NCDC Newsletter

Quarterly Newsletter from the National Centre for Disease Control (NCDC)

From The Desk o f the Director ‘

Zika virus disease has emerged as a major public health
problem associated with outbreaks of febrile disease that
clinically rese mble dengue fever and other arboviral
A diseases but has been linked to neurological syndrome
and congenital malformations. The history of the virus is
Dr. S.Venkatesh reminiscent of chikungunya virus which reemerged in
Director, NCDC  Africa and now circulates in all inhabited continents  and
is a major global health problem.
The lead story in this issue of the NCDC Newsletter focuses on Zika
virus disease prevention and control strategies led by NCDC in India.
In recent time appearance of antimicrobial resistance has severely
compromised our defences against new and emerging microbes.
Recognizing its importance the Ministry of Health and Family Welfare,
Govt of India and NCDC organized an international conference on the
theme oO0Combating AMR: a Public H
Details of the conference are highlighted in the NCDC News section.

Our outbreak section focuses on the hepatitis outbreak in Shimla,
Himachal Pradesh and the recent trends seen in outbreak reporting by
different states under the IDSP programme.

The monitoring di sease section focuses on Malaria, another important
vector- borne disease in India. India has recently rolled out STOP
MALARIA initiative by 2020.
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Lead Story ‘

Zika fight reaches a turning point with new insights about the virus

Zi ka Virus Disease
mosquito -borne ZVD has been declareda o0 Publ i c
World Health Organization on 1st February 2016.

( Z V Dynknéwa sto npenae @ © e s sne dt hfer olma sd y
Heal t h

Emer gency of

Although, the virus was first identified in a rhesus monkey in the tropical Zika forest in Uganda in Aprll
1947 by the scientists of the Yellow Fever Research Institute , the first human Zika Fever infection was

identified in Nigeria in 1954.
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The World Health Organization reported
the first local transmission of Zika virus

in the Region of the Americas, with
autochthonous cases identified in Brazil.
As of 18 May 2016, 60 countries and
territori es report continuing mosquito -
borne transmission of which, 46 countries
are experiencing a first outbreak of Zika
virus since 2015, with no previous
evidence of circulation, and with ongoing
transmission by mosquitos Person -to-
person transmission has been reported
from 10 countries probably via a sexual
route.

Zika virus usually causes a mild self -
limiting disease characterized by fever,
fatigue, rash, arthralgia, myalgia,
headache, retro-orbital pain, back pain
resembling other illnesses like Dengue,
chikungunya and  other  arboviral
infections.  ZVD, however, has raised
much concern because microcephaly and
other fetal malformations are potentially
associated with Zika virus infection or
suggestive of congenital infection, have
been reported in eight countr ies or
territories. In the context of Zika virus
circulati on, 13 countries and territorie
worldwide have reported an increased
incidence of Guillain -Barré syndrome
(GBS) and/or laboratory confirmation of a
Zika virus infection among GBS cases.
Based on research to date, there is
scientific consensus that Zika virus is a
cause of microcephaly and GBS.

No cases of ZVD have been detected in
India till now. However, the Ministry of
Health & Family Welfare, in consultation
with other Ministries/Departments, has
taken measures for the country
preparedness as follows:

CD alert along with guidelines on Zika
virus disease has been prepared and
circulated to all States/UTs and posted at
NCDC website( NCDC.Gov.in) to create

awareness among health professionals. To
strengthen surveillance, guid elines and
case definitions for Zika Virus Disease
have been circulated to all States/Uts and
the |IDSP State/District surveillance
officers and RRTs have been sensitized
and trained.

The Maternal and Child Health Division
(under NHM) has established Sentinel
Surveillance  System in identified
institutions representing different parts of
the country to identify any unusual
increase or clustering of microcephaly
cases.National Blood Transfusion Council
(NBTC) has advised the blood b anks not
to accept blood from donors till 2 weeks
following complete recovery from acute
viral infection and cessation of any
therapy/ medications. Potential blood
donors who have returned from outbreak
zone should not donate blood for 4 weeks
from date of return.

