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Editor-in-Chief’s Note

Prof. Mamunar Rashid

In addition to two other articles, this issue deals with two diseases of public health importance which are either under-reported or has been
unnecessarily hyped by the print and social media.

The under-reported one is on Melioidosis which most internal medicine consultants in Bangladesh believe is not of a considerable problem.
Although mathematical models predict this to be around 17,000 cases annually, less than 100 such cases have so far been recorded in
Bangladesh. To make matters worse, there is also a lack of diagnostic facilities and awareness among the microbiologists too.

The other article and a fact sheet on hMPV addresses to allay the misinformation going on in our print and social media after a report on the
same coming out of China. This is a viral infection which has been ongoing since at least 1958 and is not identified as a killer disease. To date,
only one case has been reported in Bangladesh. This is a timely publication which throws light on the true situation and should overcome the
unnecessary concerns and fear of the general people.

Detecting the precise cause of death in under-five children without biopsy is often difficult. Because of various reasons, including religious and
cultural ones, getting a biopsy done from a dead baby has always remained elusive in the Bangladeshi context. A collaborative study between
icddr,b and IEDCR was launched in 2017 under the Child Health and Mortality Prevention Surveillance (CHAMPS) program. Amongst a lot of
initial skepticism, the study was successful in gaining full cooperation between the researchers and the community. This article could be a
learning expeience for young researchers who want to deal with sensitive issues.

The availability and coverage of cellular phones is spectacular in Bangladesh. This could provide an easier, earlier and cheaper means to collect
information on various diseases and health situation prevailing in our country. A short write up on the findings of a formative research provides
a look into the perception and acceptability of mobile phone survey in the community.
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Introduction

Although Human Metapneumovirus (hMPV)
is an important cause of upper and lower
respiratory infection, it has remained an
elusive pathogen till the advances in
molecular  diagnostic tests such as
Polymerase Chain Reaction (PCR). Despite
being less known compared to other
respiratory  viruses like Influenza or
Respiratory Syncytial Virus (RSV), hMPV
contributes  substantially to respiratory
illnesses worldwide'. After ongoing rumors
of school closures in Wuhan and Beijing’s
acknowledgment of a surge in hMPV cases,
the virus has recently been highlighted by
the World Health Organization (WHO) as a
respiratory pathogen due to its role in acute

respiratory  infections.  The  WHO
emphasizes that while h(MPV levels in China
and other countries remain within expected
ranges, continued monitoring is essential to
ensure timely responses to any deviations
from typical patterns?.

This article looks into the hMPV’'s
epidemiology, clinical features, global and
local disease burden, and preventive
measures.

Virology and Structural Characteristics

Human Metapneumovirus belongs to the
Pneumovirinae  sub-family and  the
Metapneumovirus genus. It is an enveloped
RNA virus classified into 2 subtypes: A1, A2,
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B1, and B2 and six genetic lineages: A1,
A2a, A2b, A2c, B1 and B2. Its structure and
behavior closely resemble RSV, with which it
shares a common evolutionary origin®.

Transmission

Transmission occurs through respiratory
droplets (when an infected individual coughs
or sneezes), close personal contact, or
contact with contaminated surfaces. The
nose, mouth, and eyes are considered as
ports of entry’.

Epidemiology and Disease Burden

The disease burden of hMPV is noticeable.
Globally, hMPV caused approximately 11.1
million cases of acute lower respiratory tract
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infections in 2018, resulting in over 500,000
hospitalizations and 113,000 deaths®.
Infants, young children, the elderly and
those with  health  conditions like
immunosuppression, comorbidities
(diabetes, hypertension, cancer, kidney
disease), chronic obstructive pulmonary
disease (COPD) and asthma are at the
highest risk of severe outcomes®. The virus
is the second leading cause of pediatric
lower respiratory tract infections after RSVS.
Studies have also highlighted the virus’s role
in nosocomial infections, particularly in
long-term care facilites and among
immunocompromised patients®. The virus is
globally distributed and exhibits seasonal
patterns, with peaks in winter and early
spring in temperate climates’.
Recent reports from countries
like Malaysia, India, and
Kazakhstan indicate the virus’s
widespread presence across
different regions’. This rise,
however, aligns with typical

seasonal patterns and has not overwhelmed
healthcare systems?.

hMPV in Bangladesh

In Bangladesh, hMPV was first identified
during a surveillance study in Dhaka in
20018, Since 2009, the Hospital-Based
Influenza Surveillance (HBIS) system has
been monitoring hMPV activity using the
influenza surveillance platform. In 2017,
I[EDCR incorporated hMPV monitoring into
its Respiratory Event Based Surveillance
(REBS) platform. However, no fatalities have
been reported to date®. Additionally, a
prospective  cohort study conducted
between 2014 and 2016 described the
molecular epidemiology of hMPV infections

COMMON SYMPTOMS OF hMPV
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among infants in Bangladesh. Also, another
study among 200 under-5 children in Dhaka
city showed 13% positivity of hMPV.

