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The incidence of emerging infections has increased 
in the recent past. Developing countries such as India 
suffer disproportionately from the onslaught of emerging 
infections given the confluence of precipitating factors 
such as demographic, environmental and socio-economic 
factors burdening our public health systems. 

 This issues of quarterly NCDC Newsletter focuses on 
activities undertaken by NCDC centering around emerging 
infections. The lead article provides an overview of 

Crimean Congo hemorrhagic fever (CCHF) epidemiology hitherto unknown 
in India till January 2011. It also highlights key details of recent CCHF 
outbreaks investigated by NCDC.  Various steps are also underway in NCDC 
to combat emerging infections. International Health Regulations (IHR) is an 
important instrument to tackle emerging infections globally and NCDC is the 
IHR focal point for India. Key activities of NCDC such as activation of SHOC 
for H1N1 response in the country, consultation meet of IHR stakeholders etc 
during this quarter of the year can be read in the relevant sections.

Several emerging infections are foodborne in origin. Therefore food safety 
is critical in preventing emerging infections. NCDC has started a pilot lab-
based surveillance for foodborne and acute diarrhoeal diseases, details 
of which are provided in the ‘Research Highlights’ section. NCDC also 
organized a National Consultation  to mark World Health Day on food safety. 
Details are provided in the NCDC news section. Efforts are underway to carry 
out similar activities on food safety throughout the year with involvement of 
the states.

I hope you find this issue of quarterly NCDC Newsletter very interesting to 
read. I look forward to your feedback.

 Lead Story

Crimean Congo haemorrhagic fever: Need to remain alert

Crimean Congo haemorrhagic fever (CCHF) is an emerging public health problem in India. It is an 
acute, highly-contagious and life-threatening disease caused by a Nairovirus of  the Bunyaviridae 
family. The first outbreak in India was reported in 2011 from Gujarat killing four people including a 
doctor and a nurse who were either involved in the treatment or were the close contacts of  patient.
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Subsequently, every year outbreaks of  CCHF have been reported from different districts of  Gujarat. 
Recently, outbreaks of  CCHF have also been reported from Jodhpur, Rajasthan and Muradabad, 
Uttar Pradesh (Table 1). 

CCHF virus circulates in nature in a tick-

vertebrate-tick cycle, mainly among cattle, 

sheep, goats, and hares. The infection is 

transmitted to humans primarily by bite of  

ticks of  the genus Hyalomma, but also through 

direct contact with blood or tissues of  viremic 

patients or animals. The majority of  cases have 

occurred in agricultural workers, slaughterhouse 

workers and veterinarians. Human-to-human 

transmission occurs from close contact with the 

blood, secretions, organs or other bodily fluids 

of  infected persons. Nosocomial infections can 

also occur due to inadequate precautions while 

taking care of  patient, improper sterilization 

of  medical equipments, reuse of  needles and 

contamination of  medical supplies. Hence health 

care workers also constitutes a high risk group.

Clinical presentation and management

The disease is sudden in onset and the 

clinical signs and symptoms appear 1-3 days 

(maximum 9 days) after tick bite or 5-6 days 

(maximum 13 days) following contact with 

infected blood or tissues or viremic animal. Pre-

haemorrhagic phase includes fever, myalgia, 

dizziness, neck pain, stiffness, backache, 

headache, sore eyes, photophobia, nausea, 

vomiting and sore throat early on, which may 

be accompanied by diarrohea and generalized 

abdominal pain. Over the next few days, the 

patient may experience sharp mood swings, 

and may become confused and aggressive. After 

two to four days, the agitation may be replaced 

by sleepiness, depression and lassitude, and 

the abdominal pain may localize to the right 

upper quadrant, with detectable hepatomegaly 

(liver enlargement). Haemorrhagic phase starts 

with petechial rash both on internal mucosal 

surfaces, such as in the mouth and throat, may 

give way to ecchymoses, melaena, haematuria, 

epistaxis and bleeding from the gums which 

may lead to hepatorenal and pulmonary failure 

after the fifth day of  illness. The mortality rate 

from CCHF is approximately 9-50% with death 

occurring in the second week of  illness. In those 

who recover, improvement generally begins on 

the ninth or tenth day after the onset of  illness. 