Vector Surveillance, Larval & Adult
Surveys, is being undertaken by
State/District NVBDCP. In addition Zika
virus surveillance in aedes mosquitoes is
being conducted by Vector Control
Research Centre, Puducherry; Centre for
Research in  Medical En tomology,
Madurai and National Institute of
Malaria Research, Delhi & its Field Unit
at Bengaluru.

For diagnosis of ZVD, laboratories at
NCDC Delhi and NIV Pune have the
capacity to undertake tests. The
laboratory algorithm and test proforma
has been developed. In addition ICMR
has strengthened following labs:

1. King Institute of Preventive Medicine,

Chennai, Tamil Nadu
2. NIV Field Unit, Allapuzzha, Kerala

3. Manipal Centre for Virus Research,
KMC, Manipal
4. BJ Medical College, Ahmedabad
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Regional Medical Research Centre,

Bhubaneshwar

6. National Institute for Cholera &
Enteric Diseases, Kolkata

7. King George Medical University,
Lucknow

8. Regional Medical Research Centre,
Dibrugarh

9. Regional Medical Research Centre,
Jabalpur

10. Jawaharlal Institute of Post Graduate

Education & Research, Puducherry

Travel Advisory has been issued, salient
points are that the non -essential travel to
the affected countries to be deferred/
cancelled. Pregnant women or women who
are trying to become pregnant should
defer/ cancel their travel to the affected
areas. All travelers to the affected
countries/ areas should strictly follow
individual protective measures, especially
during day time, to prevent mosquito
bites (use of mosquito repellant cream,
electronic mosquito repellants, use of bed
nets, address that appropriately covers
most of the body parts). Persons with co -
morbid conditions (diabetes, hypertension,
chronic respiratory illness, Immune
disorders etc.) should seek advice from the
nearest health facility, prior to travel to
an affected country. Travelers having
febrile illness within two weeks of return
from an affected country should report to
the nearest health facility. Pregnant
women who have travelled to areas with
Zika virus transmission should mention
about their travel during  ante-natal visits
in order to be assessed and monitored
appropriately.

All the International Airports / Ports have
displayed billboards/ signage providing
information to travelers on ZVD with the
advice to report to Immigration
authorities if they are re turning from
affected countries and suffering from
febrile illness.

The Airport / Port Health Organization
(APHO / PHO) have identfied a
guarantine/ isolation facility in identified
Airports. Directorate General of Civil
Aviation, Ministry of Civil Avi ation has
instructed all international airlines to
follow  the recommended aircraft
disinsection guidelines.

24X7 Call Centre for Zika Virus disease is
established at EMR, Dte GHS(011 -
23063205, 011- 23061469)

What is Zika Virus Disease

Zika virus is tran smitted by Aedes
(Stegomyia) mosquitoes. The  virus
belongs to the genus Flavivirus, family
Flaviviridae, and is closely related to
other flaviviruses of public health
relevance including dengue, chikungunya,
yellow fever and West Nile viruses.

Reservoir of infection: Unknown

Immunity: Once a person has been

infected, he or she is likely to be

protected lifelong.

Vector: Transmitted primarily by

Aedes aegypti mosqui to. Aedes

albopictus mosquito also  might

transmit the virus

Mode of transmission

9 Bite of i nfected female Aedes
mosquitoes

91 Sexual intercourse with

infected/recovered person

Perinatal transmission

Transfusion related ZIKV

transmission

I ZVD is usually relatively mild and

requires no specific treatment.

There is no vaccine against Zika

Virus. People sick with Zika virus

should:

Get plenty of rest,

Drink plenty  of fluids , and

Receive symptomatic treatment

with acetaminophen

= =

=) =] =
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(Paracetamol
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Prevention & Control
Chikungunya

Case Definitions
Suspected case

) for pain and fever and antihistaminic for pruritic rash.
If symptoms worsen, they should seek medical care a
0 Integrated Vector Management as for Dengue and

nd advice.

