
 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

  

 

 

From The Desk of the Director 

Lead Story 

Volume 4, Issue 4,  
Oct-Dec, 2015 

International verification team mission (IVT) visits India to assess yaws eradication 
status 
Yaws is a chronic bacterial infection, characterized by a primary skin lesion (“mother yaws”) followed by a 
chronic stage in which destructive disfiguring lesions of the skin and bones result in disability. It is a 
contagious non-venereal disease caused by the bacterium Treponema pallidum subspecies pertenue. 
Although rarely fatal, yaws can lead to chronic disfigurement and disability. Overcrowding, poor personal 
hygiene and poor sanitation facilitate the spread of the disease. It is easily curable. Penicillin was the 
mainstay for the yaws eradication story in India. 
 
 
 

                          In this issue of the NCDC Newsletter, we have leading         
                          stories on two pertinent issues that India has        
                          demonstrated a leadership role: the first lead story is          
                          on the successful visit of the international verification         
                          team to assess yaws eradication efforts in India led by     
                          NCDC and the second lead story is on substantial  
                             efforts made by India for development of core 
capacities in implementation of revised IHR (2005). The emergence of 
Zika virus in the American subcontinent has once again reemphasized 
the importance of coordinated international response to defeat bugs for 
the safety of our world. 

 
A decentralized model of outbreak investigation set up by IDSP across 
India is yielding results leading to faster and effective response to 
outbreaks thereby reducing morbidity and mortality. A diphtheria 
outbreak investigation in Punjab led by IDSP state rapid response 
team in coordination with the Central Surveillance Unit of IDSP 
features in the outbreak section. Other usual sections such as NCDC 
highlights, research corner and monitoring disease trends are featured 
in relevant sections of the newsletter. 

I hope you will find this newsletter informative and useful. I sincerely 
look forward to your feedback. 

 

Dr. S.Venkatesh 
Director, NCDC 
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Glimpses from the field visit made by 
the international verification teams 

Yaws Eradication Programme (YEP) was 
started as a pilot project in 1996, in the 
Koraput district, Odisha. Subsequently 
the programme was extended to cover all 
other endemic states of the country by 
1999. The YEP adopted a 2-pronged 
strategy: (i) using active case-finding 
through 6-monthly aggressive search 
operations, and treatment of cases 
together with prophylaxis of contacts with 
long-acting penicillin; (ii) generating 
awareness and mobilizing the community 
through information, education and 
communication (IEC) programmes. 

Following nationwide implementation of 
the programme, the number of reported 
cases fell from 3571 in 1996 to 0 cases in 
2004 (Fig. 1). After validating this status 
for three consecutive years, Government 
of India together with the WHO Regional 
Office for South-East Asia declared the 
elimination of yaws in the country on 19 
September 2006. 

  

 

 

 

 

 

 

 

Having achieved elimination, a workshop 
“roadmap from yaws elimination to yaws 
eradication” was organized in September 
2006 to guide the National Centre for 
Disease Control (NCDC) to achieve 
eradication of the disease. The experts 
recommended continuing all ongoing 
activities and initiating 3 new activities: 
sero-surveys among children aged 1–5 
years to assess cessation of transmission 
of infection; rumour reporting and 
investigation; and a cash incentive 
scheme to encourage voluntary reporting 
of the cases by the community. 

Since then, active case searches, 
serosurveys in children aged 1–5 years 
and implementation of programmatic 
activities have not identified any new 
cases or evidence of ongoing transmission. 
In December 2014, NCDC formally 
submitted the country report of the 
programme to the WHO Country Office 
with the request to certify yaws 
eradication from the country.    
In response to this, the WHO appointed 
an International Verification Team (IVT) 
to assess the claim of India that it is free 
from yaws disease. Accordingly an 
International Verification Team from 
WHO visited India 4-17 October 2015. 
  
 
The terms of reference of the IVT mission 
were: 
 to validate the data collected during 

serosurveys on reporting of yaws 
cases; 

 to assess the quality of the 
surveillance system; 

 to assess the interruption of yaws 
transmission;  

 to assess the level of knowledge on 
yaws among health workers, 
schoolchildren, schoolteachers and 
community members; and 

 to submit a draft report at the end of 
the mission. 

 



 

 

 

 

The IVT comprised three independent 
experts supported by eight WHO 
Secretariat staff (four International staff 
and four WHO Regional and Country 
Office staff) and a number of national, 
state and district level experts and staff. 
The IVT reviewed country report 
submitted by the NCDC and other 
published and unpublished references and 
records; discussion with the officers of 
NCDC, Directorate General of Health 
Services, Ministry of Health & Family 
Welfare and with staff coordinating the 
eradication efforts, including  face-to-face 
interviews and review of presentations 
given during meeting sessions; and 
conducted field visit to yaws formerly 
endemic areas, interacting with health 
staff at state, district and sub-district 
levels, as well as with representatives of 
civil societies and community members.  
The teams visited more than 50 health 
facilities and villages and screened over 
1000 children. They also interviewed 
officials and staff of the YEP at state, 
district, block, primary health-care centre, 
sub-centre and village levels, and visited 
medical colleges, non-governmental 
organizations and other stakeholders.  
The team reviewed and found all past 
records and reports including line listing 
of yaws suspects, rumor registers were 
well maintained. All villages have been 
covered under active surveillance. Suspect 
cases have been referred to PHC for 
clinical confirmation. Yaws recognition 
cards and permanent wall writings and 
paintings were displayed in communities. 
Since 2004, no evidence of yaws was seen 
in any documentation examined at any 
level of the health service 
Key observations made by the team 
Observations at the State Level: 
• There was good coordination between 

the states and the national nodal 
agency (National Centre for Disease 
Control)  

• No new confirmed cases of yaws have 
been reported since 2003 
 

• To date, states have continued all 
programmatic activities  

• No funding gaps occurred from 1997 
onwards 

• Guidelines for medical officers, sero-
surveys, spot maps and all related 
information were available for 
examination. 