Clinical Features
Having an incubation period of 3 to 5 days,
hMPV infections present a spectrum of
clinical presentations ranging from mild
upper respiratory symptoms to severe lower
respiratory fract infections. Common
symptoms include fever, cough, nasal
congestion, and wheezing, which typically
resolve within 7 to 10 days. However, severe
cases may lead to complications such as
bronchiolitis, pneumonia, asthma
exacerbations, and chronic obstructive
pulmonary disease (COPD) exacerbations.
In some cases, severe symptoms such
as difficulty in breathing, chest pain,
persistent fever, and dehydration may
occur and consequently require medical
attention. Reinfections are common
throughout adulthood, and by age 10,
nearly all individuals have been
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exposed to the virus, but not necessarily
conferring lifelong immunity’.

Diagnosis

Detection of the virus or its antibodies is the
only definitive method for diagnosis. The
most reliable method is reverse transcription
polymerase chain reaction (RT-PCR), which
identifies viral RNA with high specificity and
sensitivity. Additionally, immunofluorescence
assay can detect hMPV-specific antibodies,
while immunofluorescent-antibody tests can
identify hMPV antigens in nasopharyngeal
secretions’.

Management

Currently, there is no approved antiviral
medicine or vaccine for h(MPV. Management
is symptom-based, with over-the-counter
medications for pain, fever, and congestion
being commonly used. For severe cases,
hospitalization and oxygen supply may be
necessary'
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Preventive Measures
Preventing the spread of hMPV relies on
breaking the chain of transmission. The
WHO recommends several measures to
mitigate the risk:
* Personal Hygiene: Regular
handwashing with soap and water or
using hand sanitizers.
* Respiratory Etiquette: Covering
coughs and sneezes.
* Mask-Wearing: Wearing masks in
crowded or poorly ventilated spaces.
* Ventilation: Improving ventilation in
shared spaces.

Conclusion

Despite its growing recognition, hMPV has
been the subject of recent misinformation.
People should be made aware that itis not a
novel respiratory pathogen and has been
circulating globally since at least 1958. While
it is not associated with significant morbidity
or mortality in the general population, it can
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be virulent and pose serious risks to
high-risk groups. As there is no specific
treatment or vaccine for this pathogen,
preventive measures like practicing good
hand hygiene, following proper respiratory
etiquette, and maintaining social distancing
are critical to minimize its public health
burden.

Reference: Available in the online version of
this issue.
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Melioidosis: A Neglected Tropical Disease
Md. Shariful Alam Jilani, Saika Farook, Fahmida Rahman
Department of Microbiology, Ibrahim Medical College, Dhaka

E-mail: jilanimsa@gmail.com;

The groundbreaking work of British
pathologist Alfred Whitmore and his Indian
colleague C.S. Krishnaswami revealed a
distinct bacterial pathogen, initially named
Bacillus pseudomallei as the causative
agent of a newly recognized ‘glanders-like
illness’ among Burmese morphine addicts’.
The organism is now known as Burkholderia
pseudomallei and is responsible for causing
the disease “melioidosis”. This bacterium, B.
pseudomallei is a saprophyte, distributed in
many different environmental niches,
especially paddy field, ground and stagnant
surface water and the plant rhizosphere?.
The organism is an aerobic, motile,
facultative intracellular ~ Gram-negative
bacterium that afflicts both humans and
animals.

This organism causes a potentially fatal and
fulminating infection  manifested  as
community acquired pneumonia, multiple
abscesses and septicemia®. The bacterium
has case fatality rates exceeding 70% as it is
intrinsically resistant to a wide range of
antimicrobials and treatment with ineffective
antimicrobials?. A recent regression model
estimated around 165,000 human
melioidosis cases in 2015 worldwide
(incidence rate of 5/100,000 people at risk
per year) from which 89,000 (54%) people
died. The model predicted 16,931 cases
annually in Bangladesh with almost 9500
deaths (mortality rate 56%)*. It is an endemic
disease of public health and clinical
importance in many tropical and subtropical
regions of the world. The ecological
distribution of B. pseudomallei is mostly
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limited to 20° North and 20° South of equator,
the area where the climatic condition is very
favorable for the growth of this organism as
it requires relatively high temperature,
humidity and abundant rainfall. The disease
tends to be highly seasonal in most regions,
with infection rates increasing during the
rainy season.

The disease usually affects individuals who
frequently encounter soil and water. Rice
cultivation lands, with incessant floods and
standing water create a niche suitable for the
bacteria’s growth and multiplication, which
makes the rice-paddy field farmers a
potential candidate of melioidosis. Patients
become infected when compromised skin
surface encounter soil and water containing
organisms. Exposure through percutaneous
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route presents a localized, suppurative
cutaneous infection accompanied by
regional lymphadenitis, fever, and abscess
in various organs of the body®. According to
epidemiological  evidence,  pulmonary
melioidosis can be acquired by inhalation
after heavy rainfalls and strong winds®.
Cases are reported throughout the year, but
peak incidences (75% of cases) are during
the rainy season. Humans can also acquire
melioidosis by ingesting contaminated foods
or drinks, and a melioidosis outbreak was
linked to drinking water contaminated with B.
pseudomallei’.  Although rare, vertical
transmission, sexual transmission, zoonotic
transmission from animals with melioidosis,
and transmission to laboratory staff have
been documented. While the incidence is
highest between 40 and 60 years of age,
melioidosis is also recognized in children.
Despite  human-to-human  transmission
being uncommon, there has been a reported
case of transmission from a mother with
mastitis ~ caused by  Burkholderia
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pseudomallei to her infant through the
ingestion of breast milk®.