The convalescence period begins in survivors 

about 10–20 days after the onset of  illness. 

Because of  the non-specific presentation 

other illnesses like malaria, leptospirosis, 

rickettesial diseases, meningococcemia, 

dengue haemorrhagic fever, hemolytic uremic 

syndrome, and thrombocytopenic purpura 

form the differential diagnosis. 

During first five days of  illness the laboratory 

diagnosis is based on detection of  RNA by 

molecular methods- conventional or real time 

RT PCR. IgM and IgG antibodies start to 

appear subsequently and can be detected by 

ELISA. CCHF virus is highly contagious and 

Table 1: Outbreaks of  CCHF reported under IDSP 2012-15 (C: cases & D: deaths)

S. No State 2011 2012 2013 2014
Up to March 

2015

C D C D C D C D C D

1. Gujarat 6 4 4 2 18 7 3 3 1 0

2. Rajasthan - - - - - - 1 0 4 2

3. Uttar Pradesh - - - - - - - - 1 1
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requires Biosafety Level-4 containment facility 

for virus isolation. Currently two laboratories, 

the National Centre for Disease Control, Delhi 

and the National Institute of  Virology, Pune 

are equipped to undertake diagnosis of  CCHF. 

Samples of  suspected CCHF cases should be 

transported with utmost precautions to these 

institutes under prior intimation.

Critical supportive care remains the mainstay 

of  the treatment of  CCHF cases. Patient should 

be treated in an isolation room with barrier 

nursing precautions wearing personal protective 

equipment (PPE) including impermeable gown 

with head cover, face-shield, gloves and shoe 

covers. The doctors and paramedical staff  

should be well trained in donning and doffing 

PPE. Hospital infection control practices, use 

of  appropriate disinfectants such as freshly 

prepared 1% sodium hypochlorite and waste 

management by autoclaving/incineration of  

infectious waste should be in place while the 

patient is in the hospital. Patient may need 

ventilator support and intensive monitoring 

to guide volume and blood component 

replacement. 

Although there is currently no specific antiviral 

therapy for CCHF, Ribavirin has been shown to 

inhibit in-vitro viral replication. Additionally, 

several case reports have been published that 

suggest oral or intravenous Ribavirin is effective 

for treating CCHF infections. It is administered 

as 2 gm loading dose followed by  4 gm/ day in 

4 divided doses for 4 days and  2gm/day in 4 

divided doses for 6 days

Mild cases (Category-A -fever < 38.5˚C, no 

systemic bleeding, Alanine Transaminase levels 

<50 IU, Platelet count > 50,000) improve 

spontaneously in about 10 days of  illness. 

Patient can be managed with supportive 

therapy and regular monitoring for worsening 

of  symptoms. These patients do not require 

Ribavirin. However, those who are in the 

first 5 days of  illness and are severely ill 

(Category-B- with high grade fever > 38.5˚C, 

local and systemic bleeding manifestations, 

Alanine transaminase levels >150 IU, Aspartate 

aminotransferase >200 IU, platelets < 50,000 

or Activated Partial Thromboplastin Time  >60 

seconds) should be treated with Ribavirin. For 

patients first seen/recognized as CCHF after 

day 5 and in comatose/terminal state with DIC 

and multi organ failure (Category C), treatment 

with Ribavirin is indicated but the prognosis is 

very poor. 

Currently there is no approved vaccine available 

for CCHF. An inactivated suckling mouse 

brain vaccine was used in limited number of  

volunteers in erstwhile Soviet Union and high 

risk groups in Bulgaria, however, data regarding 

vaccine efficacy and safety is not available. 

Coordinated approach for prevention and 
control 

CCHF being a zoonotic vector-borne disease, 

multi-sectoral integrated approach involving 

medical, veterinary and entomology specialties 

is the key to prevention and control of  outbreaks. 

As in other vector-borne diseases, breaking the 

chain of  transmission will control the outbreak. 

Tick control measures should be under taken on 

the tick host and habitat. Various insecticidal 

formulations namely  0.5% Dichlorovos, 1% 

Carbaryl or 3-5% Malathion can applied to 

domestic  animals to get rid of  their ticks. 

