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President‟s Message 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

I feel honoured and privileged to send this message to the membership this year as the president 

of the year 2021. This year is being a proud moment to the Jaffna Medical Association as it is the 

80
th

 year. 
 

Jaffna Medical Association being the oldest regional professional organization. The JMA brings 

all doctors under one umbrella whether you are young or old, specialist or grade medical officer, 

enabling the establishment of continuous professional development. 
 

The COVID-19 infection is still raging in Sri Lanka with an ever-rising number of cases. While 

adhering to Ministry of Health Guidelines on prevention, the way forward appears to be able to 

vaccinate all high-risk people groups as soon as possible. 
 

Jaffna Medical Association is faced with the challenge while adhering to the COVID-19 restrictions 

to carry out its activities. Despite the restrictions we have planned numerous activities during this 

year and hope to achieve most of them. The key areas identified are child safeguarding, non 

communicable diseases, mental health, training in life support skills and safety of medicines. 
 

The hallmark event of the JMA is the annual scientific sessions along with the Prof C 

Sivagnanasundaram memorial oration. The theme for this year will be “Transforming healthcare 

to new challenges”. 
 

In addition to these we hope to undertake several activities on continuing professional 

development, collaboration with other organizations, colleges and continue publishing the 

journal and newsletter regularly. I am happy to say that the current council of the JMA is proud 

to release its first newsletter for the year. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

02 JMA Newsletter 2021  



Induction of the President of the JMA- 2021 
 
 
 
 

 

Induction of Professor Gitanjali Sathiadas, Consultant Paediatrician, as the President of JMA was 

ceremonially conducted at the Hoover auditorium of the Faculty of Medicine, University of 

Jaffna on 13
th

 of March 2021. This event was attended by more than 200 guests strictly adhering 

to the Covid 19 health regulations. The chief guest for the ceremony was Dr S Anantharajah, 

retired senior consultant Physician, National Hospital of Sri Lanka (NHSL) who spoke on a topic 

most relevant to the current trend on “telephone consultation”. 
 

The event was attended by the Vice Chancellor Prof S Srisatkunarajah, The Dean of the Faculty 

of Medicine Prof S Raviraj and several dignitaries. 
 

The inauguration speech by the President was on “safeguarding children from intentional and 

unintentional injury”. The event ended with a cultural performance by the students of Shrimati 

Shanthini Sivanaesan of the Natiya kalamandram of Kokuvil. 
 
 

Event Coverage of the President Induction 
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Inaugural Address by the President JMA 2021 
 

 

Our Chief guest Dr 
 

Anantharajah, Dr Arulmoli the 
outgoing president of the Jaffna  
Medical Association, Past 

presidents of the JMA, Council 

Members, Ladies and Gentlemen 
 

I feel deeply honored and 

privileged to be the president of 

the Jaffna Medical Association 

for the year 2021. This year is 

being a land mark year for the 

JMA being 80 years since 

inception. 
 

Jaffna Medical Association 

being the oldest regional 

professional organization. The 

JMA brings all doctors under 

one umbrella whether you are 

young or old, specialist or grade 

medical officers, enabling the 

establishment of continuous 

professional development. 
 

Looking briefly of the history the 

JMA was established in 1941 as 

the Jaffna Clinical Society and Dr 

S Subramanium was the first 

president. The Jaffna Clinical 

Society became the Jaffna 

Medical Association in1969 under 

the presidency of Dr Kolitha 

Karanarathne.The crest for the 

JMA was established in 1954 and 

published in the then journal of 

the Jaffna Clinical Society. The 

uniqueness of the crest is depicted 

by the Jaffna Peninsula with 

Palmyra trees and the serpents 

wrapped around the staff. The 

motto “Ab Uno Disce Omnes” 

means from one learn all: from 

one instance you may  
infer the whole. The JMA 

anthem was composed by Dr 

Nalayini Pasupathy and sung at 
the scientific session for the first 

time in 1983. 
 

Medical education was always 
given a priority in Jaffna and to  
further the educational 
publication by the organization 

was felt important in those days 
and the journal by the Jaffna 

 

 

Clinical Society was first 

published in the year 1953. It is 

noteworthy that Indexing of all 

the articles from 1953 to 1983 

and bound together as a booklet 

is an achievement of the JMA at 

that time. Some of the editorials 

and research articles published 

during that time are still having 

relevance. Being one of the 

leading medical journals during 

that time, lost its glamour during 

the 30 year long civil war. 

Complete New look has been 

given to the Jaffna Medical 

Journal and we are proud to say 

that for the last 6 years we have 

been publishing the journal 

regularly and the last 3 years we 

have been recognized as one the 

peer reviewed journals from the 

region which can be viewed at 

the Sri Lanka Journals Online. 
 
As one of the leading medical 

organization for the last 80 years 

the JMA has contributed to 

professional development and 

community activity. In this 

context, I consider myself to be 

ever so fortunate to represent this 

prestigious Medical Association 

as the President and be able to 

support the association. 
 
The year 2020 has been a 

difficult year for all of us with 

the Covid 19 pandemic and was 

a challenge to the JMA as well. I 

take this opportunity to thank 

the outgoing President, Dr S 

Arulmoli and his Council for the 

unprecedented level of advocacy 

and activities that were carried 

out during this crucial period 

while transforming the JMA to 

face the challenges to a  
pandemic. Virtual 

communication platforms have 

now become a blessing in 

disguise in that they could be 

used to propagate distant 

medical education. 
 
Even though the primary 
objective of the JMA is for 
professional development we  

 

 

also have a responsibility towards 

promoting physical, mental, social 

and environmental wellbeing of 

our community. 
 