Melioidosis is a disease of public health
importance in Southeast Asia and northern
Australia where melioidosis is associated
with high case-fatality rates in humans. It is
the second most common cause of
bacteremia and accounts for about 20% of
all  community-acquired septicemias in
northeast Thailand where 2000 to 3000 new
cases are diagnosed every year?. Although
melioidosis is largely restricted to the
Southeast Asia and north Australia, the
disease has been increasingly reported in
countries including Bangladesh, India,
Mauritius, South, Central and North America
and several African countries, suggesting an
expanding geographical distribution and/or
awareness?. Very recently the organism has
been detected for the first time from the Gulf
Coast of Mississippi and from now United
States of America is considered as a
‘definite’ country for melioidosis®. A growing
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body of evidence suggests that melioidosis,
which was formerly thought to be an obscure
condition, is now being recognized as a
disease of global importance.

Despite being identified nearly a century ago
and significant advancements in diagnosis
and treatment over the years, Burkholderia
pseudomallei is still regarded as an
"unstoppable adversary" due to factors such
as underdiagnosis, high mortality rate and
frequent relapses®. It took around a hundred
years to trace its environmental source
within the Indian subcontinent, with the
organism being isolated for the first time
from the soil of Gazipur district, Bangladesh,
in 2011. Since then, Bangladesh is
considered as a ‘definite’ country for
melioidosis'®. However, the first case of
melioidosis in humans in Bangladesh was
reported in 1964, involving a 29-year-old
British sailor who had traveled through the
country and stayed in Chittagong for three
months. Since then, melioidosis has been
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detected sporadically in Bangladesh over
the following decades®. So far around 100
cases of melioidosis have been detected in
Bangladesh, of which majority of the patients
were diagnosed in BIRDEM hospital™.

Since up to 80% of melioidosis patients have
one or more underlying risk factors, it is often
considered an opportunistic infection that is
unlikely to result in death in a previously
healthy individual. Like Mycobacterium
tuberculosis, this organism can remain
dormant in macrophages and in other
reticuloendothelial system for decades
before clinical signs and symptoms appear.
The most common risk factor for melioidosis
is diabetes mellitus (DM), which affects more
than 50% of patients. Other frequently
encountered risk factors include heavy
alcohol use (12-39%), chronic pulmonary
disease (12-27%), chronic kidney disease
(CKD) (10-27%), thalassemia (7%), and
glucocorticoid therapy (5%). Individuals
regularly exposed to mud and surface water,
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such as rice farmers, are especially
vulnerable, particularly during the rainy
season. In Bangladesh, among
culture-confirmed  patients, the most
observed risk factors are DM (83%), CKD
(4%), hypertension (4%), smoking (6%).
Other conditions such as alcoholism,
ischemic heart disease, and thalassemia are
very rare®.

The clinical presentation of melicidosis can
vary significantly, with a wide range of
symptoms that can easily be confused with
other diseases, such as tuberculosis or
common forms of pneumonia, earning it the
nickname "the great mimicker." Disease
manifestations can range from pneumonia
or localized abscesses to acute septicemia
or even present as a chronic infection. Aside
from cases with only cutaneous
involvement, most patients (regardless of
the infection route) present with bacteremia,
with or without pneumonia and/or localized
abscesses™. Around 20% of these cases
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progress to septic shock, which can have a
mortality rate of up to 90%. While no single
clinical feature is typical of melicidosis, fever
is present in 100% of cases. The most
common presenting symptoms include
acute fulminant septicemia or chronic
debilitating localized infections
characterized by abscesses in various
organs. Over 50% of cases show focal
abscesses, but non-suppurative infections
such as septicemia, arthritis, urinary tract
infections (UTls), and pneumonia is also
common. In Bangladesh, diabetes is the
most frequently observed risk factor, being
present in more than 95% of melioidosis
cases>"".

B. pseudomallei is not a part of the normal
human microbiota, and its presence in any
site is considered diagnostic. Culture
remains the gold standard for diagnosing
melioidosis, and culture confirmation should
always be pursued in suspected cases. The
chances of accurately diagnosing
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melioidosis are highest when appropriate
clinical samples from various sites and
specimen types are sent to the microbiology
laboratory for both microscopy and culture.
In some countries, including Thailand, a

monoclonal antibody-based latex
agglutination test is used to confirm the
organism from culture®. This latex

agglutination test could prove particularly
useful in  resource-limited  settings,
potentially enhancing diagnostic rates
worldwide.

Melioidosis has a notoriously prolonged
course, and achieving a cure is challenging
without an extended period of appropriate
antibiotic treatment. B. pseudomallei is
inherently resistant to several antibiotics,
including penicillin, ampicillin, first- and
second-generation cephalosporins,
gentamicin, tobramycin, streptomycin, and
polymyxin. Among newer antibiotics,
ertapenem, tigecycline, and moxifloxacin
show limited in-vitro activity against clinical
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isolates of B. pseudomallei, and the
minimum inhibitory  concentration ~ for
doripenem is similar to that of meropenem'.
Treatment for melioidosis is typically divided
into two phases: an initial intravenous phase
using meropenem or ceftazidime for about
21 days (which may be extended if the
infection is severe), followed by an oral
eradication phase with drugs such as
co-amoxiclav, ciprofloxacin, co-trimoxazole,
or doxycycline, depending on antimicrobial
sensitivity testing. The eradication phase
usually lasts 12-16 weeks, though it may be
extended up to 6 months in certain cases'™.