Ground application of  dust formulation of  

acaricides should be carried out in gardens, 

yards, animal sheds, walls and crevices and 

nearby fields during disease outbreak. Control 

of  ticks is difficult to achieve.

Awareness should be created in persons 

working with livestock or other animals to 

take practical measures to minimize exposure 

to ticks by use of  repellents on the skin (e.g. 

DEET) and clothing (e.g. permethrin) and 
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wear light clothing that covers legs and arms, 

tuck pants into socks while working in tick 

infested environment or wearing gloves or other 

protective clothing to prevent skin contact while 

working with the infected tissues or blood. 

Avoiding or minimizing exposure to the virus 

will prevent occurrence of  illness and hence 

all suspect cases should be treated following 

strict barrier nursing precautions. Health care 

workers should follow strict hospital infection 

control measures to avoid nosocomial spread.  

Detailed information on the disease, prevention 

and control including hospital infection control 

measures, handling of  human remains, waste 

management are available in the CD Alert Vol 

14(1) issue on Crimean Congo haemorrhagic 

fever available on NCDC website (http://www.

ncdc.gov.in).

Recent Outbreaks

Multi-disciplinary teams of  the National Centre 

for Disease Control assisted State Governments 

of  Rajasthan and UP to investigate recent 

outbreaks of  CCHF along with the State 

Departments of  Health and Animal Husbandry.

In Jodhpur, Rajasthan, in January 2015, four 

CCHF cases were reported and all these were 

male nurses of  ICU of  a private hospital. Dates 

of  onset of  all four cases were within a span 

of  one & two days. A retrospective review of  

clinical records of  all the cases admitted in 

ICU within fifteen days duration before onset 

of  first case, revealed that there was only 

one case compatible with clinical symptoms 

of  CCHF. This case was earlier diagnosed by 

the doctors of  the private hospital as a case 

of  hepatic-encephalopathy and died in the 

hospital while undergoing treatment for the 

same. Clinico-epidemiological, environmental 

and entomological examination strengthened 

the possibility of  this case being the index case 

for this CCHF outbreak. Some key findings of  

the investigation pointing to the diagnosis were 

as follows: case patient was a cattle grazer by 

occupation, spending most of  his time with the 

cattle; cattle in the village of  this case were 

found to be heavily infested with ticks (Fig. 1); 

case patient was involved in distribution of  free 

fodder from a location near the animal enclosure 

at outskirt of  village leading to increase in 

the possibility of  exposure to animal ticks  

(Fig 1.) Therefore, close contact with tick-

infested animals and handling of  haystacks 

without use of  protective clothing by the index 

patient were some prominent risk factors 

identified as likely route of  transmission for the 

present episode of  CCHF. 

During the same month, 57 year old female 

patient resident of  village Kanth in district 

Muradabad, UP developed fever and weakness 

and was treated by a local medical practitioner 

and a private hospital. When she deteriorated 

further and developed bleeding manifestations, 

she was shifted to a private tertiary care hospital 

in Noida, UP where she was investigated 

for haemorrhagic fever. Peripheral smear 

for malaria, serology for typhoid, dengue, 

leptospirosis and rickettsial diseases were 

negative. She was diagnosed as a case of  CCHF 

after her blood sample was tested positive at 

NCDC, Delhi. Since then, she was isolated in 

ICU and given Ribavirin but did not improve and 

expired in hospital ICU.  All infection control 

practices, PPE and waste management were 

followed appropriately. 

Investigations revealed that the patient owned a 

buffalo and a cow calf  and was closely involved 

in taking care of  these animals (feeding, 

bathing and cleaning the surroundings) and 

milking them. The animal shed was located 

in the courtyard of  the house (Fig 2). The 

feed was stacked in the shed and court yard. 

Out of  two domestic animals, one had been 

sold in the open market by the family of  the 

index case.  Entomological examination of  the 
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remaining animal and surroundings revealed 

tick infestation. The ticks and animal blood sera 

collected from the house and the neighborhood 

were sent to the Institute of  High Security 

Animal Diseases, Bhopal. So-far results for 15 

tik sample have come out negative. Results 

for animal blood sera are awaited. Contact 

tracing and IEC was carried out. Local hospital 

was strengthened to manage any such cases. 