The Covid-19 is highly 

infectious and has severe 

consequences particularly in the 

children, elderly population and 

people with multiple co-

morbidities. At present, the 

management of COVID-19 is 

symptomatic, and measures of 

prevention are the key to control 

the outbreak. In this regard, the 

implied hopes on vaccination 

must be acknowledged. Along 

with the vaccination, other 

measures such as is wearing a 

face mask, physical distancing, 

and frequent hand washing 

which will minimize infection 

which is considered as the “new 

normal” will have to be adopted 

by all of us. The physical and 

mental impact of Covid-19 may 

remain longer than one would 

envisage, the psychological 

consequences are a result of loss 

of their loved ones and the  
economic losses. Research 

shows that COVID-19 has 

caused an increase in family 

disputes and it is likely that non-

communicable diseases may 

also show an increase owing to 

the unhealthy lifestyle brought 

on with the restrictions imposed 

on the movement of people. 

Hence we have taken up a few 

issues and have planned several 

activities for the year 2021. 
 
Out of the many activities 

planned for the year 2021 there 

are several that represent areas 

of interest to me but I would like 

to talk about one that I believe 

this august audience should be 

made aware of on “Safeguarding 

children” 
 
Convention on the Rights of the 

Child, ratified by almost all 

governments, states that children 

around the world have a right to 

a safe environment and to 
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protection from injury and 

violence. Children are exposed to 

hazards and risks as they go about 

their daily lives and are 

vulnerable. Every day around the 

world the lives of more than 2000 

families are torn apart by the loss 

of a child to an unintentional 

injury or so-called “accident” that 

could have been prevented. The 

grief that these families suffer is 

immeasurable and often impacts 

the entire community. 
 

Child mortality rates due to 

communicable diseases are 

highest in younger children 

whereas injury related mortality 

increases as the child ages. Even 

though the child mortality rates 

have shown marked decrease 

over the decades the rate of drop 

in the mortality due to injuries 

remains questionable. Injuries 

are usually put into two main 

categories: unintentional injuries 

or “accidents”, of which road 

traffic crashes, drowning, burns 

and falls are the leading causes; 

and intentional injuries, which 

result from deliberate acts of 

violence or neglect. It is not 

always easy to classify some 

injuries as one or the other.  
As children develop, their 

curiosity and wish to experiment 

are not always matched by their 

capacity to understand or to 

respond to danger. The grasping 

and drinking behaviour of the 

toddlers increase the risk of 

poisoning. The small stature of 

children increases their risk in a 

road environment and their 

inability to judge the speed of the 

vehicle. The skin of infants burns 

more deeply and quickly and at 

lower temperatures than the 

thicker skin of adults. Smaller 

airway size increases the danger 

of aspiration. Physical and mental 

stages are important, but  
children are especially 
vulnerable to injury because 

they live in a world in which 
they have little power or control. 

 
The burden of injury on children 

falls unequally. It is heaviest 

among the poor with the burden 

greatest on children in the poorer 

countries with lower incomes. 

Injury is responsible for 30% of 

deaths in1–3-year-olds, with the 

figure approaching 40% in 4-

yearoldsand 50% to 60% among 

those aged 5 to 17. In Sri Lanka 

trends in child mortality have 

shown a steady decrease except a 

peak in 2004 with the tsunami. 

The main contributor to under five 

mortality is the neonatal deaths 

and the mortality contributed by 

injuries is nearly 5.8%. These 

values will be higher if older 

children are considered in the 

analysis. The saddest aspect is that 

Sri Lanka lacks substantial data 

regarding injury in children. The 

situation in Northern Sri Lanka is 

even worse. Data regarding 

accidents is not available except 

in the media and most of the 

injuries are unreported. 

 

Socio economic factors are 

associated with injury and 
Parents of poor households are 

not able to properly care for and 
supervise their children, cannot  
afford safety equipment. Children 

living in poverty may be exposed 

to hazardous environments, 

include a high volume of fast-

moving traffic not following the 

road rules, lack of space and 

facilities for safe play; cramped 

living conditions, open cooking 

fires, unprotected wells and 

improper storage of household 

chemicals. Access to medical 

services and pre hospital care are 

an important factor for variations 

in mortality rates. 

 

The severity of an injury may 
vary depending on the injury  
mechanisms, demographic 

characteristics, and prognosis. The 

bottom of the injury pyramid to 

the top includes the injury 

cases treated in  

outpatient/emergency  
departments, injury 
hospitalizations, and injury 
deaths.  
Data from the Global Childhood  
Unintentional Injury Surveillance 

conducted showed that nearly 

50% of children under the age of 

12 years who had suffered an 

unintentional injury was severe 

enough to warrant admission to an 

emergency unit. 

 

Unintentional Injuries 

 
It is noteworthy that by the year 

2030, road traffic injuries are 

predicted to be the fifth leading 

cause of death worldwide and 

the seventh leading cause of 

disability adjusted life years lost. 

The South-East Asia, Africa and 

Western Pacific regions are 

expected to see the most 

significant increases in road 

traffic injuries. In 2004, road 

traffic injuries accounted for 

approximately two hundred 

thousand deaths among children 

and almost 30% of all injury 

deaths among children. Sri 

Lanka too is not spared of this 

high numbers and every day we 

lose precious lives related to 

incidents on the roads. 

 

The overall global rate for 

drowning among children is 7.2 

deaths per 100 000 population. 

Mortality is seen to peak in 1–4-

yearolds.In late adolescences 

another, smaller peak is seen. 

This pattern is generally 

consistent across the world. The 

likely explanations among the 

adolescents is mainly due to 

experimentation with substances 

such as alcohol and this we have 

witnessed in Jaffna over last few 

years. 

 

Sadly, the usual fate of a child 
with an extensive third degree 

burn in a low-income country is 

death. For those children who 
survive such severe burns, most 
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are left with unsightly scarring, 

resulting in both physical and 

psychological disability. It would 

therefore seem natural that the 

prevention of burns should focus 

on a mixture of environmental  
modifications, parental 
education and product safety. 

 
When compared to high-income 

countries the low middle-income 

countries reported three times 

higher rate of child mortality due 

to falls. Nevertheless, educating 

the parents of young children 

about falls is often regarded as an  
affordable and feasible 

intervention measure. Parental 

supervision is important in 
prevention, particularly when  
combined with other 
interventions. 