Melioidosis may be a significant, yet largely
undiagnosed cause of infection and death in
Bangladesh, based on anecdotal evidence
and case reports. However, many internal
medicine consultants in the country do not
view melioidosis as a major issue. Despite
the mathematical model predicting 16,931
cases annually in Bangladesh, fewer than
100 cases have so far been confirmed in
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Bangladesh®. The discrepancy between the
predicted and actual number of cases is
likely due to a lack of awareness among
clinicians and microbiologists, as well as
insufficient diagnostic facilities. A key reason
for this unawareness is that melioidosis
remains one of the most neglected tropical
diseases (NTDs) and is not even included in
the WHO's list of NTDs. It is crucial to
address these gaps and focus on this
"neglected of the neglected" disease to save
lives from this deadly pathogen.
Microbiologists and clinicians throughout the
country along with the National and
International organizations, like Center for
Disease Control (CDC), WHO, National
Center for Disease Control (NCDC), Institute
of Epidemiology Disease Control &
Research (IEDCR) should implement
special programs to enhance the detection,
management, and prevention of melioidosis
through their operational plans.

Note: This article was published earlier and has been
submitted to NBPH considering its relevance as a potential

public health problem but still remains a neglected disease.
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this issue.
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Community Perception and Acceptability of Mobile Phone Survey: Findings from a
Formative Research in Bangladesh

Shahanaj Shano', Tahsin Shahrin Khan', Md. Dudu Mia', Iqbal Ansary Khan'
!Institute of Epidemiology, Disease Control & Research (IEDCR)

E-mail: shahanajshano@gmail.com, ighalansary@gmail.com

Mobile phone technology’s expansion in
Bangladesh has opened ways for its use in
rapid population-based data collection from
the community. In 2022, the cell phone
based surveillance platform of Institute of
Epidemiology, Disease Control & Research
(IEDCR) in collaboration with the Johns
Hopkins University conducted a formative
research to explore the ways to improve
mobile phone surveys. This abstract is a part
of the larger study and addresses the
community perception on acceptability,
usability and challenges of participating in
mobile phone surveys (MPS) focused on
non-communicable disease risk factors in
Bangladesh. Data were collected through
sixteen Key Informants Interviews (Klls) with
academicians, researchers, technology

experts, policy and program implementers
involved in the health sector, and seven
focus group discussions with 59 male and
female  participants  from different
communities in urban and rural settings in
Bangladesh. The data obtained were
analyzed manually through a process of
categorizing and coding using thematic
analysis and the findings are shared below.

Participants mentioned that people may not
be willing to receive calls during their busy
times. Though, they may receive such calls
at their preferred leisure times which again
will vary depending on the respondent’s
gender, marital status, occupation, and
whether they lived in urban or rural areas.
Moreover, people suggested for shorter

duration of survey/interviews ranging from
5-15 minutes. Again, for the longer duration
surveys, they suggested for two sessions to
complete the survey. To motivate people to
participate and complete the mobile phone
surveys, they opined for the provision of a
small incentive as a token of appreciation.
Preferred incentive ideas included mobile
talk time, free health service packages,
cellular data packages etc. Additionally, they
suggested sending prior notification through
either voice or text messages before the
survey calls to increase survey participation
and completion rates. Participants also
shared that people with previous experience
with scam calls or mobile balance depletion
will not receive calls from unknown numbers.
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Given privacy concerns, participants
mentioned that asking sensitive questions
might disrupt the overall data collection
process. For instance, people may not be
comfortable answering questions related to
alcohol consumption as  alcohol
consumption is restricted by law in
Bangladesh. Several participants stated
that, not all people in the community are
familiar with mobile phone use, and some
cannot even recognize mobile phone
keypad numbers, and all these will hinder
responding to mobile phone surveys.

The study emphasized careful consideration

of survey duration and content,
trustworthiness, general and technical
literacy, and socio-cultural factors to

increase participation in mobile phone
surveys (MPS).

For the full article, please refer to:
DOI:10.1093/00dh/oqad012
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Fostering community trust: Engaging community
stakeholders and residents in child health and mortality
prevention surveillance in rural Baliakandi, Bangladesh

Faruqe Hussain', Emily S Gurley? Abdus Suban Mulla’, Afroz Zahan', Aziz Ahamed’,
Shikha Datta Gupta’, Suruj Ali', Sazzad Hossain', Tonmoy Sarkar', Dalia Yeasmin’,
Mohammad Zahid Hossain', Shams El Arifeen’, Shahana Parveen’

Ticddr,b, Dhaka, Bangladesh; 2 Johns Hopkins University

E-mail: faruqe.hussain@icddrb.org; mfarugehussain@gmail.com

Introduction:

Given the complexities of social, cultural,
and spiritual contexts in Bangladesh,
post-mortem processes and full autopsies
are difficult’. Full autopsies are also not
welcomed for natural or disease-related
deaths.