State Animal Husbandry department has been 

requested to carry out tick control measures.

Conclusions and Next steps

CCHF is a disease of  high public health concern 

in India as it has displayed high fatality rate, 

involvement of  health care workers which further 

compromises health care and outbreaks have been 

reported every year since 2011 in Gujarat and 

now in adjoining states displaying geographical 

expansion. Given this, it would be worth identifying 

areas at risk for CCHF and enhance surveillance. 

The National Institute of  Virology, Pune and the 

Indian Veterinary Research Institute, Izatnagar 

have carried out a survey in animal blood 

samples collected from 23 states in the country. 

Results showed presence of  IgG antibodies with 

positivity ranging from 0-53% indicating the 

circulation of  virus in nature. There is a need to 

carry out sero-survey in humans and animals 

and map out the prevalence of  Hyalomma ticks 

to identify hotspots for institution of  further 

measures to prevent outbreaks. 

In the meantime, the best way for prevention of  

the disease is the education of  risk groups and 

awareness in healthcare workers. High degree 

of  clinical suspicion, early diagnosis and good 

supportive care following hospital infection 

control measures will help in preventing 

outbreaks.

Fig 1. Village of CCHF index case and worksite in Rajasthan- cattle in the village infested with ticks, 
workers involved in distribution of fodder without any protective clothing

Fig 2. House of CCHF case in UP- cow shed in courtyard with cracks and crevices and stored

Contributed by: Drs.Veena Mittal, Anil Kumar, Mala Chhabra, Rupali Roy- NCDC
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 Outbreak Investigation

Outbreaks reported and responded to under the Integrated Disease 
Surveillance Programme in 2014
Outbreaks captured under the IDSP system 
show that five states contributed more than 5% 
of  outbreaks each in the country over the period 
2008-14. These states are Karnataka (11%), 
Maharashtra (11%), Tamil Nadu (9%), West 
Bengal (9%), Gujrat (7%) and Bihar (6%). In 
2014 a total of  1562 outbreaks were reported. 
States contributing more than 5% outbreaks 
each are Maharashtra (13%), Karnataka (10%), 
West Bengal (9%), Tamil Nadu (8%), Gujrat 

(7%), Bihar (6%) and Odhisha (6%). Acute 
diarrheal diseases (22%), food poisoning (20%), 
measles (12%), viral fever/ PUO (10%,) and 
dengue (7%) account for most of  the outbreaks 
reported in 2014. Laboratory services were 
used in 70% of  outbreaks reported. To improve 
the quality of  outbreak investigations, states/
UTs are expected to undertake a comprehensive 
outbreak investigation and send appropriate 
samples for laboratory investigations. 

State wise number of outbreaks reported under IDSP
State Outbreaks reported
A & N Islands
Andhra Pradesh 64
Arunachal Pradesh 8
Assam 84
Bihar 86
Chandigarh
Chhattisgarh 50
D&N Haveli 3
Daman & Diu
Delhi 4
Goa
Gujarat 109
Haryana 27
Himachal Pradesh 11
Jammu & Kashmir 33
Jharkhand 53
Karnataka 163
Kerala 74
Lakshadweep 2
Madhya Pradesh 83
Maharashtra 205
Manipur 4
Meghalaya 3
Mizoram 2
Nagaland 1
Odisha 87
Puducherry 5
Punjab 21
Rajasthan 33
Sikkim 3
Tamil Nadu 122
Telangana 7
Tripura 13
Uttar Pradesh 35
Uttarakhand 19
West Bengal 148
Total 1562

Disease wise number of outbreaks reported under IDSP

Disease Outbreaks reported

Acute Diarrhoeal Diseases 343

Acute Encephalitis Syndrome 38

Acute Respiratory Infections 1

Anthrax 6

Chickenpox 96

Chikungunya 63

Cholera 38

Haemorrrhagic Fever 6

Dengue 113

Diphtheria 7

Dysentery 1

Enteric Fever 19

Food Poisoning 306

Leptospirosis 6

Malaria 53

Measles 191

Mumps 17

Pertussis 1

Rubella 12

Scrub Typhus 4

Viral Fever 150

Viral Hepatitis 81

Others 9

Total 1562

(Contributed by Dr Pradeep Khasnobis-IDSP, 
NCDC )
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 NCDC News

NCDC takes a lead in countrywide coordinated response to H1N1 

Disease surveillance and response is one of  
the primary mandates of  NCDC. In response to 
the recent spate of  H1N1 cases in the country, 
NCDC took a lead in outbreak response and 
monitoring. 