•  Supervisory visits to the districts 
have been made by State and National 
nodal officers. 

• Medical Colleges have been identified 
as nodal centres for  Rapid Response 
Teams 

• Medical college faculty has never seen 
a yaws case 

• Line listing of yaws and suspect cases 
have been compiled 

• Details of rumours investigated  
• Laboratory 

investigations/confirmations 
performed 

• Funds disbursed to the district 
 
Observation at Village Level: 
• In all villages visited yaws messages 

were displayed   
• Villagers were aware of  yaws in the 

local languages but have not seen any 
cases 

• Publicity and awareness of incentives 
was verified during community visits 
and individual interviews  

• Villagers were aware of incentive 
scheme and often the amount! 

• No new yaws cases were seen among 
the many children examined 

 

The team found remarkable enthusiasm 
and awareness of staff and communities. 
It therefore recommended for scale-down 
of yaws activities with continuation of 
awareness of the disease amongst health 
workers and community. The IVT 
recommended that all rumours should be 
investigated clinically, serologically and 
epidemiologically and documented. 
Laboratory services for yaws and syphilis 
should be reviewed and consideration 
given for the use of point-of-care tests at 
the periphery and PCR technology   
introduced at the National level in 
collaboration with the STI programme 



  
India prioritizes the implementation 
of International Health Regulations 
(IHR 2005) - An update 
 
 
Background: The International Health 
Regulations were first adopted by the 
World Health Assembly (WHA) in 1969 
and covered six diseases viz. cholera, 
plague, yellow fever, smallpox, relapsing 
fever and typhus. The Regulations were 
amended in 1973 and again in 1981 to 
focus on three diseases: cholera, yellow 
fever and plague. With its focus on just 
three diseases (cholera, plague and yellow 
fever), the IHR (1969) were not equipped 
to address the growing and varied public 
health risks that resulted from increased 
travel & trade, along with the emergence, 
re-emergence and international spread of 
disease and other threats in the last 
quarter of the 20th century.   
 
From IHR (1969) to IHR (2005) 

 From control at borders to also 
containment at source 

 From a list of disease to public 
health threats 

 From preset measures to 
adopted response 

 
The WHA called for a substantial revision 
in 1995. The SARS outbreak of 2003 
accelerated the IHR revision process 
because the outbreak underscored the 
need for a new international legal 
framework for infectious disease 
control. The revision extended the scope of 
diseases and related health events 
covered by the IHR to take into account 
all public health risks (biological, 
chemical, radiological and nuclear) that 
might affect human health, irrespective of 
the source. The revised regulations (2005) 
entered into force on 15th  June 2007.  

The purpose of the International Health 
Regulations (IHR) 2005 is “to prevent, 
protect against, control and provide a 
public health response to – the 
international spread of disease in ways 
that are commensurate with and 
restricted to public health risks and which 
avoid unnecessary interference with 
international traffic and trade.” The 
revised regulations introduced the concept 
of a “public health emergency of 
international concern (PHEIC).” 
According to the IHR (2005) this refers to 
an extraordinary public health event 
which is determined, under specific 
procedures: (a) to constitute a public 
health risk to other States (countries) 
through the international spread of 
disease; and (b) to potentially require a 
coordinated international response. Under 
IHR, member countries have broader 
obligations to assess and build national 
capacity for surveillance and response in 
the event of a PHEIC and to share 
information about such emergencies. The 
regulations include a code of conduct for 
notification to WHO and response that 
has been initiated, and any assistance 
that may be required from International 
bodies.  
After adoption of the revised IHR in June 
2007, all member countries were required 
to develop and implement a minimum of 
core public health capacities by June 
2012, to ensure compliance with the IHR 
(2005). India’s original target date to 
ensure compliance was 8th  August 2012 
to become IHR compliant 
(WHO/HSE/GCR/LYO/2013.1). However, 
India requested for extension till 2014 
and later a second extension was sought 
until 2016 to be compliant with IHR 
(2005).  
 

 
 
 
 



The IHR (2005) document has 10 parts (containing 66 Articles) and 9 annexures as given 
below:  
 
Table 1: Components of  Revised IHR (2005) Document  
 
Part I.  
 

Definitions, purpose and 
scope, principles and 
responsible authorities 

Part II Information and public 
health response 

Part III Recommendations 
Part IV Points of entry 
Part V Public health measures 
 Chapter I. General 

provisions 
Chapter II. Special 
provisions for conveyances 
and 
conveyance operators 
Chapter III. Special 
provisions for travellers 
Chapter IV. Special 
provisions for goods, 
containers 
and container loading areas 

Part VI Health documents 
Part VII Charges 
Part VIII General provisions 
Part IX The IHR Roster of Experts, 

the Emergency 
Committee and the Review 
Committee 

 Chapter I. The IHR Roster of 
Experts  
Chapter II. The Emergency 
Committee 
Chapter III. The Review 
Committee 

Part X Final provisions 
Annexe 1 A. Core capacity 

requirements for 
surveillance and response 
B. Core capacity 

requirements for designated 
airports, ports and ground 
crossings 

Annexe 2 Decision instrument for the 
assessment and notification 
of events that may constitute 
a public health emergency of 
international concern 

Annexe 3 Model Ship Sanitation 
Control Exemption 
Certificate/Ship 
Sanitation Control 
Certificate 
Attachment to model Ship 
Sanitation Control 
Exemption Certificate/Ship 
Sanitation Control 
Certificate 