Since January 2017, icddr,b in collaboration
with IEDCR is implementing the Child Health

and Mortality Prevention Surveillance
(CHAMPS)  program  in  Baliakandi
sub-district, ~ under  Rajbari  district,

Bangladesh. CHAMPS is implementing a
minimally invasive tissue sampling (MITS) to

identify the precise causes of stillbirths and
<5 years child deaths. MITS uses needle
biopsy to collect postmortem samples for
histopathological,  microbiological  and
molecular investigations in order to create
an optimized quality data and identify
precise causes of deaths 25,

On request of the reseachers of this study,
religious institutions in Bangladesh at the
national and sub-national levels issued a
"Fatwa" stating that MITS is acceptable
provided there is an informed written
consent from parents, no financial
involvement, ensuring proper demonstration
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of respect to the deceased body, and
causing no delays in the burial process.
CHAMPS Bangladesh took the opportunity
to engage the local community and local
stakeholders from the very beginning of the
implementation to develop, strengthen, and
sustain 'trust' among parents and family
members of deceased children, community
residents and religious leaders as well to
increase their participation in  MITS
procedure’®8,

Implementation area and population:
The catchment area Baliakandi
Upazila, a largely agricultural area
of 229 square kilometers, located
approximately 133 kilometers west
of Dhaka and having a population of
226,323 was selected due to its high
infant  mortality rate.  Some
preceding work was also carried out
in this area to pilot the MITS
procedure.
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Vertical community engagement

Implementation process:

Community engagement activities in
CHAMPS were implemented in three
phases:

Phase I|: Pre-MITS implementation

The primary objective was to establish
connection with the community and assess
whether the MITS procedure is aligned with
their social, cultural and religious norms and
also their motivations to know the precise
causes of child death. Between January and

Union Parishad,

Muftis,
Religious leaders
Social Leaders
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memebrs

Horizontal
Trust
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Horizontal community engagement

February 2017, a total of 14 ‘Participatory
Inquiry into Community Knowledge of Child
Health  and  Mortality  Prevention’
(PICK-CHAMP) workshops were held in
seven  administrative  Unions.  Seven
workshops conducted with  community
leaders’ group which included former and
current Union Parishad members, imam of
mosques, madrasa teachers, priests, village
doctors, staff related to health service, family
planning and vaccination. The rest seven
workshops were conducted with selected
influential community members
including ~ family ~ members
related to under 5 years child
death, retired teachers, local
skilled birth attendants®. The
workshops
adopted a participatory rural
appraisal (PRA) method to
achieve the initial objective of
community engagement.

Fig. 1: Vertical and horizontal community engagement process
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Following the completion of the
PICK-CHAMP  workshops, a 'vertical
community engagement'  (Fig.1) was
established to foster 'vertical trust' between
community residents and community
leaders. Meetings were held with all seven
Union Parishad (lowest level of local
government) members, including the
chairman and male and female UP members
at the local level. CHAMPS's objectives,
activities, and MITS's permissibility in Islam
in light of the 'Fatwa' and our collaboration
with government and health authorities were
explained. Sensitization of female residents
through courtyard meetings and male
residents through tea stall meetings
(horizontal ~ community ~ engagement)
explaining CHAMP activites and MITS

Pic: Community Champions’ Meeting
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implementation in order to develop
'horizontal trust' (the trust that members of a
community have in one another) was done.

Phase II: After MITS implementation in
the facility/hospital

The MITS facility was initially established in
one tertiary care hospital (Faridpur Medical
College Hospital) and later on, in a
specialized child hospital (Dr. Zahed
Memorial Child Hospital) in Faridpur, and
MITS implementation began in September
2017. During this phase, group discussions
were held with selected Muftis (religious
scholars) and Imams (religious leaders) in
Baliakandi to aware them about the
acceptability of MITS procedure in Islam
based on the ‘Fatwa’ as a way to build
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Pic: Religious Leaders‘ Meeting

'vertical trust' among local religious leaders.

During this phase, a small pool of
‘community champions' were formed which
included a few people from the deceased
family members who had immediate
experience with the MITS. These champions
included the father, grandmother, aunt,
uncle, and close relatives of the deceased
family members who participated in the
MITS procedure.

Phase lll: After implementation of MITS at
community deaths and onward

MITS implementation was expanded to the
community in June 2018, with the goal of
capturing deaths that occurred at home. In
this effort, the CHAMPS team moved to the
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household of a deceased child and
approached parents/guardians and families
for MITS participation after receiving
notification of a stillbirth or death of an under
5 child from the community. This was more
challenging than the hospital scenario. In the
event of a death at home, a diverse group of
community members, local and religious
leaders, and neighbours appear, and the
decision to participate in MITS becomes
collective. Furthermore, religious concerns
become more prominent because family
members can easily seek advice from a local
Imam about MITS acceptability in Islam.

Data collection and analysis:

Notes on the participants’ responses were
recorded. Some of the responses were
collected using index cards and flip charts
that were later compiled. During the
stakeholders’ consultation meeting, notes on
the participants’ responses, queries and
suggestions were also kept. In addition,
some level of information from stakeholders
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and community meetings were documented
in the specific reporting format.