 
Incidence of fatal poisoning in 

infants is high and decreases with 

age until 14 years. After that, 

there is a peak in children 15 

years of age and older. Sri Lanka, 

the case fatality rate from 

poisoning was found to be as  
high as 3.2%.Household 

chemicals are the common form 

of poisoning among children and  
kerosene oil being the 

commonest. Kerosene oil is still 

used for lighting and cooking and 

is thus stored in almost every 

home. Secondly, kerosene oil is  
stored in inappropriate 
containers that are often kept in 

accessible places with improper 

stoppers. 

 

Injury in relations to animals is 

seen as Poisoning due to 

venomous snakes and scorpion 

which is a menace in this region. 

Dog bites either due to pets or 

stray dogs also contributed 

significantly to the number seen 

at THJ in 2020. Environment  
that breeds dangerous 
mosquitoes, eating poisonous 
plants and animals has also  
contributed to childhood 
morbidity and mortality. 

Intentional Injury 

 
“Childhood should be carefree 

playing in the sun; not living a 
nightmare in the darkness of the 
soul”. Dave Pelzter  
Child abuse is any act or failure 

to act by a parent or a caregiver 

that results in actual or potential 

harm to a child, and can occur in 

a child's home, or in the schools 

or community.  
A survey done in 2016 showed 

nearly 51% of the complaints due 

to child protection issues were due 

to child sexual abuse and it is sad 

that the same situation is still 

prevailing in 2021.  
Our study showed poverty, large 

family size, single parent, 

unemployment, and alcohol abuse 

in a parent contributed 

significantly to the incidence of 

child abuse. Nearly 39% of the 

time the child was physically 

abused and 90% of the time the 

perpetrator was known to the 

child. The worrying issue is that 

our children also bear the brunt of 

our irrational quest for perfection 

and top performance. Due to this, 

children are harmed in schools as 

well as homes in the form of 

corporal punishment. Teachers 

need to be trained in stress 

management techniques along 

with the need to reinforce positive 

discipline measures in schools, 

even though some may argue that 

corporal punishment does no 

harm. 

 

World has developed. Society has 

moved on. What amounted to a 

slap on the wrist of our youth is 

no longer acceptable nor is name 

calling or other forms of mental 

cruelty. We are becoming a nation 

that is increasingly prone to 

violence to resolve even minor 

issues. Such behaviour is 

intergenerational. And schools, 

where children spend a majority 

of their growing up years, must  

 
become places that inculcate 
positive behaviour. 
 
The past decades have seen 

digital technology transform the 

world in which we live. Whilst 

many of us can remember life 

before these technologies, for 

our children and young people 

who have grown up online, life 

is unimaginable without them 

which has even become an 

essential commodity in the new 

normal. While digital access 

exposes children to a wealth of 

benefits and opportunities, it can 

also unlock a host of risks 

including the misuse of their 

private information, access to 

harmful content, and cyber 

bullying. It can affect child‟s 

sleep, mental and physical 

health, and their social lives. 

According to statistics from a 

study conducted by the Cyber 

bullying Research Centre using 

a sample from the US, about 

37% of young people between 

the ages of 12 and 17 have been 

found to be bullied online and 

30% have had it happen more 

than once.  
 
Children directly and indirectly 

suffer from various  
environmental threats. 

According to the WHO air 

pollution is one of the main 

unseen threat to children‟s 

health. There is good evidence  
for associations between exposure 

to air pollution and intrauterine 

growth restriction and poor 

childhood respiratory health. Each 

year 1.7 million deaths in under 

five years are linked to the 

environment. We breathe plastic; 

we eat plastic and for both 

planetary sustainability and clean 

energy remain a huge 

development challenge. Mother 

Nature has to be reborn for us to 

survive in this planet. 

 

The pandemic of childhood 
obesity is a serious public health 
problem that increases morbidity 
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and mortality. According to the 

study done in Jaffna district in 

2017, 17.4% of the school 

children were obese and 50% of 

them had metabolic syndrome. 

This serious conundrum of 

disease is a result of unhealthy 

eating habits, lack of physical 

activity and the increase in 

screen time. Children around the 

world are exposed to severe 

threats from the commercial 

sector, by advertising and 

marketing that exploits their 

vulnerability. The persuasive 

techniques used on television to 

promote food to children were; 

the use of premium offers, 

promotional characters and the 

emotional appeal of fun. 

Unhealthy food advertising on 

television is an important 

contributor to childhood obesity. 
 
 

Sri Lanka has achieved great 

strides in the health sector due to 

its strong and well established 

primary healthcare system to 

monitor growth, development,  
nutritional status and 

vaccination. Injury prevention 

should also be incorporated into 

these so that some reduction in 

injury can be achieved. Progress 

toward further reducing deaths 

among children and adolescents 

will require a shift in public 

perceptions so that injury deaths 

are viewed not as “accidents,” 

but rather as social ecologic 

phenomena that are amenable to 

prevention. 
 

Countries that encourage a culture 

of safety, display a strong political 

commitment. Education alone on 

child safety is not enough; 

legislation and the 

 
authority should take action to 

reduce injury. The health sector 

has a leading role to play 

particularly with regard to: 

collecting and analysing data; 

carrying out research on risk  
factors; implementing,  
monitoring and evaluating  
interventions; delivering 
appropriate primary, secondary  
and tertiary care and campaigning 

for greater attention to the issue of 

child injuries. In addition to 

legislation and political 

commitment, the need for 

supervision based on the child‟s 

developmental age, the judgment 

and ability to influence the child 

and the appropriate intervention 

by the parent or carer very 

important. 
 
The JMA has taken up this role to 

advocate and train public and 

school students on this. The goals 

of the JMA cannot be achieved 

without teamwork and  
collaboration. The council  
appointed for 2021 is 
multifaceted, enthusiastic and 
committed. We hope to achieve 

some targets during this 80
th

 

year of JMA. 
 
Mental health among young was 

felt as an immediate problem. 

Death by suicide is rising. 

Courage to live with coping 

strategies and problem solving 

skills are diminishing. Promoting 

mental wellbeing and strategies to 

prevent suicide, substance and 

alcohol dependence will be taken 

up by the JMA this year. 
 