Annexe 4  Technical requirements 
pertaining to conveyances 
and conveyance operators 

Annexe 5 Specific measures for vector-
borne diseases 

Annexe 6 Vaccination, prophylaxis and 
related certificates 
Model international 
certificate of vaccination or 
prophylaxis 

Annexe 7 Requirements concerning 
vaccination or prophylaxis 
for specific diseases 

Annexe 8 Model of Maritime 
Declaration of Health 
Attachment to model of 
Maritime Declaration of 
Health 

Annexe 9 Health Part of the Aircraft 
General Declaration 

 
 
 
 
 
 
 
 



Table 2: IHR core capacities and their nodal ministries 

Implementation of IHR at National Focal Point Level 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
One of the requirements for compliance 
with the regulations under IHR is the 
establishment of National Focal Point 
(NFP) responsible for organizing, 
coordinating, and communicating work of 
IHR implementation.  NFP is a national 
centre, not individual persons, that 
occupy a critical role in conducting the 
communications aspects of the IHR, 
within the country and internationally. It 
is responsible for proactively notifying 
WHO of relevant health events, 
responding to WHO secretariat requests 
for events related information, and 
ensuring that messages and advice from 
WHO are disseminated to the relevant 
actors within the country. National 
Centre for Disease Control (NCDC), Delhi 
has been designated the NFP for IHR 
implementation by Govt. of India.  The 
functions of NFP include: 
a. Coordination and communication with 
WHO and states/districts; b. Designation 
of nodal officers at state level; c. Core 
capacity building in IHR through state 
surveillance officers.Increased awareness 
about IHR among health administrators 
and professionals 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Surveillance & response capacity (rapid 
response teams); d. Enhanced disease 
surveillance through Integrated Disease  
Surveillance Programme (IDSP); e. 
Strengthening laboratory network across  
the country; f. Stakeholder meetings to 
review the progress of IHR 
implementation at all levels; g. 
Interaction with nodal agencies for a 
coordinated response to public health 
event(s). 
 
The implementation of the IHR is a 
national responsibility, not just that of the 
Ministry of Health (MoH) or the NFP. 
Effective implementation requires 
support and shouldering of 
responsibilities across many ministries, 
sectors, and governmental levels. Some of 
these sectors include: environment; 
international ports, airports, ground 
crossings (including quarantine); customs, 
immigration & national security (Ministry 
of Home Affairs); food safety; agriculture 
(including animal health); transportation 
(including dangerous goods); risk 
communication (collection, use, and 
disclosure of public health information); 
public health activities of authorities or 
other relevant entities at the intermediate 



(state, provincial, or regional) and local 
levels, etc.The nodal ministry/ministries 
identified for each core capacity is 
summarized in Table 2. 
 

The monitoring process is intended to 
assist countries to monitor their progress 
towards meeting the core capacity 
requirements of the IHR. The monitoring 
process involves self completion of IHR 
monitoring questionnaire on annual basis. 
The reports that result from this process 
help countries to determine progress, to 
identify areas that can be strengthened 
and help to highlight areas for WHO and 
partner support. 

IHR monitoring process involves 
assessing the following: 

i. Status of implementation of 
eight core capacities 
(Legislations, co ordination, 
surveillance, preparedness, 
response, risk communication, 
human resources & laboratory) 

ii. Development of capacities at 
points of entry (PoE) 

iii. Development of capacities for 
four IHR-relevant hazards 
(zoonotic, food safety, 
chemical, radiological and 
nuclear events).  

A checklist of 20 indicators specifically 
developed for monitoring each core 
capacity is used to collect data on the 
progress made. The core and specific 
capacities used in the IHR monitoring 
framework are shown below 

 
 

Monitoring the progress of Core 
Capacities in India 

India has made substantial progress in 
implementation of IHR core capacities as 
per IHR Action plan(2014-2016) which 
was submitted to WHO while requesting 
extension to be compliant by 2016. 
Advances have been made in building core 
public health emergency capacity, points 
of entry capacity, as well as risk 
prevention and control of biological events 
(infectious diseases, zoonotic diseases, and 
food safety), radiological, nuclear and 
chemical events, and other catastrophic 
events. NCDC has been leading the 
process of completing the questionnaire, 
in close collaboration with officials 
responsible for the various capacity areas 
and including other sectors.  With 
significant progress in core capacity 
building, India has successfully dealt with 
a series of public health emergencies, 
such as the H1N1 flu and the avian flu. 
The score of core capacities for year 2012 
& 2013 is shown in Fig 1.  
 
Based on the results of the monitoring 
framework, gaps were identified in four 
core capacities: chemical safety, 
laboratory capacity specifically viz. 
laboratory (Biosafety & Biosecurity, 
Infection prevention and control), risk 
communication and points of entry.  
To combat antimicrobial resistance, AMR 
surveillance programme has been 
launched, hospital infection prevention 
and control guidelines have been drafted 
and uploaded on the NCDC website. 
Revision of list of schedule X & H drugs 
has been done & prescription audit has 
been launched to promote judicious use of 
antimicrobials. AMR conclave has been 
planned in February 2016 by MoHFW to 
bring on board all the stakeholders. 
Diagnostic capacity has been enhanced 
under IDSP. Training of trainers on 
“Biorisk management” was conducted at 
NCDC in May 2015 and there is a plan to 
conduct regional training workshops in 
2016.  