- Patient with skin rash or elevation of body temperature more than or

equal to 37.2 degrees with one or more of the following symp toms (not explained by

other medical conditions):
Arthralgia or myalgia

= =] =]

Headache or malaise

Non purulent conjunctivitis or conjunctival hyperemia

With history of travel to countries with indigenous transmission of ZIKV in last 2

weeks.

The country details are available at www.cdc.gov/zika/geo/index.html
Confirmed case 0 A suspected case with laboratory positive result for the specific

detection of ZIKV by RT -PCR.

(Contributed by Drs . Pradeep Khasnobis

CD Alert on Zika Virus Disease

& Mala Ch habra , NCDC)

Issue: March 2016, National Centre for Disease Control, Directorate General of

MARCH 2016

ZIKA VIRUS DISEASE

INTRODUCTION

Zika Virus Disease (ZVD) is a mosquito-borne
(Aedes) viral disease caused by Zika virus (ZIKWV).
It presents as mild fever, rash (mostly
maculopapular), headaches, arthralgia, myalgia,
asthenia, and non-purulent conjunctivitis,
occurring about two to seven days after the bite of
the infected mosquito. One out of five people may
develop symptoms, but in those who are affected
the disease is usually mild and may last between
two and seven days. Its clinical manifestation is

often similar to dengue, also spread by the same
vertor

GLOBAL SITUATION

Recent Outbreaks

Outbreak in Yap in 2007: Remote island of
Yap (7,500 inhabitants), Federated States of
Micronesia reported 49 confirmed and 59 probable
cases of ZVD. No hospitalization, haemorrhagic
manifestations, or deaths were reported. Aedes
hensilli was identified as the predominant vector
species. This outbreak represents transmission of
Zika virus outside Africa and Asia.
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Outbreak Investigation

In 2015-16, a total of 1935 outbreaks were reported through the Integrated Disease
Surveillance Programme (IDSP). The state of Maharasht ra (10%), Karnataka (9%), Madhya
Pradesh (7.7%), West Bengal (7.5%) and Tamil Nadu (6.3%) were the top five states
reporting outbreaks. These five states reported 40.5% of all outbreaks in year 2015 -16. As
compared to the previous two years, the state of M adhya Pradesh reported 150 outbreaks
and entered the list of top three states reporting outbreaks in 2015  -16.

The newly created state of Telangana reported 30 outbreaks in 2015 -16. The Union
Territory of Daman and Diu reported 3 outbreaks as compared to ni | cases in previous two
years.

Acute diarrhoeal disease and Food poisoning continue to be the two top causes of outbreaks
reported over a period of three years consecutively, followed by measles in the last two
years.

ABOUT THE IDY LOGO

1 Folding of both hands in the logo symbolise Yoga,
the union, which reflects the union of individual
consciousness with that of umversal
consciousness, a perfect harmony between mind &
body, man & nature; a holistic approach to health
& well being.

The brown leaves symbolise the Earth element,
the green leaves symbolise the Nature, blue sym-
bolises the Water element, brightness symbolises
the Fire element and the Sun symbolise the source
of energy and inspiration.

© The logo reflects harmony and peace for humani-
ty, which is the essence of Yoga.

Yoga for Harmony & Peace
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Stat e/UT wise outbreak reporting Disease & Year Wise no. of Outbreaks
under IDSP (2013 -15) reported under IDSP (up to week
ending 03.01.2016)

Discasesfliness
2013 2014 2015 Total

2015

Andaman & Nicobar 1 g?:suetgsliéiarrhoeal 576 344 450 1370
Andhra Pradesh L BT Acute Encephaliis 13 38 25 76
Arunachal Pradesh 7 8 21 Syndrome
Assam 70 84 73 Anthrax 10 6 11 27
Bihar 134 |86 | 121 Chickenpox 121 96 142 359
Chandigarh 0 7 P
Chhattisgarh 58 50 50 Chikungunya 7263 46 181
Dadra and Nagar Havel 2 3 17 Cholera 96 38 45 179
Daman & Diu 0 3 CrimeanCongo 8 6 15 29
Delhi “ “ 1 Hemorrhagic Fever
Goa 8 6 (CCHF)
Gujarat 117 109 121 Dengue 130 113 152 395
Haryana 15 27 28 . .