Medicine related problems and 

antibiotic resistance not only a 
global problem but seen in this 

region as well. We have taken 

up a few issues like medicine in  

transition care, antibiotic  
stewardship and drug 
information to patients into our 
activities. 
 
Non communicable disease  
prevention and screening 
activities in remote areas 
inaccessible to health will be 

also milestone to the JMA. 
 
Pre hospital life saving measures 

will safeguard several lives. 

During this Covid 19 pandemic 

basic life support must be initiated 

by the immediate family member 

to prevent spread of the disease. 

Hence, we plan to train Basic 

lifesaving skills to school 

students, teachers and public. 
 
In addition to these we hope to 
undertake several activities on  
continuing professional 

development, collaboration with 
other organizations, colleges and 

continue publishing the journal 

and newsletter. 
 
Let me conclude by pledging once 

again, that I will try my level best 

to achieve these targets during my 

tenure as the president and will be 

committed to serve you in my 

fullest capacity to take the 

association to greater heights of 

achievement and recognition. 
 
Thank you. 
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A Race to Develop 
vaccine against Covid-19 

 
 
 
 
 
 
 
 
 
 

 

Dr. Nalayini Jegathesan MBBS, MD, MRCP(UK) 
Consultant Physician 
Teaching Hospital, Jaffna 

 

 

1. Introduction 
 

The global pandemic of COVID-19 caused by SARS-

CoV-2 continues to spread and poses serious threats to 

public health and economic stability throughout the 

world. It was declared a pandemic by the World Health 

Organization on March 11, 2020. Thus, to protect the 

global population, developing safe and effective 

vaccines is mandatory to control the spread of SARS-

CoV-2 pandemic, which has had devastating medical, 

economic, and social consequences. 
 

2. Background 

 

Coronaviruses infect both humans and animals. Since 

the 1960s, globally endemic human coronaviruses 

have been identified as frequent causes of respiratory 

infections such as the common cold. More recently, 

new human coronaviruses were identified as causes 

of Middle East Respiratory Syndrome (MERS) and 

severe acute respiratory syndrome (SARS). The 

severe acute respiratory syndrome coronavirus 2 

(SARS-CoV-2) is the most recently identified human 

corona virus (Figure 1). SARS-CoV-2 belongs to the 

single-stranded RNA viruses which originated in 

bats. SARS-CoV-2 exhibits the same structural and 

molecular patterns as other coronaviruses, such as 

structural proteins S (spike), E (envelope), M 

(membrane), and N (nucleocapsid). The binding of 

the virus and its further entry into the host cell 

through angiotensin-converting enzyme 2 is mediated 

by the viral S protein. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Figure 1: structure of SARS-CoV-2 virus: spike (S)   
glycoprotein, membrane (M)  
Glycoprotein, envelope (E) glycoprotein, 

hemagglutinin-esterase (HA)  
glycoprotein,and nucleocapsid (N) phosphoprotein 
 

 

3. Race to the development of vaccines 

against COVID -19 
 
 
 
 
 
 

 

The number SARS-CoV-2 infected patients keeps rising 

despite the pandemic precaution measures. The 

prevention in reducing the transmission of SARS-CoV-2 

virus is the best hope for public health. It is presumed 

that an effective vaccination against SARS-CoV-2 

infection could only provide a protection against severe 

forms of corona virus disease. 
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3.1 Vaccines: A beginning of preventive 

Health. 

 
Etymologically, the word vaccine stems from the Latin 

word “vacca”, meaning cow. One of the most 

distinguished advancements in the history of mankind is 

unequivocally the development of vaccines, which have 

contributed significantly to the amelioration of 

infections and improvement of health and longevity. 

The very first developed vaccine is considered to be 

against smallpox developed by Benjamin Jesty as well 

as by Eduard Jenner in the 18th century. 

 

3.2 Why do we need vaccines? 
 

i) Vaccines can prevent infectious diseases. Vaccines 

do prevent measles, polio, hepatitis B, influenza and 

many others. 
 

ii) When most people in a community are protected 

by vaccination, the ability of the pathogen to spread 

is limited. This is called „herd‟ or „indirect‟ or 

„population‟ immunity. 
 

iii) When many people have immunity, this also 

indirectly protects people who cannot be vaccinated, 

such as those who have compromised immune 

systems. 
 

3.3 Vaccine development 

 

The process of developing a vaccine consists of two 

key steps  
i) Identifying an antigen  

ii) Developing a delivery approach for said antigen to 

achieve robust humoral and cellular immunity There 

are many stages involved in the development and 

production of a vaccine, from initial academic 

research to distribution to hospitals. Potential 

vaccines are commonly tested in animals first. 

Human trials are broken up into three phases 

progressively increasing the number of volunteers 

(Figure 2). Once a vaccine candidate is considered 

successful in human trials, the developers can seek 

approval by a national or regional regulatory agency, 

such as the Food and Drug administration (FDA) or 

the European Medicines Agency. 
 
 

 

Figure 2: Phases of vaccine development  

. 
 
3.3.1 Vaccines developing platforms 

a) Classic vaccine platforms 

 
The vast majority of vaccines currently licensed for 

human use can be divided into virus-based or protein-

based vaccines. The virus-based vaccines are either 

inactivated or live-attenuated virus. Since whole-

inactivated viruses do not replicate, adjuvants are 

required to stimulate the immune system. Protein-

based vaccines consist of a protein purified from the 

virus or virus-infected cells, recombinant protein or 

virus-like particles. Protein-based vaccines require 

the addition of an adjuvant to induce a strong 

immune response. These classical vaccine platforms 

have contributed to major public health 

breakthroughs, such as the eradication of smallpox 

and a vaccine to prevent cancer. However, certain 

limitations are associated with several of these 

platforms that make them less amenable to fast 

vaccine production in a pandemic like Covid 19 

disease such as large quantities of virus would need 

to be grown under biosafety level 3 (BSL3) 

conditions for a whole-inactivated vaccine; extensive 

safety testing is required to ensure live-attenuated 

viruses are safe and do not easily revert to wild type, 

and several recombinant proteins need to be produced 

simultaneously for virus-like particle vaccines 

 

b) Modern/Next generation vaccine platforms 

(Figure3) 
 
The genetic sequence of severe acute respiratory 

syndrome coronavirus 2 (SARS-CoV-2) was published 

on January 11, 2020, and the rapid emergence of 

research and collaboration among scientists and 

biopharmaceutical manufacturers followed since then. 