 
To enhance human resource capacity, 
NCDC branches will be set up in the 
states to decentralize and strengthen 
capacity for outbreak investigation, 
prevention and control of public health 
emergencies. , Contingency plans at 
designated points of entry (PoEs) have 
been reviewed, shared and finalized to 
strengthen the surveillance and response 
at PoEs. Airport health rules and Port 
health rules have been revised for 
effective IHR implementation. Mapping of 
stakeholders at designated PoEs has been 
initiated.  
 
Coordination and communication with 
MoEF & CC has been strengthened to 
ensure compliance with IHR especially 
with respect to chemical events. Risk 
communication guidance document has 
been drafted and efforts to finalize the 
national risk communication plan are 
ongoing. A high level IHR consultation on 
multi-sectoral engagement for IHR was  

 
held in Goa in December 2015. Capacity 
building on IHR has been undertaken in 
collaboration with IDSP and IH Division 
(MoHFW) for State surveillance officers, 
Regional Directors and officers at PoEs, 
etc. 
 
Way forward 
A significant progress has been made 
towards achieving IHR compliance. 
However, as envisaged by WHO, 
compliance is an ongoing activity with 
countries striving towards “maintenance” 
of compliance. India is committed to 
comply with the provisions of the revised 
IHR (2005) to prevent international 
spread of diseases. Achievement and 
maintenance of core public health 
capacities for surveillance and response is 
of utmost priority to India. 
 
(Contributed by NFP-IHR: Drs Meera 
Dhuria, Ananya Ray Laskar, Prabha 
Arora)  

 
 
 
 
 
 
 
 



 
 
 
 
Diphtheria Outbreak reported from Sitoguno and Khuikhera Block, 
Fazilka District, Punjab 

District surveillance unit received 
information from paediatrician of 
subdistrict hospital Abohar on 14th 
November 2015  regarding one suspected 
case of diphtheria (10 year old male) from 
Bhaggu village, Sitogunno block.  
 
On receiving the information from the 
subdistrict hospital, a rapid response 
team led by an epidemiologist and 
comprising of a peadiatrician, 
microbiologist and support staff was 
constituted to investigate. The rapid 
response team devised an operational case 
definition and conducted a complete house 
to house survey in the affected block of 
Sitoguno.  
 
One more suspected case (4 year old 
female) reported on 15 November, 2015  
from Narang brick kiln, Danger Khera, 
Khuikhera block which is 18 kilometres  
from Sitoguno block. A similar field 
investigation was also instituted in 
Khuikhera block.   
 

 The investigation revealed nine probable 
cases fitting the case definition from 
Bhaggu and Amarkot villages of Sitoguno 
block. Seven suspected patients were 
detected from villages Haripura and 
Danger Khera of Khuikhera block. 
Microbiological samples were taken for all 
suspects. 
 
Case definition  
 
Probable case: Person of any age/sex 
residing in Sitoguna & Khuikhera blocks, 
Fazilka district with presentation of two 
or more of the following symptoms: 
glandular swelling of neck, throat pain, 
tonsillitis, dysphagia, and respiratory 
distress, hoarseness of voice or fever from 
1st to 15th November 2015. 
 
Confirmed Case: A probable case that is 
laboratory confirmed (positive by Albert 
stain/culture). 
 
 

Outbreak Investigation 

Time distribution of cases 



Descriptive epidemiological results 
of the outbreak investigation are 
presented below: 
 
Diphtheria cases started appearing from 
11th November 2015 and peak of the 
outbreak was on 11th November 2015 
when 8 cases were reported. Onset of last 
diphtheria cases was on 15th November 
2015.  
 
The diphtheria outbreak affected children 
up to the age of 14 years. Out of 16 cases, 
10 were male. High attack rate (4.9) was 

observed in 5-9 year age group while 
attack rate was low in <5 years children. 
The median age of cases was 7.5 years. 
Majority reported with symptoms of fever, 
throat pain and tonsillitis 
 
 
Laboratory results revealed six out of the 
sixteen throat swab samples were culture 
positive for Corynebacterium diphtheria 
in district public health laboratory, 
Ferozepur.

 
Table 1. Age & Sex distribution of 
diphtheria cases in two blocks of 
Fazilka District 

 
Table 2: Clinical Presentation of 
reported diphtheria cases, Sitoguno 
& Khuikhera Blocks, Fazilka, 2015 
(n=16) 

Symptoms No. (%) 

Throat pain 14 (87.5) 
Tonsillitis 9 (56.2) 
Pseudo-
membrane 

3(23.1) 

Glandular 
swelling 

8 (50) 

Fever 16 (100) 
Dysphagia 1 (6.2) 
Respiratory 
distress 

1 (6.2) 

Hoarseness of 
voice 

0 (0) 

 

 

 

Vaccination status in the brick kiln areas 
of two block showed all the 27 migratory 
children were unvaccinated at Roshan Lal  
Brick Kiln, Village Kandhwala Amarkot, 
Block Sitoguno. Majority of 235 migratory 
children were unvaccinated in the three 
brick kilns near village Danger Khera, 
Block Khuikhera.  
 
Conclusions & Recommendations 

Routine vaccination of migrants was 
lacking especially in brick kilns. The cases 
of diphtheria have been reported from 
different age groups and more 
unvaccinated children were reported from 
older age group. 

It was recommended to strengthen 
routine vaccination of migrant population 
by increasing outreach camps and special 
coverage for population at brick kilns and 
small hamlets. A plan to conduct a 
coverage survey of the block and district 
was planned as a follow-up action to allow 
a more precise ascertainment of 
immunization coverage.  