Diphtheria 4 7 8 19
Himachal Pradesh 5 11 27 P I
Jammu & Kashmir 54 33 43 Enteric Fever 1 |19 116 |36
Jharkhand 50 53 66 Fever wih Rash 29 29
Kamataka 251 163 | 175 Food Poisoning 370 306 328 1004
Kerala 76 74 98
Lakshadweep * 2 2 Influenza A HIN1 1 9 10
Madhya Pradesh 98 83 150 Jaundice 22 22
Mah'arashtra 256 205 195 ——— 13 5 5 o
Manipur 4 4 5
Meghalaya 1 3 14 Malaria 43 53 88 184
Mizoram 1 2 6 Measles 89 191 279 559
Nagaland 1 1 |2 Mumps 25 17 35 717
Odisha 113 87 81
Punjab 24 21 45 Scrub Typhus 4 4 8 16
R.a Jgsthan 33 33 63 Viral Fever/PUO 272 150 92 514
Sikkim 3 3 4
Tamil Nadu 149 122 123 Viral Hepatitis 99 81 88 268
Telangana 7 30 Others 1 12 30 53
Tripura 4 13 |8 Total 1964 1562 1935 5461
Uttar Pradesh 37 35 120
Uttarakhand 33 19 20
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Hepatitis E Outbreak reported
from S himla, Hima chal Pradesh

An increase in number of cases of
Jaundice was reported in 2nd week of
December from areas under Shimla
Municipal Corporation. A total of 1681
cases of jaundice were reported froml11lth
December 2015 to 21st April 2016 from the
affected area. Majority of the cases were
from 4 main wards of Shimla namely,
Chota Shimla, Kasumpati , Patiyog and
Khalini.

A team from NCDC, Delhi investigated
the outbreak. On investigation it was
observed that the main source of water
supply to the affected wards i s from
Ashwani Khad treatment plant, and few
local water bodies called Bawaris.  Spot
map (Figure 1) depicts the mainly
affected wards and their water

supply.

uuuuu

Majority of areas under SMC have a piped
sewerage system, where effluent gets
treated at Malyan a and Dhalli Sewage
Treatment Plant (STP) Areas without a
proper sewerage system have installed
septic tanks in their dwellings and the
effluent from these is discharged in to
open drains. Also, practice of open
defecation is existing in few areas. The
treated sewage effluents are released
from sewage treatment plant (STPs) in
Malyana and Dhalli into the natural
sources that eventually supply raw water
to the Ashwani Khad treatment plant.
This water is then treated at Ashwini

Khud and then supplied for drin king
purposes under SMC areas. Out of 53
serum samples taken by Central team, 43
tested positive for IgM HEV at NCDC. All
10 water samples were found
unsatisfactory for Human consumption
and 5 of these samples were also positive
for faecal contamination. T his
substantiated, the hypothesis, that
proper/appropriate process for treatment
of contaminated water was not being
followed at the Ashwani Khud treatment
plant. Inadequate chlorination and
inadequate quantity of alum was being
mixed in the untreated wate r. Further,
the corroded and visible pipeline leakages
at Ashwini Khud may have led to mixing
of contaminated water with the treated
water. This may have resulted in the
supply of contaminated water to the
community settings.

Case definition: A case was defined as
any person residing in the affected areas
who had dark urination/yellow
discoloration of the sclera/skin, since
December 2015 onwards and with serum
billirubin level above 1.2/ mg/dl.