As of March 2021, there are 79 vaccines in clinical 

trials, 22 in the final trial or approval stage, while 13 

have been approved for use in at least one country. The 

main advantage of next-generation vaccines is that they 

can be developed based on sequence information alone. 

If the viral protein(s) important to provide protection 

from infection or disease, and thus for inclusion in a 

vaccine (that is, the vaccine antigen), is known the 

availability of coding sequences for this viral protein(s) 

suffices to start vaccine development, rather than having 

to depend on the ability to culture the virus. This makes 

these platforms highly adaptable and speeds up vaccine 

development considerably. 
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Figure 3: Overview of current COVID-19 vaccine 

development efforts. For each vaccine platform, the 

numbers of corresponding vaccine candidates are 

identified in parentheses. While protein subunit 

vaccines are the single most common vaccine 

candidate, gene-based vaccine development efforts 

overall outnumber all other platforms. Vaccine 

candidate numbers are based on the WHO Draft 

landscape of COVID-19 Candidate Vaccines 

 

3.3.2 COVID-19 Vaccine efficacy end points. (Figure 

4) 

 

Assessment of the efficacy of a vaccine is complex 

for many diseases but particularly so in the case of 

SARS-CoV-2, where the fundamental understanding 

of the pathogen is evolving Many different endpoints 

are used in vaccine research to define efficacy 

depending on the pathogen, consequences of 

infection, and transmission dynamics. The effect of 

an efficacious vaccine on the course of the SARS-

CoV-2 pandemic is complex and there are many 

potential scenarios after deployment. The ability of a 

vaccine to protect against severe disease and 

mortality is the most important efficacy endpoint, as 

hospital and critical-care admissions place the 

greatest burden on health-care systems. 

 

Figure 4: Potential endpoints of an efficacious 

COVID-19 vaccine  
 
 
 
 
 
 
 
 
 

 

3.3.3Vaccines at the winning rope 
 

3.3.3.1 Pfizer-BioNTech & Moderna 

 

The Pfizer-BioNTech and Moderna COVID-19 

vaccines were authorized by FDA for possible  
Emergency Use Authorization (EUA)in  

December2020.These are mRNA vaccine that codes 

for the virus‟s spike protein and is encapsulated in a  
lipid nanoparticle. The Pfizer-BioNTech vaccine 

requires storage at about -94 degrees F, which requires 

specialized freezers. It needs two doses in 21 days apart. 

It was shown that it has about 95% efficacy and 

apparently 100% at preventing hospitalization and 

death. Unlike Pfizer-BioNTech, the Moderna vaccine is 

stable at 36 to 46 degrees F, for up to 30 days and can 

be stored for up to six months at -4 degrees F. It needs 

two doses given at 28 days interval. The efficacy of this 

vaccine is 95%, apparently 100% in preventing 

hospitalization and death. Both of these vaccines were 

“quite effective” against the UK variant as well as the 

South African and Latin American variants. 

 

3.3.3.2 AstraZeneca-University of Oxford 

 

The AstraZeneca and University of Oxford‟s vaccine 

uses technology from an Oxford spinout company, 

Vaccitech. It deploys a replication-deficient chimpanzee 

viral vector based on a weakened version of a common 

cold virus (adenovirus) that causes infections in 

chimpanzees. It contains the genetic materials of the 

spike protein. After vaccination, the cells produce the 

spike protein, stimulating the immune system to attack 

the SARS-CoV-2 virus. It is an Adenovirus-based 

vaccine required 2 doses in 28 days apart. Its overall 

efficacy is currently about 70%. The vaccine 

demonstrated 76% efficacy against symptomatic 

COVID-19, 100% efficacy against severe or critical 

disease and hospitalizations, and 85% efficacy against 

symptomatic COVID-19 in people 65 years and older.It 

can be stored, transported and handled at normal 

refrigerated conditions, about 36-46 degrees F for at 

least six months and administered within existing 

healthcare settings.  
It has little effect against the South African variant, but 

appears effective against UK and Brazilian variants. 

 

3.3.3.3 Covishield Vaccine 
 
The Oxford-AstraZeneca vaccine is being 

manufactured locally by the Serum Institute of India, 

the world's largest vaccine manufacturer. It is 

administered in two doses given between four and 12 

weeks apart. it was found to be 70% effective after 

the first dose.  
3.3.3.4 Russia’s Sputnik V Vaccine 
 
Russia authorized for use of its vaccine in August 

2020, ahead of even beginning a Phase III trial. It 

claimed had an efficacy rate of 92% after the second  
dose. On November 2020, the 
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organization claimed 95% efficacy based on new 

preliminary data. It also offered to share one of its 

two human adenoviral vectors with AstraZeneca to 

increase the efficacy of the AstraZeneca vaccine. 

After Phase III trials it was demonstrated 91.6% 

efficacy against the original strain of the virus in 

February 2021.It is an Adenovirus-based vaccine 

needs two doses. 

 

3.3.3.5 Johnson & Johnson 

 

Johnson & Johnson vaccine only requires a single 

dose. It was demonstrated that a single dose of the 

vaccine induces a robust immune response and was 

generally well-tolerated. The single-shot vaccine is 

66% effective overall in preventing moderate-to-

severe COVID-19, 28 days after vaccination. 

However, it demonstrated 100% efficacy at 

preventing severe disease and death.  
The vaccine uses the company‟s AdVac technology 

platform, which it used to develop its approved Ebola 

vaccine and its Zika, RSV and HIV investigational 

vaccine candidates. It revolves around the use of an 

inactivated common cold virus, similar to what the 

AstraZeneca-University of Oxford program utilizes. 