(Contributed by Dr Gagandeep Singh 
Grover SSO Punjab IDSP, Drs Nishant, 
Suneet, Pradeep Khasnobis CSU IDSP & 
Dr S Venkatesh, Director NCDC Delhi) 
 
 

Age 
group 

(Yrs) 

Female Total 
cases 

Population Attack 
Rate 

< 5 1 3 1196 2.5 
5-9 1 7 1407 4.9 
10-14 4 6 1333 4.5 
Total 6 16 3996 4.0 



 
 
 
 
NCDC Stall at Health Pavilion, India International Trade Fair at Pragati 
Maidan, November 2015 

NCDC hosted a stall at Health pavilion at India International Trade Fair at Pragati 
Maidan, 14 – 27 November 2015. A wide range of material was put on display for visiting 
public such as posters, standees, spots and pamphlets on topics such as rabies, 
antimicrobial resistance, IDSP, non communicable diseases and environmental pollutants.  
Information pamphlets were distributed through the entire duration of trade fair.  

 

 

 

 

 

 

 

 The stall was visited by Hon’ble HFM, Shri J P Nadda during the inauguration of the 
pavilion. A major attraction of the stall was live demonstration of aedes and culex mosquito 
- aquatic and adult stages as well as larvivorous fish - gambusia, to sensitise the public 
about transmission and prevention of dengue and other vector borne diseases. NICD 
cooler©, a mosquito free cooler, which is a patented product of the institute was also 
displayed and aroused tremendous curiosity and inquiries about distributors.   

(Contributed by Dr Chhavi Pant Joshi, NCDC) 

Sensitization workshop organized for NCDC officers and staff on 
HIV/AIDS  
Centre for AIDS & Related Diseases, NCDC organized a lecture on awareness of HIV/AIDS 
for NCDC officers and staff  on 19th November, 2015 in NCDC. The facilitators were Mr 

NCDC News 

NCDC Stall at Health Pavilion, India International Trade Fair at Pragati Maidan 14 – 27 
November 2015, Comments of Hon’ Health & Family Welfare Minister in the NCDC Visitor Book 



Krishna Gautam, National Consultant, 
Public Sector Mainstreaming  from 
National AIDS Control Organization, Mr 
Ravindra Tyagi, District Program 
Manager, Delhi AIDS Control Society, Dr 
Sunil Gupta and Dr Aarti Tewari from 
NCDC. The lecture focused on updates of 
global and regional epidemiological status 
of HIV/AIDS; HIV burden in Indian 
states, modes and probability of 
transmission of HIV, IEC (Information, 
Education & Communication) activities 
and mainstreaming, safe behavioral 
practices; areas of HIV/AIDS counseling; 
integrated counseling and testing centre 
(ICTC) referral linkages and services and 
laboratory diagnosis of HIV infection at 
ICTC. Information was given on blood 
safety, sexually transmitted infection 

clinics, anti-retroviral therapy (ART) 
centres providing free ART services to 
people living with HIV(PLHIV), social 
protection of PLHIV mainly of the 
vulnerable groups. Awareness about the 
HIV prevention and treatment and post 
exposure prophylaxis with demonstration 
of the triple drug regimen available for 
post exposure prophylaxis was given 
during the lecture. IEC material were 
distributed to the staff. The lecture was 
followed by Question and Answer session 
and the staff members actively 
participated in the discussion about 
information related to HIV/AIDS with the 
facilitators. The staff members were 
encouraged to “TALK AIDS AND STOP 
AIDS”.  
 

                                                                 (Contributed by Drs Arti, Sunil Gupta NCDC) 
 
Country-wide review of Integrated Disease Surveillance Programme (IDSP) 
conducted by Joint Monitoring Mission, December 2015 
 

 

 

 

 

 
 
 
Joint Monitoring Mission (JMM) of IDSP 
was carried jointly by the World Health 
Organization (WHO) and the Ministry of 
Health & Family Welfare, Government of 
India as a requirement for programme 
continuation under National Health 
Mission (NHM) and as a requirement for 
IHR compliance. The JMM was chaired by 
Dr. Pierre Nabeth (WHO Lyons office) 
and was co-chaired by Dr. Hugo Lopez-
Gatell (National Institute of Public 
Health, Mexico).  
The general objective of this appraisal 
was to assess IDSP’s achievements since 
its inception and progress made on 12th 
five year plan targets. The appraisal  

 
 
 
 
 
 
 
 
 
 
 
 
 
focused on assessment of various 
programme components such as 
decentralized surveillance and 
programme implementation at national,  
state and district level, information 
technology network, laboratory 
strengthening, human resource 
development,  inter-sectoral coordination, 
special surveillance i.e. Vaccine 
Preventable Disease(VPD) surveillance, 
Influenza surveillance. Status of 
programme integration under NHM with 
focus on fund flow, expenditure, etc. were 
also analyzed. 
The process of appraisal was initiated in 
May 2015 with negotiations among key 



stakeholders and selection of appraisal 
team. The formal appraisal of IDSP 
programme including field visits was 
conducted from 26 Nov 2015 to 8th Dec 
2015.  The review was undertaken by 
adopting mixed approach which involved 
detailed qualitative assessment of the 
programme, and wherever necessary 
quantitative data was analyzed. 
Background thematic papers on seven 
core programme areas were developed 
based on desk review and field visits by 
experts of national and international 
repute. The thematic papers were 
presented on 26 & 27 November, 2015. 
These background thematic papers were 
circulated to appraisal team members. 
 

States were selected through purposive 
sampling based on performance under the 
programme and keeping in mind the 
diverse geography of the country. 
Following states were finally selected for 
visit by the appraisal team: Assam, Bihar, 
Delhi, Gujarat, Jharkhand, Madhya 
Pradesh, Odisha, Punjab and Tamil 
Nadu.  
The JMM report is expected sometimes 
around March 2016. It will give valuable 
recommendations to be incorporated in 
future strategy for programme 
implementation in the next five year plan. 