A preliminary assessment team (PAT) 
comprising all HODs of  NCDC, recommended 
the Director, NCDC to activate Strategic 
Health Operations Centre (SHOC). SHOC was 
established in NCDC to acts as a command 
centre to manage disease outbreaks, public 
health emergencies or disaster situation. 

SHOC in action

The SHOC was activated since 26 February 
2015 on a 24 hour basis. A public health 
specialist was on duty round the clock to collect, 
compile, analyze & disseminate information 
related to H1N1 situation. A track of  logistics 
including diagnostics and PPE was being kept 
through the SHOC. As on 2 March 2015, a total 
of  21,412 cases of  H1N1 and 1,158 deaths 
were reported from across the country.  At the 
same time the outbreak monitoring cell (OMC)                                                                                                          
helpline number (011-23921401) was widely 
advertised in print and electronic media during 
the entire outbreak period. OMC responded 
to 4,781 calls during the period of  activation 
(23.1.15 to 9.4.15). The average number of  
calls responded per day was 63 and the highest 
number responded in a given day was close to 
250. The calls were received from all over the 
country.

It, therefore, played a significant role in allaying panic and anxiety amongst the general population. 
A qualitative assessment shows that most queries were related to signs, symptoms and prevention 
of  H1N1; availability of  diagnostic and treatment facilities; H1N1 vaccine policy and vaccine 
availability and lab report results.

(Contributed by Drs Himanshu Chauhan, Sanket Kulkarni, Chhavi Pant Joshi & Sonia Gupta) 

Call load at Outbreak Monitoring Cell (23.1.15 to 9.4.15)
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First training workshop on Health 
Programmes in India for Public 
Health Specialists of Central 
Health Services held in NCDC 

Public Health Specialists in the Central 

Health Services are working in different health 

programmes, organisations and institutions 

around the country. It is important to keep 

them updated with recent advances in the 

various programmes as also the challenges 

faced by the programmes and plans. For this 

purpose, a training workshop on National 

Health Programmes was conducted from 21- 

23 January 2015 at the National Centre for 

Disease Control, Delhi.  

The inaugural session of  the workshop on 

21 January, 2015- was graced by Dr Jagdish 

Prasad, Director General Health Services,  Dr. 

A.K.Panda, Addl Secretary (Health), Dr Ashok 

Kumar, Addl DGHS and Dr N.S.Dharmshaktu, 

Addl DGHS. Fifty-one participants including 

senior Public Health Specialists as well as newly 

recruited officers  from Ministry of  Health and 

Family Welfare, Directorate General of  Health 

Services, apex National institutes, Regional 

Directorates and Airport and Port Health 

organizations attended the three day training 

programme.

The training comprised of  overview lectures 

and discussions on key National Health 

Programmes, steps of  outbreak investigation 

as well as hands on training in Epi Info and 

GIS. Some important topics covered were 

draft National Health Policy 2015, harnessing 

information communication technology in 

public health, International Health Regulations. 

A session on  leadership and motivation was 

also held for the public health experts. 

 (Contributed by Dr. Arti Bahl- NCDC)

NCDC conducts STH survey in 
Delhi schools 
Soil-transmitted helminths (STH), namely 
roundworms, whipworms and hookworms 
affect more than 2 billion people worldwide. 
STH prevalence is considered as one of  the 
health markers for understanding the health 
and hygiene status of  a particular region. In 
developing countries like India, STH infections 
have a high public health importance. The 
global burden of  disease caused by common 
STHs is estimated to be about 39 million 
disability-adjusted life years (DALY).  WHO 
advocates for regular treatment of  at least 75% 
of  all school-aged children at risk of  morbidity 
for STH infection.  Information on prevalence 
and intensity of  STH infections is necessary 

to guide deworming strategies (annual / bi-
annual / none) as well as to assess impact of  
interventional strategies. 