Figure2: W eek wise distribution of
Jaundice cases reported under IDSP

Week wise no of cases of Jaundice reported under IDSP (N=1681)
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The Epidemiological Curve indicates a common point source
outbreak, due to consumption of contaminated drinking water.
Peak number of cases are being reported from Week 1 to Week
4 of 2016, with a near baseline incidence at week 1
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Table 1: Area wise distribution of
Jaundice cases:

Area Cases*
Vikas Nagar 176
Khalini 139
Kasumpti 130
Chota Shimla 105
Sanjauli 89
New Shimla 73
Panthaghati 89
BCS Shimla 59
Mehali 63
Bembaloi 27
Dhalli 18
Others 713
Total 1681

*As on 21% April 2016

Actions Taken by the State/District

administration:

1. Passive surveillance of cases

jaundice in all hospitals done, with
State

daily reporting to the

Surveillance Unit, Himachal Pradesh.

2. House to House Survey i

among general population

n the
community to search for more cases.

3. IEC campaign to increase awareness

about

Recommendations:

1.

Standard procedures should be
followed while conducting water
purification at pretreatment,
treatment and post treatment Stages,
including adding Alum at
pretreatment level and ensuring
adequate  available chlorine  at
Consumer end.
Repair/ replacement of leaking water
pipes should be done to avoid
contamination of water.
Effluent from the STP should not be
released in the natural sources and
sewage treatment should be ensured
before it is released.
Regular monitoring of functioning of
both Water treatment Plant and STP
to be done. Also, ensure clean water
supply at Consumer end.
Improve sanitation standards and
general cleanliness including open
defecation, particularly in areas
having construction activity viz.
around Ashwini Khud treatment
plant, Pateyog and in areas near STP
in Malyana and Dha |li.
Raise community awareness about
good hygiene practices particularly
hand washing and boiling of drinking
water
(Contributed by Praveen G, Girish
Makhija, Ruchi Jain , Partha
Rakshit & Pradeep Khasnobis )

measures to prevent the occurrence
and spread of Hepatitis Also,
regarding maintaining hygiene and
water purification methods etc.
Administration  ensured adequate
availabili ty of chlorine tablets in the
affected areas.

Ensure timely investigations and
treatment of all jaundice cases
Conducted bacteriological, virology
investigation in order to establish the
diagnosis.

Director General of Health Services accord
approval of Risk Communication Plan the
country. With this Indidas ackeved IHR
Core capacity six. Details are placed at
weblink:
http://www.ncdc.gov.in/writereaddata/mai
nlinkfile/File593.pdfThis document is
expected to provide understanding the
nuances of Risk Communicatisamework.
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NCDC News

National and Internationa | Experts Participate in Antimicrobial
Resistance Conference

of Heaith
I.";' Welfare
ment of India

!

Uni on Heal t h Mi ni ster Launching t he Logo 6 A
International conference at New Delhi

An international conference on the who dispense them, the hospitals that
themeé66Combating AMR: atreaP thé Ipatients, Hileeaihdustry which
Chall enge and Priorityddmanudastures r @raimiérabielsd b ythe

Ministry of Health &Family Welfare in government which regulates the sale of

co-ordination with NCDC during 23 ™ -25 antimicrobials , research organization

February, 2016 at Hotel Ashoka, New which come out with innovative

Delhi. solutions, and civil society that articulates

Around 350 participants representing 16 peoples perspectives on antibiotic use, it is

countries joined this three day meeting therefore imperative that all stake

for sharing knowledge on all aspects of holders contribute to pave the way for

AMR. Also present on this occasion were effective action to combat AMR.

important dignitaries -Health Ministers of

India, Bhutan, Maldives and Nepal, Media campaigns like radio

Secretary Health India, DGHS,DG ICMR, adverti sement , a | ogo on &
WHO Regional Director, representatives with Cared and O00Medicines

from WHO and UNICEF. |l inedd wer e | aunched by b
Sh. J P Nadda, Hond bl eHealthrMinister dukihg thé ¢etemony for