    
(Contributed by Dr Pradeep 
Khasnobis, CSU IDSP) 
 
 

Epidemiology capacity building in 
South East Asia Region of WHO: 
NCDC conducts Regional Training 
Programme on Prevention and Control of 
Communicable Diseases for the 
Paramedical Health Personnel 

 
Epidemiology Division of the National 
Centre for Disease Control organized the 
Regional Training Programme on 
Prevention and Control of Communicable 
Diseases for paramedical health 
personnel of South East Asia Region from 
23 November-14 December 2015. There 
were five candidates from Timor Leste 
and one from India.  

From 6-12 December 2015, the 
participants conducted a field survey on 
‘knowledge, attitude and practice 
regarding safe food handling at the 
domestic level in Alwar Rajasthan: a rural 
urban comparison’. The findings of the 
survey were presented on 14th Dec 2015 
at the valedictory session in the central 
seminar room at NCDC, Delhi. Director, 
NCDC, Deputy Director General 
(Leprosy) & HOD (Epidemiology), 
Director (Public Health) and 
representative from WHO-SEARO office 
along with faculty of epidemiology 
division NCDC were present on this 
occasion. 
(Contributed by Drs Ananya Ray 
Laskar & Prabha Arora, NCDC) 

NCDC rolls out Soil-Transmitted 
Helminths (STH) survey across 
India 
Soil transmitted helminthiasis (STH) is a 
major enteric infection present mainly in 
school children. The major cause of this 
type of infection includes contamination 
through consumption of contaminated 
food and water, improper sanitation and 
unhygienic lifestyle. Individuals infected 
with this infection shows symptoms of 
malnutrition, weakness, abdominal pain 
and discomfort etc. The infection rate 



varies from different parts and 
communities of the country.  
The present study in the states of Dadra 
& Nagar Haveli, Daman, Jharkhand, Goa 
and Gujarat is important because it will 
reflect the load of STH infection amongst 
school going children in the above 
mentioned states and shall guide in 
planning frequency of preventive 
chemotherapy in these states/UTs.  
Assessment of prevalence and intensity of 

Soil-transmitted helminths (STH) was 
carried out in 13 districts of five states 
(Dadra & Nagar Haveli, Daman, 
Jharkhand, Goa and Gujarat) from 20 
November to 31 December, 2015. A total 
of fifteen sites consisting of seven from 
Gujarat, five from Jharkhand and one 
each from Goa, Dadra & Nagar Haveli 
and Daman were covered. From each 
district one school was selected except for 
Ahmedabad and Kutch, where two schools 
each were selected. In each school about 
60 children aged group of 9 & 10 years 
were enrolled for the study.  They were 
provided a pot for collecting stool sample 
and informed about the method of 
collection of stools. Their parents were 
also intimated about this study. Next day 
the samples were collected and processed 
by Kato katz technique for identification 
and quantification of STH. Randomly 
about 10 percent of the samples were 
retested for quality control. Every effort 
was made to collect at least 50 samples. 
The prevalence and intensity of the soil 
transmitted helminthic infection was 
determined state & district-wise. 

(Contributed by Dr S K Jain, NCDC) 

Fourth cohort of India Epidemic 
Intelligence Service training 
programme begins in NCDC 

 

The fourth cohort of eleven India 
Epidemic Intelligence Service (EIS) 
officers began their training in NCDC. 
These officers belong to different parts of 
the country. Eight EIS officers are 
sponsored by various agencies including 
state and central health departments 
while three are self sponsored. India EIS 
training is a competency-based specialized 
training in epidemiology in which trainees 
develop their analytical skills while 
working under field conditions in a public 
health programme or a state health 
department for two years under the 
technical guidance of an experienced 
mentor. It is modeled on the US Epidemic 
Intelligence Service (EIS) programme 
operational since 1951. The India EIS 
training programme is a flagship 
programme of Govt. of India for 
epidemiology capacity building in India. 
NCDC has been running the training 
programme since 2012.  
 
The India EIS training programme began 
with a one month inception course 
covering areas of field epidemiology, 
outbreak investigation, surveillance, 
biostatistics, data management, 
entomology, laboratory sciences and 
cancer epidemiology. Case studies 
developed by officers of NCDC and CDC, 
field survey and class lectures 
supplemented by lecture notes were a few 
of training methods used during the 
inception course. 
(Contributed by Drs Girish Makhija, 
Tanzin Dikid NCDC)  

Fourth cohort of India EIS officers; A 
classroom session in progress 
 

STI survey in a Govt. school; Local media 
coverage of the STI survey 



Refresher training on biomedical 
waste management held for 
officers and staff of NCDC 

 

Biomedical waste has recently emerged as 
an issue of major concern as there are 
many adverse effects to the environment 
including human beings. Biomedical 
waste is a potential health hazard to 
health care workers, public, flora and 
fauna of the area. A major issue related to 
biomedical waste management is the 
implementation of biomedical waste 
regulatory guidelines. Lack of segregation 
practices results in mixing of biomedical 
waste with the general waste and this 
leads to environmental pollution, 
multiplication of vectors like insects, 
rodents and worms and may also lead to 
transmission of diseases like typhoid, 
cholera, hepatitis and AIDS through 
injuries from contaminated needles etc. 
Therefore the need of a proper biomedical 
waste management system is of prime 
importance and is an essential component 
of quality assurance.   
In view of the above, an orientation 
lecture/training to appraise the officers 
and the staff of NCDC about the 
institutes policy on biomedical waste 
management was organized by the 
Biotechnology division of NCDC under the 
supervision of Dr Sunil Gupta, Addl. 
Director & Head (Microbiology, 
Biotechnology & Centre for AIDS & 
Related Diseases) on 1st October 2015 at 
3.00 pm in the Central Seminar Hall of 
NCDC, Delhi. Coloured posters on the 