Findings:

Community perspectives and alignments
with CHAMPS activities

The participants agreed that, while the MITS
process is religiously permissible, there is a
need for increased awareness among
religious leaders and community residents to
clear up any confusion. Hindu spiritual
leaders stated that the MITS process was
not prohibited in  Hinduism. Some
participants believed that parents who had
lost one or more children (stillbirth or
neonatal death) would be more interested in
learning why their child died and would be
more willing to participate in the MITS
procedure.

The participants expressed concern about
removal or stealing of organs during the
procedure. They also inquired about the
possibility of a delay in the burial/cremation
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process due to MITS participation. The
PICK-CHAMP  findings  aided  the
subsequent implementation phase by
emphasizing the areas that needed to be
prioritized.

Information sharing and trust building
The community gathering provided a
platform for the CHAMPS team to share
information ~ with  general ~ community
residents regarding project implementation
process and activities and to explain the
MITS procedure with opportunity to answer
their questions. The community engagement
team informed participants and the
community that CHAMPS provides a
toll-free call-in center service through which
professional physicians provide health
consultation to pregnant women and sick
children. Very few families of deceased
children accepted the offer to speak with
‘community champions' to learn experiences
with the MITS procedure.

faftm =1 fog SemzedwREr e
FEREN @, T I el @&
P TRNF AR (Yo
TGS T9F) S O FE (e
R (77 O 0O 2} 20 @R X5
AFore ST FAO WES FKF
TRT A |

SRR OO T TSR (@
TR (ACF (1N OF A T B
T AR I G 4RO [ @eq B
26 AP OIwd De-SRe ST
FCACRS | ST No7-9 A*=0eR Fice
W/wwﬁmsemw
TG Li0(60) BT |
B 1 RO R o S | M [T
GECS (7 (@ ANGE @ ¢T7 yiEee
e o9 afear IeaRe |9 | @2
PRGN R CFCE FHRZOFIe
SRS AR (A9 @ G AR A
BIP FRGR Sy @ oo e
T [Rifie w2 8 el fite 204 |



Volume 8 Issue 1

NATIONAL BULLETIN OF PUBLIC HEALTH

March 2025 15

Response to mistrust or
misinterpretation

The actions and process of community
engagement were beneficial in addressing
community misunderstanding or
misconceptions about CHAMPS
implementation. An example of one such
misconception was the seepage of blood
being interpreted as 'killing a newborn' on
purpose or ‘'stealing organs' from a
deceased child. In those critical situations,
the community engagement team along with
expert team members from other

\‘mmﬁmmﬁ

¥

Yie

components of the project explained the
misconceptions or misinterpretations by
visiting the family members and local
leaders, and such issues gradually
diminished over time. In this way, the
community meeting played an important role
in gathering community concerns and
comments and resolving those concerns as
needed.

Discussion:
A number of community engagement
activites aided in  community entry,

Pic: Community Feedback Meeting
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Pic: Courtyard Meeting

introducing CHAMPS  objectives and
activities, increasing interaction  with
community leaders and general residents,
developing  partnerships ~ with  local
organizations and influential people, and
establishing, strengthening, and maintaining
trust.

Community ‘entry’

The first step in developing 'trust' was
establishing a relationship with the
community. The PICK-CHAMP workshops
provided an excellent opportunity to
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establish rapport with the selected
community leaders and members for the first
time. This interaction between CHAMPS
team members and workshop participants
stimulated the 'first entry' into the community
to discuss and implement a highly sensitive
MITS procedure in children. The 'Fatwa' was
the most acceptable and trustworthy
document for the team's initial confidence in
entering the community.

Gaining ‘trust’

The official relationships of CHAMPS with
different government departments, including
the Institute of Epidemiology, Disease
Control and Research (IEDCR), Bangladesh
Medical University (BMU), Faridpur Medical
College Hospital (FMCH) and Baliakandi
Upazila Health Complex (BUHC) helped the
team in gaining ‘vertical trust. The
‘horizontal  trust’ was developed by
educating the community at large about the
goals, activities, and MITS procedure of
CHAMPS™. The consent of parents of
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deceased children and family members to
the MITS procedure demonstrated the
established 'trust' between the CHAMPS
team and local residents, as well as the
gradual increase in acceptance of the MITS
procedure over time.

Strengthening and sustaining trust

Strengthening trust requires ‘transparency’
of what is being told to the community and
what they are experiencing. All untoward
incidents were notified to the local religious
leaders, which was interpreted as
'transparency' and supported by religious
authorities.  Such  unexpected events
suggest a greater emphasis on
"strengthening and sustaining trust". The
‘community champion' approach served as a
mechanism for gaining ‘horizontal trust'
while  maintaining  comprehension  of
CHAMPS activities. Numerous community
engagement activities, such as courtyard
meetings, tea stall meetings, consultations
with Union Parishad, religious leaders, and
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Mosque meetings on regular basis helped in
sustainability.

Conclusions:

Engaging local communities from the
beginning of a sensitive project is crucial for
community preparation. The participatory
workshops for community entry proved to be
effective. Involving the local residents,
religious leaders, and local representatives
are especially helpful in developing
community trust. Responding to unexpected
situations or residents' misinterpretations of
implementation that create a negative
impression is critical for restoring and
maintaining trust. The process of ‘vertical
and 'horizontal' community engagement
eventually strengthens trust.