Minister reiterated during the inaugural raising mass awareness of the rational

ceremony that AMR has emerged as no. use of antimicrobials. The move of

one public health challenge and has grave | aunchi ngneso $trige withc Red

economic consequences, which can be |l i nedd i s ai med a-the- di scou
avoi ded. Whi | e rei nf eauer nsgle of ramtimierdbigl drugs

commitment, leadership and resolve to without prescriptions and misuse of the

combat AMR, the health minister drugs. O6Nati onal Treat ment

emphasized that as AMR is a complex Anti microbi al Use in I nfec
issue fuelled by numerous stakeholders and O0Hospit al I nfection
that include s patients, doctors who Guidel inesd were also unveil
prescribers of medicines, pharmacists occasion.
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N— The inaugural session was followed by sessions on
ﬁ‘f?é?ﬂ%ﬁé?ﬁsﬁ’o’ﬁ““m global picture of A_MR, rational use _of anj[ibiotics, AMR
in health care setting and need for infection prevention
- and control; international experiences on policy
SRt o f perspective, surveillance for AMR in humans, animals
and environment (highlighting importance of quality
data from local to global surveillance to guide action
LOOK DUT FOR THE RED LINE and a call from WHO to share aggregated national
: level data with global antimicrobial su rveillance
system (GLASS), role of regulatory authorities,
research and innovation on AMR and panel discussions
| on perspectives of industry and civil societies on
combatting AMR.

-

Launch of Campaign
O0Medi ci nes wi 't

Another highlight of the event was
a poster competition on AMR A t h I R t
organized by NCDC for under n Imlcro Ia 95|S ¢
graduate medical students all over
the country with the objective of
raising awareness among the
students on AMR. An over -
whelming response was received
from the students in participating
and presenting innovative ideas on
containment of A MR. The
conference served as a common
platform in  bringing together
international and national experts

from all relevant sectors in Session on Sharing | nternational experiences on
exploring the one health approach Policy perspectives for combating AMR during
in combating AMR. the conference

[B BELAGAV

ARy The high level participation in this meeting was an
DO ALLBUC%RE LW N

opportunity to re new commitment to contain AMR
and to learn lessons and experiences from other
countries who have developed strategies to combat
AMR and have initiated implementing the
activities in this direction such as Japan,
Netherland, Indonesia, Myanmar, Thailand,
Nepal, US, UK and Sweden. The rich experiences
gained through this conference will help develop
National Action Plan which as per the commitment
of member countries needs to be developed by 2017
in alignment with the global action plan, adopted

A glimpse of Posters on Antimicrobial by 68th World Health Assembly.
resistance
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Training
Public Health Challenges in India:
Perspectives &
Health Specialists in CHS from 20 -22
January 2016 at NCDC, Delhi

N

A second round of three day training
workshop was conducted for Public
Health Specialists working in Central
Health Services at NCDC, Delhi. The
training progr amme was attended by 37
Public Health Specialists as participants
which included senior as well as new
entrants in the Public Health Specialist
cadre. The traini ng comprised lectures
discussions and updates on universal
health coverage, drugs & antimicrobial
= :

resistance, MCH, Communicable (Yaws
Eradication) and Non Communicable
diseases, IDSP, IHR and emerging
infections (Ebola & Mers CoV ) and IT &
health, GIS and SHOC activation at
NCDC.

The inaugural session of the workshop on
22.01.2016 was graced by Dr B.D. Athani,

Wor kshop on

SpEDinectorgGemer@l Health Services; Dr
A.C.Dhariwal, Director (NVBDCP); and

| s s ues oProff(Dry S.K.Bathpdthy, cDirector, KIT

School of Public Health, Bhubn eshwar,
Odisha

(Contributed by Drs Shikha & CS

Aggarwal, NCDC)

Capacity building for management of
Chemical events under IHR

An expert group meeting for development
of standardised training material for
National Level training on Chemical
events: Detection and management in
health sector was convened under the
Chairmanship of Dr S Venkatesh,
Director NCDC on 26 February 2015,
NCDC.