 

There are many countries joined in the race of 

developing an effective vaccine by using classical 

and next generation platforms and they are still on the 

road of pre and clinical trials. 

 

3.4 COVAX-By World Health Organisation 

 

COVID-19 Vaccines Global Access, abbreviated as 

COVAX, is a global initiative aimed at equitable 

access to COVID-19 vaccines to all countries, led by 

UNICEF, Gavi, the Vaccine Alliance, the World 

Health Organization, the Coalition for Epidemic 

Preparedness Innovations, and others. 
 

Sri Lanka received the first batch of COVID-19 

vaccines from the COVAX facility in March 2021. 

This delivery of 264,000 doses is part of the first 

wave of arrivals that will continue in the coming 

weeks and months; culminating in 1,440,000 doses 

arriving through May. The additional doses to cover 

20% of Sri Lanka's population will arrive in the 

second half of 2021. All these doses are donor-

funded and provided at no cost to Sri Lanka. 

 

3.5 Conclusion 

 

Vaccines are a critical new tool in the battle against 
COVID-19. Apart from the vaccines which were  

authorized for emergency use, there are numerous 

vaccines using various platforms are in the race. In near 

future there is a hope of developing a vaccine that could 

be administered to pregnant women too.Almost all the 

vaccines show efficacy of 100% in preventing hospital 

admissions and severe disease, but it is still not clear the 

degree to which the vaccines can protect against 

infection and transmission. Getting vaccinated  
against COVID-19 and following health 

recommendations to protect everyone will offer the 

best protection from COVID-19.Developing a 

vaccine against COVID-19 is the most pressing 

challenge of our time and nobody wins the race until 

everyone wins. 
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SUMMARY 
 

 

Clinical audit is a process where quality of patient care 

is analyzed. It measure aspects of care related to 

diagnosis, therapeutics, use to resources and health 

outcomes. Audit and research differ, Research creates 

new knowledge which gives evidence for guidelines 

whereas audit looks at actual practice, If it conforms to 

accepted guidelines.Audit cycle consists of selecting a 

topic, setting criteria and standards, collecting of 

data,analyzing finding, making necessary changes and a 

re-audit after changes have been implemented. On 

completion of the audit, an audit  
report is written with conclusions and 

recommendations. 
 

Definition 
 

The clinical audit is a systematic critical analysis of the 

quality of patient care. It is a professional tool that helps 

the health professionals to look at his/her own practice 

and asses impact of patient care given. Is the care given 

good as it could be or good as it should be?. An audit 

involves everyone in the team. It is merely a fact finding 

process rather than a fault finding one. It can be 

conducted as an internal or an external process.  

 
 
 
 
 

 

The audit cycle a continuous process where quality 

and effectiveness of patient care is measured against 

an accepted standard of high quality. Thereafter 
action is taken to bring  
patient care practices in accordance with these 
standards, to improve quality of patient care and 
health outcomes.  
Audit measures all aspects related to patient care 

such as procedures used for diagnosis and treatment 
and the use of resources and outcomes, Hence regular 

audits will undoubtedly improve the quality of health. 
 
 

Audit versus research 
 
An audit the current practice compared against 
accepted standards of high quality. It is not an 

experiment of new procedures or a medication. 
Hence ethical clearance is not usually required. The 

findings are limited to the local practice. 
 
In comparison research aims to generate new 

knowledge and the findings can be generalized to 

other populations. Research finds out the best thing to 

do or the best way to do. Therefore ethical clearance 

is mandatory. 
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Remember “Research is concerned with 

discovering the right thing to do. Audit is 

ensuring it is done right” Smith R. Audit and 

research. BMJ 1992; 305; 905 – 6. 
 

Examples of a research and an audit 

 

A research project to determine the causes for poor 
glycaemic control in diabetic patients  
An audit to review if diabetic patients with poor 
glycaemic control are given proper education on their 
glycaemic control 

 

The audit cycle  
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

There are two ways in which an audit could be 

carried out 

 
First 

 

1. identify the problem or choose a topic to 
audit,  

2. set standards and criteria  
3. collect data for audit  
4. identify areas needing improvement by 

analyzing and discussing findings  
5. make necessary changes  
6. re-audit (after the changes are in place)-start 

from the beginning  
Second 

 

1. determine which aspects of the current work 
are to be considered  

2. then describe and measure the present 
performance,  

3. then develop standards, 

4. decide what needs to change, 

5. negotiate the changes, 
 

6. mobilize resources for changes to take place, 
 

7. finally review and renew the process  

 

Technical Terms 
 
It is important to understand certain technical terms 

that are used. Criteria and standards are two different 
terms. Criteria are defined as aspects of care we wish 

to examine. Standards are defined explicit levels of 

success we wish to achieve. 
 
Structure refers to the resources available to you and 
process means what you actually want to do, 

Outcomes measured are health benefits or cost 
effectiveness or patient satisfaction. 
 

Practical steps and writing an audit report 

 

1. Choose a topic 
 
The topic must be worthwhile studying. Topics could 
include patients‟ concerns,  
Risk issues, high volume or cost, new treatment or 
procedures or areas of improvement  
Or areas where there is a wide variance in patient 
outcomes. The reason for choosing the topic and the 

potential benefit should be explained. 

 

2. Set criteria and standards 
 
Criteria measured should be definable and 

measurable. It is closely related to the audit topic and 

should be justified with evidence or clinical 

guidelines. Standards are set in agreement with the 

practice staff and will vary from practice to practice. 

It is based on professional judgment. A time scale to 
 
achieve these standards could also be set. 
 
Example: 
 
50% of newly registered asthmatic patients should 
have an asthma management plan in place within 4 
months and rising to 80% by 12 months. 
 
Examples of criteria and standards 
 
Criterion: Patient waiting time before a consultation 
should not be more than 20 Minutes 
 
Standard: 75% of patient should not wait more than 
20 minutes prior to Consultation 
 
Criterion: Blood pressure of hypertensive patient less 

than60 years of age should be maintained below 
140/90mmHg. 
 
