and adjacent areas, with about 300 deaths,
and the age-group involved was even lower than that
of Manila.
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The disease observed was almost the same as seen
in Manila but there were a few distinguishing
features, and there were many patients also who had
a more dengue-like disease, none of which had been
seen in Manila. From acute-phase sera and Aedes
aegypti we again isolated several types of dengue
virus and a group A arbovirus, chikungunya, closely
resembling that of Africa but distinguishable from it.
We consider that the evidence now incriminates the
latter as a cause of the more dengue-like disease, con-
tributing little or nothing to the haemorrhagic fever
syndrome.
Most of the early Bangkok isolates closely re-

sembled types 1 and 2, but on the basis of minor
antigenic differences and marked differences in
clinical responses we suggested eventually they might
represent dengue types 5 and 6.3 Later, types 3 and
4 appeared in Bangkok and these latter types have
also been subsequently associated with classical
dengue in India and the Caribbean Islands. Thus, we
now feel that the etiological agents of classical dengue
and of haemorrhagic fever cannot yet, at least, be
distinguished on the basis of their major antigenic
component.

Other points worthy of mention are that both
these areas were formerly well-recognized centres of
endemic dengue, where dengue was a disease almost
uniquely limited to recognition in foreigners, more
severe and typical among adults than children. In
contrast, haemorrhagic fever when it appeared was
not recognized in any foreigners of European
descent, and was uniquely a disease of native or
other resident Oriental children. The disease was
recognized first only in major population centres
with a population exceeding a million, but soon began
to appear in radial fashion from smaller urban
communities. Haemorrhagic fever has always been
restricted to areas of fairly high Aedes aegypti popu-
lation and has not been observed where Aedes albo-
pictus alone occurs, though the latter is a recognized
efficient classical dengue vector.

Following Bangkok, came epidemics elsewhere in
the Philippines and Thailand, in Singapore and
Penang, and in areas of former French Indochina,
and finally in Calcutta in 1963.

See page 63.

1770 37-