existing biomedical waste management 
NCDC policy, waste categories and 
biomedical waste items to be put into each 
of the four colour coded bags were 
displayed outside the seminar hall as a 
part of this IEC activity. This training 
was attended by 150 participants.  
The training started with a welcome 
address by Dr Sunil Gupta. Dr Lata 
Kapoor, Joint Director, IDSP took a 
presentation on the existing NCDC policy 
and practices. This was followed by an 
MCQ type questionnaire consisting of 5 
questions which was given to each of the 
participants who attended the training. A 
practical demonstration of the biomedical 
waste to be discarded in each of the four 
different colour coded biomedical waste 
bags and needle destroyer was taken by 
Dr Sanjim Chadha, Assistant Director, 
Biotechnology Division and Dr Arti 
Tewari, Assistant Director, Microbiology 
Division. The training ended with a vote 
of thanks by Dr Sunil Gupta.   
NCDC, Delhi. Coloured posters on the 
existing biomedical waste management 
NCDC policy, waste categories and 
biomedical waste items to be put into each 
of the four colour coded bags were 
displayed outside the seminar hall as a 
part of this IEC activity. This training 
was attended by 150 participants.  
The training started with a welcome 
address by Dr Sunil Gupta. Dr Lata 
Kapoor, Joint Director, IDSP took a 
presentation on the existing NCDC policy 
and practices. This was followed by an 
MCQ type questionnaire consisting of 5 
questions which was given to each of the 
participants who attended the training. A 
practical demonstration of the biomedical 
waste to be discarded in each of the four 
different colour coded biomedical waste 
bags and needle destroyer was taken by 
Dr Sanjim Chadha, Assistant Director, 
Biotechnology Division and Dr Arti 
Tewari, Assistant Director, Microbiology 
Division. The training ended with a vote 
of thanks by Dr Sunil Gupta.   
 
(Contributed by Drs Sanjim Chadha, 
Lata Kapoor & Sunil Gupta, NCDC) 



 
 
 
The National Programme on Containment of Antimicrobial Resistance  
The Programme was launched by Ministry of Health & Family Welfare under the 12th five 
year plan (2012-2017). One of the key objectives of the programme is to establish a 
laboratory based AMR surveillance network system in the country and to generate quality 
data on antimicrobial resistance for pathogens of public health importance. NCDC is the 
national focal point for coordinating the implementation of the programme. In the first 
phase of the programme, NCDC has identified 10 network laboratories across the country 
to initiate antimicrobial resistance surveillance on four common pathogens:  Klebsiella, 
Escherichia coli, Staphylococcus aureus, and Enterococcus species. 
The network sites have initiated the surveillance activities and a brief note is given below 
on the AMR trends gathered from the surveillance data obtained in the year 2015 from the 
following 8 network laboratories:  
 

a) 3 laboratories from Delhi (Safdurjung Hopital ‘SJH’ Delhi, RML Hospital 
‘RMLH’ Delhi, Lady Hardinge Medical College ‘LHMC’ Delhi)  

b) 1 laboratory from Ahmedabad  
c) 1 laboratory from Jaipur  
d) 1 laboratory from Chandigarh 
e) 1 laboratory from Pune  
f) 1 laboratory from Kanpur  

 
E coli and Klebsiella sp.: As per trends obtained from the 8 network laboratories, 
resistance rates to most of the antimicrobials are high in the common gram-negative 
pathogens such as E.coli (Table. 1) and Klebsiella sp (Table 2).  About 33-95% of E. coli and 
38-95% of Klebsiella isolates are ESBL producers.  
 
More than 50 % of both isolates were resistant to third generation cephalosporins in all the 
8 laboratories. Resistance to aminoglycosides such as gentamicin and amikacin (21-65%), 
flouroquinolones such as ciprofloxacin (41-93%) and to carbapenems like imepenem (5-60%) 
and meropenem (7-63%) was observed. In addition, resistance to last resort drug such as 
colistin has also emerged to the extent of 6-29% in both the pathogens. 
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Table 2. Resistance (%) in Klebsiella sp. isolates from 8 network laboratories 

Network 

 labs AMK CAZ ESBL CIP COL GEN IPM MEM NIT SXT TZP 

SJH, Delhi 51.5 71 33.8 79.8 0 63.6 51.5 53.1 94 77.6 NA 

RMLH,Delhi   61.4 85.8 52.4 88 11 42.9 42.9 57.3 NA NA 72.9 
LHMC, Delhi 54 73.5 44.4 83 6 64.9 54 54 94 76.9 59.3 
Chandigarh 45.8 NA NA 77.4 0 21 29 NA NA 73.4 47.7 
Jaipur NA NA 95.6 93.3 0 NA NA NA NA NA NA 
Ahmedabad 49.4 78.9 75.5 75.3 0 NA 7.2 7.2 NA NA 42 
Kanpur 54 52.2 NA 59 24 63 20 15 31.3 NA 41 
Pune 44.3 54.3 NA 41.8 0 35.7 12.9 18.5 46.6 68.5 34.3 
Note: Table 1 & 2 - AMK- Amikacin; CAZ- Ceftazidime; ESBL- Extended spectrum beta-lactamases; CIP- 
Ciprofloxacin; COL- Colistin; GEN- Gentamicin; IPM- Imepenem; MEM- Meropenem; NIT- Nitrofurantoin; SXT- 
Cotrimoxazole; TZP- Piperacillin-tazobactam. NA- The antibiotics were not reported by the laboratory.  
 