Standard: 70% of blood pressure measurement of 
diagnosed hypertensive patients‟ <60 years should be 
less than 140/90mmHg. 
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3. Data collection 
 

Proper planning is required. A data collection sheet 

needs to be prepared and data should be presented as 

shown below using simple descriptive statistics. 
 
 
 
 
 
 
 
 
 

 

4. Discuss findings and make changes 
 

An audit is essentially done to improve the quality of 

patient care and services. Therefore the changes that 

need to be implemented should be well described. 

These changes should be discussed and agreed upon 

by the practice team. Examples of changes include 

following a new protocol or guideline, introducing 

new health education programs or changing 

appointment systems or sending reminders to a group 

of patient requesting them it attend a review. 

 

5. Re-audit 
 

After a period of time once the changes have taken 

effect the audit cycle must be completed. Data 

collection should be done a second time and should 

be presented with the previous data. Briefly compare 

the two sets of data. If standards are not reached 

explain why this is so and explain what measures you 

would take to improve. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 

 

Conclusion   
The audit report should end with a brief summary. 

 
This should include what was achieved, the main 

 
learning points and the benefit to patients.  

 
 
 

 

The audit report 
 

The report should include the following in 
 

this order 
 

1. The background, 
 

2. Literature review, 
 

3. Criteria and standards, 
 

4. Method and protocol, 
 

5. Results 
 

6. Recommendation for changes and 
 

7. The recommendation for  re audit 
 

8. Complete the audit  
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Virtual Clinical Symposium of JMA (6
th

 March 2021): 
 
 
 
 
 
 
 
 
 
 
 
 

 

 Medical perspective Legal perspective 

03 
Dr.V.Bavanthan Dr.U.Mayoorathan 
Consultant Nephrologist Consultant Forensic Pathologist  

 Teaching Hospital,Jaffna Teaching Hospital,Jaffna 

 
 
 
 
 
 
 
 
 
 
 

 

Surgical perspective 
Dr.Joel Arudchelvam 
 
Senior lecturer &Consultant 
Vascular and transplant surgeon 
University of Colombo 

 
 
 

First symposium following the formation of the new committee was held on 06/03/20221. Keeping with 

the COVID norms it was held as a webinar via ZOOM with good number of participants.It turned out 

very engaging as well with active participation of many in discussion points. It was moderated by Dr S. 

Premakrishna, Consultant Anaesthesiologist who introduced the speakers and provided the frame for 

discussion. 
 

Dr V Bavanthan, our Nephrologist discussed in-depth of need and scope of transplantation in Jaffna and 

also pointed out the existing resource restrictions. Dismal performance of renal care as haemodialysis is 

the only option in the offering and the need for whole some approach, to expand to peritoneal dialysis and 

kidney transplantation programmes to deliver acceptable outcomes were conveyed in the presentation. 

Current live donor and cadaver assessment pathway in place was discussed, few modifications and 

additions would make Jaffna ready for recipient and donor preparation. 
 

Legal aspects were presented by Dr U Mayorathan, Forensic Pathologist T.H Jaffna. Legality, existing norms 

and ministry recommendations and circulars in regard to both live donor and cadaver transplantations were 

presented, clearing all doubts and ambiguity. Commercial transplantation and involvement in it directly or 

indirectly in anyway would be taken as punishable offence and the message was clearly conveyed with the 

mentioning of entailing imprisonment and fine. Difficulties with the existing jurisdiction that is defined by 

districts and implication of it in securing the timely permission to carry out cadaver transplant was discussed; 

and the need to act early .expecting such delays were emphasized. 
 

Experienced Vascular and Transplant Surgeon Dr Joel Arudchelvam, who is a Senior Lecturer in the 

surgical department, University of Colombo, presented the surgical aspects of transplant. He well 

emphasized on the preparedness for the surgery in advance (availability of preservation solution and 

surgical instruments in particular) and the importance of having a kidney transplant protocol in place. He 

also extended his support to help in the time of need in initiating a transplant programme in Jaffna, both 

Live and Cadaver. 
 

The symposium was well orchestrated, demonstrating the need and desperation for Kidney Transplant 

programme and further expansion of overall renal care service provision.  
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Moderated by: Compiled and coordinated by:  
 
 
 
 
 
 
 
 
 
 
 
 

Dr S Premakrishna Dr.Brammah R Thangarajah 
Consultant Anaesthesiologist Consultant Nephrologist 

Teaching Hospital, Jaffna Teaching Hospital,Jaffna  
 
 
 

 

Clinical meeting of JMA (24
th

 March 2021): Medical essentials Series 
 

Stepwise interpretation of ABG 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Dr.R.Gajanthan 
Consultant Physician  
Teaching Hospital, Jaffna 

 
 

Interpreting an arterial blood gas (ABG) is a crucial 

skill for physicians, anaesthetist, intensivist, and 

many other doctors. It is especially important in 

critically ill patients. Stepwise approach helps to 

detect the acid base disorders and guide the 

management of the patients. Before interpreting an 

ABG it is essential to ensure that ABG is valid by 

assessing the internal consistency. 
 

First step in this approach is to find out what is the 

primary pH abnormality (Acidosis/Alkalosis). In the 

second step the reason for the primary pH abnormality 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

will be worked out (metabolic or respiratory). 

Compensatory responses will be calculated in the 

third step. Fourth step is to find out the subtype of 

metabolic acidosis by calculating the anion gap. 
 
Calculation of ∆AG/∆HCO3 ratio in the fifth step is 

to detect associated metabolic alkalosis or normal 

anion gap metabolic acidosis among the patients 

having high anion gap metabolic acidosis. Finally 

working out the probable causes for the acid base 

disorders and correlating with the clinical condition 

constitute the last step. 
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MD (medicine) PART 1 MCQs 
 

By Dr.R .Gajanthan  
Consultant Physician 

 

 

1. Which of the followings are true regarding 
drug induced lupus? 

 

A. Male: female ratio is 1:1. 
 

B. Haematological abnormalities are unusual. 

C. Associated with low complement levels D. 

More common among slow acetylators. E. 