References: Available in the online version
of this issue.
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Surveillance Report, 2024

An update on the disease surveillances carried out at IEDCR in 2024 is presented here. Individual details are available in the “surveillance” tab
of iedcr.gov.bd. Links are also provided at the end of each updated surveillance. Readers may also check Volume-4 Issue-2 of NBPH which
provides a detailed information on the history of the various disease surveillances carried out in Bangladesh at:

NBPH; Volume-4; Issue-2: https://iedcr.portal.gov.bd/site/page/fd506d6f-bbc7-4b42-9da2-46d3fe3a17d5/-

-urveillance

Anthrax surveillance is continuing in three upazila of Meherpur district.
*In 2024, from January to August, 65 samples were received from sentinel sites, of which 34 were positive for Bacillus Anthracis. All cases
were from Gangni and Sadar Upazila of the Meherpur district.

Anthrax Surveillance: https://iedcr.portal.gov.bd/site/page/23af0a61-c8d7-4fac-97a0-2e298491ebf6/-

-is Surveillance

Since 2019, IEDCR has been conducting leptospirosis surveillance in 8 sentinel sites throughout the country.

Table 1: List of leptospirosis surveillance sites with positive cases (Jan to Jul '24)

Name of Hospital District Positive
case/s
District Sadar Hospital Satkhira 25
Dhaka Medical College Hospital Dhaka south 20
B;langladesh Institute of Tropical & Infectious e 6
Diseases
Uttara Adhunik Medical College Hospital Dhaka north 4
250-Bed General Hospital Naogaon 2
250-Bed district Sadar Hospital Habiganj 1
250-Bed General Hospital Patuakhali 0
250-Bed Sadar Hospital Cox’s Bazar 0
Total 58

Most of the positive cases were identified from the districts of Satkhira and Dhaka (Table 1).

_nd Intussusception Surveillance (HBRIS)

In Bangladesh, the estimated incidence of rotavirus in the under-fives is 10,000 cases per 100,000 children. IEDCR and icddr,b jointly started
HBRIS surveillance since 2012.

Table 2: Sample collection and rota virus positivity in 2024

| Positi Percentage
Month Samples ositive g

collection cases (Positive)
January 187 152 81
February 182 142 78
March 177 125 71
April 144 57 40
May 127 47 37
June 104 52 50
July 82 34 41
August 90 34 38
September 121 65 54
October 129 83 64
November 157 125 80
December 139 116 83
Total 1639 1032 63

The proportion of rotavirus positivity is higher from January to March. Then again, an upsurge is seen in November and December (Table 2).

From 2012 to Jun 2024 the proportion of rotavirus positivity showed a seasonal variation with an upsurge between November and February
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with a peak in January. In the last 3 years, the positivity was found to have increased in the month of March also.
Hospital Based Rotavirus and Intussusception Surveillance (HBRIS):
https://iedcr.portal.gov.bd/site/page/176d8dc1-0abb-4950-b0b6-a57390d9829d/-

-nza Surveillance

Since 2017, the National Influenza Centres (NICs) has been conducting two surveillance programs, NISB (National Influenza Surveillance
Bangladesh) and HBIS (Hospital Based Influenza Surveillance). NISB is coordinated by IEDCR since 2010 in 10 sentinel sites. HBIS is
coordinated by IEDCR and icddr,b since 2007 in 9 sentinel sites across Bangladesh.
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Fig 1: Epi-curve of influenza seasonality and subtypes, 2024 (Source: Bangladesh influenza surveillance system cumulative
data (NISB and HBIS platform)

During 2024 A(H1N1)pdm09 and A/H3 subtypes were detected. The proportion of positive influenza cases were high from April to July which
coincides with our regular seasonality which is March to September.

NISB Monthly Reports: https://www.iedcr.gov.bd/site/page/077670e7-ea37-439e-a59e-085d4c49e923/-
HBIS Monthly Reports: https://www.iedcr.gov.bd/site/page/55f17e29-d56d-4d6e-aa35-129000fdb9da/-

-veillance

IEDCR is conducting the Nipah virus (NiV) surveillance since 2006. Currently, it is running in 14Government facilities. including 12 government medical
college hospitals and 2 district hospitals covering 8 divisions of the country. The objectives of the surveillance are to detect outbreaks of NiV infection, modes
of transmission and identify possible risk factors.

Table 3: Distribution of Nipah cases in Bangladesh (session 2023-24)

District Upatzila Male Female Death
Manikganj Manikganj Sadar 2 0 2
Shariatpur  Naria 0 1 1
Naogaon Porsaha 1 0 1
Khulna Dacope 1 0 1

Total 4 1 5

In the 2023-24 session, five cases of NiV infection were detected in 4 districts of Bangladesh. Among them, 4 were males and 1 was a female. All of them
had history of raw Date Palm Sap (DPS) consumption. The fatality rate was 100% (Table 3).
Nipah Virus Transmission in Bangladesh: https://www.iedcr.gov.bd/site/page/03d6e960-2539-4966-8788-4a12753e410d/-
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The Antimicrobial resistance (AMR) surveillance system in Bangladesh is unique as it currently integrates both case-based and lab-based
approaches, as recommended by the Global Antimicrobial Resistance and Use Surveillance System (GLASS). The case-based surveillance
started from 2017 and the lab-based surveillance was initiated in 2022. Case-based surveillance is conducted in 11 sites nationwide, while
lab-based surveillance is conducted in 21 public and private laboratories.