Staphylococcus aureus: Resistance to penicillin was highest among all drugs (79-100%). 
Resistance to oral first line agents such as to erythromycin ranged from 25-72%, to 
ciprofloxacin was 47-85%, and to trimethoprim-sulphamethoxazole was 24-70%. Other first 
line antimicrobials such as gentamicin and clindamycin showed resistance in 18-52% and 
11-47% of S. aureus isolates. About 1-63% of S. aureus (Table 3) strains were resistant to 
methicillin (MRSA) as depicted by cefoxitin in the graph. Fortunately no resistance was 
observed against vancomycin. 

Table 3. Resistance (%) in S. aureus isolates from 8 network laboratories 

Network 
 labs PEN CEFOX CHL CIP CLIN ERY GEN SXT VAN 
SJH, Delhi NA 20.7 8.7 57.9 14 63.8 22.2 66.3 0 
RMLH, Delhi 92.1 63 NA 85.4 33 NA 52.4 54.8 0 
LHMC, Delhi NA 19.7 6.3 74.8 11 72.5 30.1 67.1 0 

Chandigarh 92.9 1.2 4.2 51.5 23 24.5 13.9 70 0 
Jaipur 100 5.6 NA 72.2 22 NA 50 66.6 0 
Ahmedabad 95.4 10.8 NA 8.4 27 NA 18.4 24 0 
Kanpur 79 17 22.2 84 32 71 51 NA 0 
Pune 90.4 52.3 NA 47.6 47 52.9 28.5 57.1 0 
  
Enterococci :  Similar to Staph aureus, multi-drug resistance was seen in  more than 50% 
enterococcus isolates (table 4) (Penicillin, ciprofloxacin, erythromycin, tetracycline, 
gentamicin) was observed in  more than 50% isolates from almost all sites and  even 
Vancomycin resistance (VRE) was observed in 6-20% isolates.  

 



Table 4. Resistance (%) in Enterococcus. sp isolates from 8 network laboratories 

Network 
 labs PEN CHL CIP ERY GEN TETRA LNZ VAN NIT 
SJH, Delhi 30 62.5 72.7 90.9 63.6 81.8 NA 15.3 28.5 

RMLH, 
Delhi 59.9 NA 90.4 NA 71.2 NA 0 11.7 NA 
LHMC, 
Delhi NA 46.6 80 86.6 53.3 80 0 20 37.5 
Chandigarh 49 0 77.1 67.6 46.6 51.9 1.9 6.2 31 
Jaipur 95.5 NA 86.4 87 63.6 NA 0 13.6 NA 
Ahmedabad 92.2 NA 54.8 50 19.1 NA 0 0 NA 
Kanpur 100 19 70 76 64.9 59 2.7 11 34 
Pune 68.2 NA NA 33.3 31.8 NA 0 4.5 33.3 

 
 Table 3 & 4 Note: PEN- Penicillin; CEFOX- Cefoxitin (surrogate marker for MRSA); CHL- 
Chloramphenicol; CIP- Ciprofloxacin; CLIN- Clindamycin ERY- Erythromycin; GEN-high 
level Gentamicin; TETRA- Tetracycline; LNZ- Linezolid; VAN- Vancomycin; NIT – 
Nitrofurantoin. NA- The antibiotics were not reported by the laboratory. 

                                                             (Contributed by Drs Sarika Jain & Sunil Gupta, NCDC) 

 

 

Ministry of Health and Family Welfare issues national guidelines on Zika 
virus disease 

The Union Minister of Health & Family Welfare, Shri J.P. Nadda chaired a high level 
meeting on Zika Virus, in New Delhi on 01 February, 2016. Subsequently national 
guidelines on Zika virus disease (ZVD) were issued and are available on the MoHFW 
website (http://www.mohfw.nic.in/). ZVD has been declared as a public health emergency of 
International concern by WHO. 

In India, the situation would be monitored by the Joint Monitoring group under Director 
General of Health Services on regular basis. National Centre for Disease Control (NCDC), 
Delhi would be the nodal agency for investigation of outbreak in any part of the country. 
The Rapid Response Teams (RRTs) shall be activated at Central and State surveillance 
units. Testing facilities are made available in NCDC Delhi and National Institute of 
Virology, Pune. 

A travel advisory has been issued to defer non-essential travel to the affected countries 
especially by pregnant women or women who are trying to become pregnant. 

 

 

 

News from around 



 

Outbreaks reported to IDSP in 2015 
A total 1,935 outbreaks were reported and responded to by States/UTs under the Integrated 
Disease Surveillance Programme in 2015. The most common outbreaks were of acute 
diarrheal disease (23.3%), food poisoning (16.9%), measles (14.4%), dengue (7.9%), 
chickenpox (7.6%), malaria (4.5%) and viral hepatitis (4.5%). 
Kyasanur Forest Disease (KFD) is known to be endemic in districts of Karnataka. However 
over the years, there has been increasing evidence of its spread to new geographical areas. 
In 2015, outbreaks of Kyasanur Forest Disease (KFD) were reported from Kerala and Goa.  
Fifteen outbreaks of Crimean Congo Haemorrhagic Fever (CCHF) were reported in 2015. 
Gujarat has been reporting cases of CCHF since 2011. This year, Gujarat continued to 
report majority of CCHF. However, focal outbreaks were also reported from Rajasthan and 
Uttar Pradesh indicating a geographical spread.  
 
Over the years proportion of viral fever/PUO has decreased, but there is increase in 
proportion of dengue and malaria indicating an increase in laboratory confirmation of 
outbreaks. 
 

 
(Contributed by Dr Nishant, Sh Prasun Sharma, Dr Pradeep Khasnobis CSU IDSP) 
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