Alpha-IF causes elevation in anti ds-DNA. 

 
 

2. WOFT about IGRA (IF-gamma release 
assay)? 

 

A. Uses ESAT-6 Ag. 
 

B. Can differentiate active TB from latent TB. 
 

C. IGRA sensitivity is diminished by HIV 
infection. 

 
D. Less cross reactivity due to BCG vaccination. 

 
E. At least as sensitive as mantoux for active TB. 

 

 

3. Causes of idiopathic intracranial hypertension  
are 

 

A. Doxycycline 
 

B. Addison disease 
 

C. Systemic lupus erythematosus [SLE] 
 

D. Hypoparathyroidism 
 

E. Hypervitaminosis A 
 

04. Select the correct combination. 
 

A. Fine granular cast- in normal people. 
 

B. Fatty cast- pyelonephritis. 
 

C. Red cell cast –glomerular nephritis. 
 

D. Coarse granular cast –ATN. 
 

E. White cell cast – nephrotic syndrome  

 
 
 
 
 

 

5. Regarding anti arrhythmic drugs. 

A. Digoxin causes hypokalaemia. B. 

Flecainide is class Ia drug. 
 
C. Procainamide lengthens the action potential. 

D. Amiodarone may result in long QT. 

E. Lignocaine lengthens the action potential. 
 

 

06. WOFT regarding ischaemic hepatitis? 
 

A. 25 -250 times elevation of transaminases 
within 1-3 days 
 

B. Rapid normalisation of transaminases within 
7-10 days of correction of ischaemia 
 

C. Minimal changes in ALP and 

bilirubin D. Early massive rise in LDH 
 
E. Elevation of serum creatinine level 
 

 

7. D-xylose absorption test is not affected by 

A. Pancreatic disorders 
 
B. Hepatobiliary problems 

C. Intestinal integrity 

D. Bacterial overgrowth 

E. Renal disease. 
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08. Regarding dengue fever 
 

A. Low BP with low PCV indicates concealed 
bleeding 

 

B. Pearls in the red sea appearance in the skin 
occurs before leaking phase 

 

C. Plasma leakage is due to transient endothelial 
dysfunction rather than destruction 

 

D. Pleural effusion is more common than ascites 

E. Dengue shock is a hypovolemic shock 

 

 

9. Multiple myeloma is associated with 

A. Elevated serum calcium. 
 

B. Low serum phosphate 

C. Elevated ALP 

D. Elevated serum creatinine 
 

E. >10% monoclonal plasma cells in the bone 
marrow 

 

 

10. Regarding lag-storage curve 
[Oxyhyperglycaemic curve] 

 

A. Can be a normal variant 
 

B. Occurs in dumping syndrome 
 

C. Initial hypoglycemic and late hyperglycaemic 
response to the glucose load. 

 

D. Can be caused by thyrotoxicosis 

E. Happens in severe liver disease 

 

 

11. Causes for reduced uptake of radio 

iodine A. Thyroiditis 
 

B. Struma ovarii 
 

C. Grave‟s disease 
 

D. Functional metastatic follicular thyroid 

cancer E. Factitious hyperthyroidism 
 

 
 

12. Regarding organophosphate poisoning 

A. May cause initial hypertension 

B. Bronchospasm is not a feature 
 

C. Intermediate syndrome usually needs 
intubation and ventilation 
 

D. Pralidoxime can be used without 

atropine E. Causes delayed neuropathy 

 

 

13. During normal 

pregnancy A. ALP increases 
 
B. Transaminases may increase up to two fold 

C. Cholesterol decreases 
 
D. Fibrinogen increases 

E. Bilirubin may increase 

 
 
14. Which of the followings will cause both T & 
B cell defect? 
 

A. Digeorge syndrome 
 

B. Common variable immunodeficiency 
 

C. Wiskott-Aldrich syndrome 
 
D. Hyper IgM syndrome 
 
E. X-linked agammaglobulinaemia. 
 

 

15. Regarding glucocorticoid induced 
osteoporosis 
 

A. Does not involve skull 
 

B. Bone loss is more rapid in the early months of 
treatment 
 

C. Alternative day delivery does ameliorate the 
effects on the bone 
 

D. Trabecular bone is more severely affected 
than cortical bone 
 

E. Can occur with any route of administration. 
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16. Rhabdomyolysis is caused 

by A. Hyperkalaemia 
 

B. Hypomagnesemia 

C. Hypophosphatemia 

D. Hypothyroidism E. 

Status epilepticus 

 
 

17. Homocysteinuria differs from Marfan‟s 
syndrome as it is associated with 

 

A. Low IQ 
 

B. Thrombotic tendency 
 

C. Osteoporosis 
 

D. Upward lens dislocation 
 

E. Short stature 
 

 

18. Regarding respiratory system 
 

A. Type 2 alveolar cells cover 95% of alveolar 
surface area 

 

B. Type 2 cells are more in number 
 

C. Type 1 cells secrete surfactant 
 

D. Type 2 cells produce type 1 cells 
 

E. In a normal person physiological dead space 
is equal to anatomical dead space. 

 

 

19. Oxygen dissociation curve is shifted to left 

in A. Alkalosis 
 

B. Hypothermia 
 

C. Sickle cell disease 
 

D. Methaemoglobinaemia 

E. G6PD deficiency 
 

 
20. The followings can be measured using 
spirometry 
 

A. FEV1 
 
B. FVC [Forced vital capacity] 
 
C. TLC [Total lung capacity] 
 
D. RV [Residual volume] 
 
E. PEF [Peak expiratory flow] 
 
 
 

 

ANSWERS 
 

1. TTFTT 

2. TFTTT 

3. TTTTT 

4. TFTTF 

5. FFTTF 

6. TTTTT 

7. TTFTF 

8. TFTTT 

9. TFFTT 

10. TTFTT 

11. TTFTT 

12. TFTFT 

13. TFFTF 

14. FFTTF 

15. FTFTT 

16. FTTTT 

17. TTTFF 

18. FTFTT 

19. TTFTT  
20. TTFFT 
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