Delegates from Ministry of Environment,
Forest & Climate Change (MOEF&CC),
National Institute of Disaster
Management (NIDM), National Institute
of Occupational Health (NIOH), Regional
Labour Institute (RLI) under DGFASLLI,
World Health Organization (WHO) India,
All India Institute of Medical Sciences
(AlIMS) and Maulana Azad Medical
College (MAMC) besides officers from IHR
Secretariat in NCDC, participated in the
meeting.

Delegates were introduced to all 13 core
capacities under IHR 2005 along with the
role & responsibility and reporting
requirements of IHR National Focal Point
(NFP), NCDC Delhi. The group suggested
to identify m ajor hospitals for handling of
the medical emergencies during chemical
disaster and to plan to build their
capacity. Hazardous Substances
Management Division (HSMD) under
MoEF&CC is the nodal point, for
Chemical emergencies and hazards
management in India, which has three
main information systems for capturing
chemical events/ hazards in the country
namely National Hazardous Waste
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Information System (NHWIS), Chemical
Accident Information Reporting System
(CAIRS) and  Accident  Reporting
Procedure (HSMD). Thes e systems need
to be linked with recording and reporting
system in health. Exploration of use of
IDSP network for training purpose and
use of its media scanning facility for
capturing common toxidromes needs to be
done. Baseline information on clustering
of common type of medical events due to
chemicals in past ten years in ESI
hospitals is to be wused as resource
material for development of training
material.

(Contributed by Dr Sonia Gupta,
NCDC)

NRHM, be apprised about the programme
and location of grant -in-aid for NRCP.
(Contributed by Drs Mala Chh bra &
D Bhattacharya, NCDC)

Meeting of State Nodal Officers
and Training of Master Tra iners
on Rabies Prophylaxis

Meeting of the State Nodal Officers
(SNOs) of National Rabies Control
Programme and training of master
trainers was held on 2 March, 2016 at
NCDC, Delhi. Thirty Seven participants
from 20 States participated in the
meeting. Le cture discussions were held on
animal bite management and intradermal
(ID) route of inoculation of anti -rabies
vaccine as per the national guidelines on
rabies prophylaxis. This was followed by
visit to Maharishi Valmiki Infectious
Diseases hospital for ha nds-on
training/demonstration on ID route of
inoculation and Rabies Immunoglobulins
infiltration. Draft operational guidelines
for implementation of NRCP were
discussed in detail and inputs were
obtained from SNOO®Gs
Queries regarding | ocation of funds were
addressed by DDO, NCDC. The
participants requested that State MD,

Hands on training of
Microbiolog i st s 0 60 Reemer gi

n
and emerging di seasesoOo a

A hands-on training on re -emerging and
emerging diseases was organized at
NCDC during 16 -19th March, 2016 for
strengthening skills and competencies of
microbiologists and thereby build their
capacity for d etection of outbreak prone
and emerging pathogens. The training
course was attended by 15 participants
from 4 states and was facilitated by
technical experts in the relevant fields.
The training programme covered lectures
followed by hands -on
training/demo nstration on wide range of
topics like recent advances in laboratory
detection of Influenza, antimicrobial
resistance in bacteria including
Gonoccocci, Rickettsial diseases,
leptospirosis, Anthrax, Diphtheria, acute
diarrheal diseases, bacterial food
poisoning, fungal infections and emerging
zoonotic infections such as Crimean
Congo haemorrhagic fever (CCHF), Ebola
and Zika infection. Other important topics
were biosafety and biosecurity
management, specimen collection and
transportation, use and disposal o f PPEs,
and Quality Assurance in laboratories.
The participants were provided with
training material viz. standard guidelines
and power point presentations. The
training was highly appreciated by
participants in enhancing their knowledge
and skills as per the feedback provided at

f o rthe ént & thefcourse. | | zat i on.