With an objective to estimate STH prevalence 
rates in different regions, NCDC has after a 
period of  seven years, embarked upon a journey 
to map the disease load in the community. 
The current surveys have been started among 
students of  Municipal Corporation Schools 
located in outer Delhi.  One of  the MCD 
demarcated zones has been surveyed and 
samples are being processed. Previous surveys 
by NCDC had indicated that the overall STH 
prevalence varied widely from 0% to 83.2% 
in general (0.9% - 41.9% in urban areas; 0 to 
41.9% in rural areas; 3.5% to 36.5% in hilly 
areas, 24.4% to 83.2% in coastal areas; 0.5% 
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to 24.7% in tribal areas and 5.6% to 32.2% in 
plains).  

NCDC Team Conducts IEC and Collects Stool Samples

(Contributed by Drs Vinay Garg & S K Jain- 
NCDC)   

International Health Regulations 
core committee meeting at NCDC

NCDC is the focal point for International Health 

Regulations (IHR) in India.  In this context 

a meeting was held on 26 February, 2015 to 

discuss the International Health Regulations 

(IHR) with regard to IHR core capacity area 

of  chemical events.  Meeting was attended by 

representatives from CDC India Office, WHO- 

India office, AIIMS (Poison centre), NDMA, 

ICMR and Dte GHS. 

The highlights of  the meeting were: creating 

linkages at all the levels viz. Centre State, 

and District for existing systems of  disease 

surveillance under NCDC and MoHFW.   It was 

recommended that IDSP network should include 

the capture of  syndromic health reporting of  

chemical events at district level and in the event 

of  clustering of  health events, alerts could be 

generated from the IDSP network. 

The necessary capacity enhancement for 

chemical events, for the IDSP network is 

planned to be taken up in collaboration with 

NDMA, CDC and NCDC in near future.

(Contributed by Drs Meera Dhuria and Prabha 
Arora- NCDC)

National Consultation on Food 
Safety held to mark World Health 
Day 2015 

 Glimpses from the National Consultation on Food Safety

The theme for World Health Day 2015 is Food 

Safety which is an important public health issue 

and needs involvement of  various stakeholders 

along with advocacy at the highest level.

National Centre for Disease Control in 

collaboration with Food Safety and Standards 

Authority of  India (FSSAI) and WHO Country 

office organized a National Consultation on 

Food Safety on 1st April 2015 presided over by 

Secretary, Ministry of  Health & Family Welfare, 

Secretary, Ministry of  Consumer Affairs along 

with DGHS, WR, CEO FSSAI, Director NCDC and 

dignitaries from the Ministry of  Agriculture, 

Commerce & Industry. During the inaugural 

function, the Secretary Health & Family Welfare 

emphasized on the need for greater inter-

sectoral collaboration in food safety as multiple 

stakeholders are involved many of  who belong 

to non- health sectors. The DGHS observed 

that non-communicable diseases are on a 

rise in India, therefore awareness regarding 

processed food should also be stressed upon 
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in food safety messages. Director NCDC stated 

that the programme is the beginning of  a year 

long series of  activities to advocate and raise 

awareness on food safety. NCDC through its 

IDSP network and branches is spearheading 

this activity.

The inaugural function was followed by a panel 

discussion on the theme: “From farm to plate- 

make food safe”. Experts from NCDC, FSSAI, 

Dept of  Animal Husbandry, Indian Agricultural 

Research Institute, National Institute of  

Nutrition, civil society and Food processing 

industry representatives deliberated on key 

challenges on food safety. An exhibition on the 

theme was also organized at the venue.

Background material developed on food safety 

for the National Consultation was sent across 

to the states through the IDSP network and 

NCDC branches to facilitate and support them 

in spreading awareness on food safety. 

(Contributed by Dr Tanzin Dikid- NCDC)

UN declares International day of 
Yoga

On a proposal from Hon’ble Prime Minister, 
the UN general assembly  adopted an India-led 
resolution declaring June 21 as 'International 
Day of  Yoga', recognizing that "Yoga provides a 
holistic approach to health and well-being."