Table 4: Distribution of samples collected in case-based surveillance Table 5: Frequency and percentage of samples in case-based
from Out Patient Department (OPD), In Patient Department (IPD) surveillance (Jan to Jun '24)
and Intensive Care Unit (ICU) (Jan to Jun '24) Specimen Frequency Percentage

Department Frequency Blood 3,042 343

IPD 4.126 Urine 3,025 34.1

IcU 2,493 Stool 1,139 12.8

OPD 2,257 Wound swab 1,080 12.2

Total 8,876 Endotracheal aspirate 576 6.5

Total 8,876 100

Most number of samples were collected from the IPD (Table 4) of which blood and urine samples comprised the most (Table 5).

Table 6: The most frequently isolated organisms from different samples in Table 7: Proportion of MRSA and ESBL in blood in case-based
case-based surveillance (among the OPD, IPD and ICU patients) (Jan to Jun '24)  surveillance among the OPD, IPD and ICU patients (Jan-Jun '24)

Specimen Most common organism  Percentage Sample MRSA ESBL

- — . SRETONIn Jan-Jun ’24 Jan-Jun ’24

Uil il €] . Blood 68% (94/138) 79% (212/267)

Stool Vibrio cholerae 54

Respiratory Acinetobacter spp. 43

Soft tissue and body fluids Pseudomonas aeruginosa 39

Blood Staphylococcus aureus 24

The most isolated organisms in different samples were E. Coli in urine, V. Cholerae in stool, Acinetobacter spp. in respiratory, Pseudomonas
aeruginosa in soft tissue and body fluids, Staph. aureus in blood (Table 6). The status of MRSA (Methicillin-resistant Staphylococcus aureus)
and ESBL (Extended-spectrum beta-lactamase) reflects the situation of AMR. The percentage of MRSA and ESBL were 68 and 79
respectively. This could be explained by the high percentage of patients coming from the ICU (Table 7).

To see the antibiogram and detailed information (including live AMR Onehalth dashboard), please visit the link below:
https://www.iedcr.gov.bd/site/page/79ff9b37-67f4-4769-a0b6-bad6faa8ee36/-

_evention Surveillance (CHAMPS)

The primary objective of CHAMPS is to identify the precise causes of stillbirths and deaths among children under five years of age. IEDCR has
been conducting the CHAMPS activities from 2017 in collaboration with the icddr,b. The facility-based surveillance is conducted in 1 upazila
of Rajbari district and 6 upazilas of Faridpur district. Community mortality surveillance was established in 2019 in Baliakandi, Rajbari.

Table 8: Causes of deaths of children,

o 99 Jan-Dec 2024 (N=191)
Causes of deaths Percentage
Birth Asphyxia 134

& Prematurity 20
Sepsis 12

4 Not determined 11
Others 14

Jar-24 Feb-24 Mar-24 Apr-24 May-24 Jur-24 Jul-24 Aug-24 Sep-24 Oct-24 Now-24 Dec-24

mmmm Death Notification s Approached MITS e Consent Success Rate

Fig 2: Number of death notifications, approach for MITS and agreed for MITS (Jan to Dec "24)
(Source: https://champs.iedcr.gov.bd/mits)
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The number of death notifications and approaches for MITS reached their peak in January and August 2024 (Fig 2). The consent success rate
has also increased over the year. This increase can be attributed to robust community engagement activities and effective coordination with
government and private stakeholders. Between January and December 2024, CHAMP BD team conducted 197 MITS, comprising 110
stillbirths, 64 early neonatal deaths, and the remainder being infants. Of these, 55 cases originated from Baliakandi, Rajbari, while the others

were from the six upazilas of Faridpur known as expansion area.

During this period, a total of 191 deaths were investigated. The majority causes of deaths were birth asphyxia (70%, 134/191), prematurity and
related complications (10%, 20/191) and sepsis (6.2%, 12/191). For 11 cases, the precise causes could not be identified (Table 8). It may be
noted that the number of investigation cases were higher than MITS, as it includes data from the previous MITS also.

CHAMPS BANGLADESH Data: https://champs.iedcr.gov.bd/data

p COVID-19 Update (2025) 5

COVID-19 remains a global health concern. New sub-variants of Omicron, particularly
Omicron LP.8.1; Omicron NB.1.8.1; Omicron LF.7; Omicron BA 2.86 and Omicron JN.1
sub-variants XFG, XFC, have been reported in various countries. In Bangladesh, the
infection rate has increased since mid-May 2025. Analysis of surveillance data from the
National Influenza Surveillance, Bangladesh and PHEOC of IEDCR shows that between
January 2023 and May 2025, the infection rate was the highest (9.51%) in May 2025.
Recently, new sub-variants XFG, XFG 3.1 and XFC of the pre-existing Omicron BA 2.86;
Omicron JN.1 have been identified in our country. These sub-variants can be easily
transmitted. The general advice for protection remains the same: wear a mask, wash your
hands regularly with soap or sanitizer, avoid public gatherings, seek medical advice if
necessary if you have a fever, cold or difficulty in breathing. Get the right information and stay
aware to protect yourself and society.
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