(Drs Sarika Jain , Mala Ch habra,
NCDC)

Pagel2of 15



Public health entomology training
organized for state entomologists Training ~ on  Public  Health
- N Entomology was organized by
Centre for Medical Entomology &
Vector Management from 23 Feb.
to 22 March 2016. Nineteen
Entomologists participated in this
training course. For successful
culmination of the training,
different experts in the field of
. medical entomology & disease
. control were invited in addition to
faculties from NCDC, to deliver
. lectures on various specialized
. topics.
Basic aspects of surveillance,
monitoring and control of vectors of
. malaria, Dengue, Japanese
Encephalitis, Chikungunya,

T e

- Y 8§ s

CCHF, Plague, Scrub typhus etc. were covered.

Field visit : All participants visited to Alwar in R ajasthan from 16 -20 March 2016 to
conduct assessment of vector borne disease situation in the field under supervision of Dr LJ
Kanhekar, Roop Kumari, and Dr SN Sharma (NVBDCP). Field training was provided to
them on vario us aspects of entomological/ epidemiological data collection, recording of data,
surveillance of Aedes mosquitoes, tick , Mites etc and KAP study. They have shown different
paradigms of malaria including
An. fluviatitis breeding in
foothill.

In Alwar City, very high breeding
indices of Aedes aegypti was
recorded and dengue virus also
detected in vector mosquito that
indicates a warning for an
outbreak of dengue in the city if
appropriate action would not be
undertaken. After the field visits

all field collected samples were
processed and identified. The
method of Fleas collection from

. o _ rat was also demonstrated in the
Aedes Breeding Survey in Alwar, Rajasthan lab

S

The field report was presented on
the last day during the concluding session. It was appreciated by Director as well by DrN S
Dharam shaktu, Special DGHS.

(Drs Roop Kumari & LJ Kanhekar, NCDC)
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Release of Disease Alert: A monthly surveillan ce report from IDSP

Spl DGHS, Dr N S Dharmshaktu, unveiled first edition of monthly

Dise%;]ert .HCEA ]OO v = %O}CE§ }( I AW ]. ¢ 0 CE§_ IJCE]VP
© Jaipur. IDSP has been collecting disease surveillance data since November
[— - | 2004 through its podl and henceforth, it will be publishing National and

State level data for Presumptive & Lab surveillance for few selected
diseases. Along with data, the monthly report will showcase its
achievements and significant outbreak investigation conducted by. IDSP
This published data will

help in planning research

and initiating
programmes for control
of communicable

diseases. Also, it will help

States in strengthening

surveillance of epidemic prone diseases and to further

analysing their progress in disease toh activities.

The efforts of CSU IDSP team for publishing this

surveillance report has been commended by 8hR Sharma, Secretary Healih, (Prof) Jagdish Prasad,
DGHS and Sh. C. K. Mishra, AS & MD (NHM)

(Contributed by Dr Jyoti & Dr Pradeep Khasn obis , IDSP)

News from around

Results from NFHS 4 Survey released

The National Family Health Survey (NFHS) is a-$¢aaje, multiround

survey conducted in a representative of households throughout India.

The National Family Health Survey (NFHS) was initiated in intha i

early 1990s with the first NFHS conducted in 2992Since then, India

has successfully completed NFR# 199899 and NFHS in 200506.

The Ministry of Health and Family Welfare released the results from

the first phase of the National Family H#aSurvey (NFH&), 201516.

Findings for the 13 States of Andhra Pradesh, Bihar, Goa, Haryana,
Karnataka, Madhya Pradesh, Meghalaya, Sikkim, Tamil Nadu, Telangana, Tripura, Uttarakhand, West
Bengal and two Union Territories of Andaman and Nicobar IslandsPuducherry show promising
improvements in maternal and child health and nutrition. The results indicate that fewer children are
dying in infancy and early childhood. After the last round of National Family Health Survey 262005
infant mortality ha declined in all first phase States/Union Territories for which trend data are available.
All 15 States/Union Territories have rates below 51 deaths per 1,000 live births, although there is
considerable variation among the States/Union Territories. Infaottality rates range from a low of 10
in Andaman and Nicobar Islands to a high of 51 deaths per 1000 live births in Madhya Pradesh
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