This development closely follows an increasing 
recognition of  healthy lifestyle contributing 
to general wellbeing and health. The positive 
impact of  consistent yoga practice lowering 
blood pressure and stress levels have been well 

documented in many scientific journals.

 News from around

National Health Portal launched

The Ministry of  Health and Family Welfare, 
Government of  India has set up the National 
Health Portal in pursuance to the decisions of  
the National Knowledge Commission, to provide 
healthcare related information to the citizens of  
India and to serve as a single point of  access 
for consolidated health information. 

The National Institute of  Health and  Family 
Welfare (NIHFW) has established Centre for 
Health Informatics as the secretariat for 
managing the activities of  the National Health 
Portal.

8th TEPHINET Global Conference

Date: 29 June to 3 July 2015 in Mexico

More information at www.tephinet.org

Forthcoming Conferences/ 
Meetings

10
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NCDC Research Highlights

Foodborne and Diarrheal Disease Outbreak Response and Surveillance: 
Pilot Project
Unsafe food—containing harmful bacteria, viruses, parasites or chemical substances—causes 

diseases, ranging from diarrhoea to cancers to emerging and re- emerging diseases. In India, the 

burden of  food-borne disease is not known.

 NCDC in collaboration with the Global Disease Detection India Centre has initiated a pilot project to 

enhance laboratory and epidemiological capacity for foodborne and acute diarrheal disease (ADD) 

surveillance and outbreak response at the district and state level in 2013. This will enable a better 

understanding of  the epidemiology of  foodborne illnesses in India including etiology and point of  

contamination 

Two districts each in Tamil Nadu and Gujarat were identified for the pilot based on site level 

assessment of  laboratory and epidemiological capacity. In each state, an IDSP state referral 

laboratory was selected to support the district level laboratories in microbiologic identification, 

distribution and manage proficiency testing (PT) panels, and mentor district laboratory scientists.

Objectives of the Pilot Project

Laboratory enhancement

•	 Pre-analytic:	Specimen	collection,	handling,	processing

•	 Analytic:	Improved	microbiologic	diagnostic	capacity,	establish	external	quality	assurance

•	 Post-analytic:	Timely	and	systematic	results	reporting	

Epidemiologic capacity building

•	 Strengthen	systematic	outbreak	investigation	and	documentation	

•	 Improve	data	collection,	analysis

•	 Support	the	use	of	analytic	studies	to	evaluate	causes	of	outbreak	

Epidemiologic enhancement has focused on strengthening the capacity of  local public health officials 

to conduct and document systematic ADD/foodborne disease outbreak investigations, frequently 

with the involvement of  an Indian Epidemic Intelligence Service officer. Laboratory enhancement 

has focused on ensuring timely submission of  clinical (stool) specimens. All four pilot districts 

have initiated routine laboratory-based surveillance of  ADD patients presenting to district health 

facilities. For further details about the project and food safety refer to:

World Health Day 2015. Food Safety: From farm to plate Make food safe. National Centre for 
Disease Control. Delhi, India
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 Monitoring Disease Trends

Status of ARI in India 2012 to 2014
Acute respiratory infections 
(ARI) in children less than 
five years old are the leading 
cause of  childhood mortality 
worldwide. Most of  these deaths 
are caused by pneumonia and 
bronchiolitis. According to WHO 
estimates the annual number of  
ARI-related deaths in this age 
group (excluding those caused 
by measles, pertussis and 
neonatal deaths) is 2.1 million 
accounting for about 20% of  

all childhood deaths. In India acute respiratory infections (ARI) are captured by the IDSP as per 
probable case definition – “a person with sudden onset of  fever >38ºC and cough or sore throat in 
the absence of  other diagnosis”. The trend of  ARI over last three years is given in the graph below. 
Cases in 2014 have been more than previous two years’ cases in early part (wk 3 to wk 15) and then 
again in the later part (wk 43 to wk 49).Cases show an upsurge after July leading to a peak during 
monsoons after which it comes down. There is a second transmission season that coincides with 
the winter season during the period January to February. The ARI trends are inclusive of  seasonal 
influenza including the H1N1 situation.

(Contributed by Drs Pradeep Khasnobis, Chhavi Pant Joshi, Sh Prasun Sharma, IDSP- NCDC


