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From the Desk of the Director General

Digitization has helped to pave us in more ways than one.
The public health sector follows a model of shared e-Health
resource, hosted by the Ministry of Health and Family
Welfare (MOH&FW). Management Information System
(MIS), a department of the Directorate General of Health
Services (DGHS) under the MOH&FW has established the
Health Information System (HIS) and e-health in
Bangladesh following e-health data standardization and
interoperability. In 2011, the United Nations has honored the
Prime Minister of Bangladesh, Sheikh Hasina, with a
“Digital Health for Digital Development” award. In 2014,
e-Health progress and model of Bangladesh was
recognized as the world’s best practice by the German
government; it was exemplified through the publication of a
book entitled “A Quiet Revolution: Strengthening the
Routine Health Information System in Bangladesh”.

Improvement of e-Health in Bangladesh is now consistent
and rapid, and the country is currently focusing more on
innovations and quality control under the HIS and e-health
Operational Plan, as a component of the 4th sector-wide
program (HPNSP 2017-2022). In a very short span of time,
we have moved forward to a host of other initiatives.
Disease profiles, outbreak investigations, surveillance
systems are now at the touch of buttons, providing timely
warnings and opportunities to take immediate actions.

| feel NBPH has taken a good initiative to publish this issue
on some of the successful program of digitization in public
health.

Professor Abul Kalam Azad
Director General
Directorate General Health Services

Editor-in-Chief’s Note

Digitization in our country has been a continuous process in
the past one decade. The health services have lived up to
its expectations and has been able to keep pace with the
progress. IEDCR and other institutes have taken up several
projects and relies completely on using the web and other
internet facilities to conduct several disease surveillance,
monitoring  diseases,  developing  epidemiological
predictions and projections. Availability of cell phones for
the entire population has become a reality. Control of
chronic diseases of public health importance like diabetes
and tuberculosis are being monitored through the cell phone
platform.

The current issue of the National Public Health Bulletin
(NBPH) deals with some of the programs which have used
these modern technics to keep us more informed and
updated. These innovative advances and their success
stories are discussed in this issue. Highlighting the
achievements of digital health tools in this issue will
definitely encourage others in the health service to practice
this way.

Prof. Mamunar Rashid
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Cell Phone Based Disease Surveillance System
-A Unique Data Collection System in Bangladesh

Dr Igbal Ansary Khan

Dept. of Medical Social Science, IEDCR

E-mail: igbalansary@gmail.com

Bangladesh has made significant
progress in improving overall health
and wellbeing of the people as
reflected by increased life
expectancy, decreasing maternal
and infant mortality, appreciable
immunization coverage and basic
health care services at the doorstep
of the people through the community
clinics. These were made possible
by the relentless collaborative
evidence based interventions in the
field by the government and the
development partners. Surveillance
is an essential tool to collect
information to  develop new
interventions or policies, monitor

progress, or to assess impact of
intervention. Since 1976, the
Institute of Epidemiology, Disease
Control & Research (IEDCR) is the
mandated national institute under
Ministry of Health and Family
Welfare (MOH&FW) for conducting
disease surveillance, outbreak
investigation and research on
diseases and conditions of public
health importance. i

IEDCR now conducts ==
hospital-based sentinel
surveillance, community

based surveillance, web
based disease surveillance
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surveillance. Along with those,
IEDCR, as the pioneer in
Bangladesh, is using Cell Phone
Based Disease Surveillance System
(CPBDSS) platform since 2012 to
generate essential information on
communicable and non-communicable
disease and their behavioral risk
factors and also reproductive health
issues of women. Telephone based
interview has emerged as a reliable
and affordable way to collect data as
a large number of respondents can
be reached within a short period of
time at a very low cost. Many
developed countries like USA,

(TIRIZe) (e fofes @t Sommrat
(Pffefeaoas) e AR
RO 0% T (AT @3 v
[RE @ RENE 8 PRGNS
@ ©R, WhATe e @R
R e HAZY RGEE  ©2
AT I SR | TG AR, S O
[ S 1 S E IR L) 1) B o3
(AT OGPl I T
GRS W ArFRFE a7
a6 A= ¢ fFSawal SOy Rema
Afgeifre z@TR 1 @ IR WES
JEAE, ACHERI, FoUe € Hid
T© S Sge ¥ e GRIcee
ACS  ARGER IR | AR
AT LT NI WS (T
(T GIIEAT I IS
fofes Pl oy MaRs @3
eFpd “Ee T Sur I
qRIfehTaRe @ Tt JRRE
TR R | TWIO AFON AN



4 Volume 1 Issue 4

NATIONAL BULLETIN OF PUBLIC HEALTH

March 2019

Australia, Scotland, and China are
conducting telephone survey
routinely. With the gradual increase
in mobile phone penetration in even
in the remotest communities of
Bangladesh, it has become an
important method to  collect
community based information and
IEDCR is taking this opportunity.
This is important as it helps to see
the trends in quickest possible time
for making appropriate timely
interventions and policy decisions.

The respondents in the IEDCR run
cell phone based disease
surveillance are the current cell
phone users of the five cell phone
operators in the country. The
respondents are selected randomly
from a market share based pool of
numbers of each operator through a
software developed for each of the
surveillance system. When a cell
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phone number is selected it is
transferred automatically to the
attached mobile phone. The
interviewer calls the number and
after informed verbal consent, asks
the questions and at the same time
enters the collected information in
the computer software. Participation
in this process is completely
voluntary. Participants can withdraw
themselves at any time of the
interview process. All data are stored
securely; any wider dissemination of
data is anonymized and aggregated
to ensure that results are not
identifiable at the individual level. All
staffs and associated personnel are
oriented to the confidentiality
procedures. IEDCR has trained a
pool of data collectors on the
system. Depending on the sample
size and the length of the module,
interviewers are called in, trained on
the module and data collection
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starts. The collected data are stored
in each computer and also in IEDCR
server. In the software possible
quality checks are already built-in to
minimize data entry errors. Besides,
regular data checks by IEDCR
statisticians ensures data quality.

The CPBDSS platform was first used
in 2012 on a pilot basis to collect
information on health conditions and
behaviors contributing to
Non-communicable Disease (NCD),
injuries and preventable
communicable diseases in Dhaka
City Corporation area. The project
was financially supported by
International Association of National
Public Health Institute (IANPHI) with
technical assistance from United
States Center for Disease Control
and Preventon (US CDC).
Subsequently, with fund from the
Government of Bangladesh, the
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collected data were validated on a
subset of cell phone respondents
with face to face interview using the
same questionnaire, and the result
showed appreciable sensitivity and
specificity for most of the indicators.

Experience of pilot and the validation
study encouraged IEDCR to expand
the system on a larger scale.
Through the MOH&FW, I|EDCR
requested the Chairman  of
Bangladesh Telecommunication
Regulatory Commission (BTRC) to
support involvement of all operators
to provide subscribers’
numbers proportionate to
their market share so that
nationwide cellphone
based disease
surveillance  can  be
undertaken. IEDCR also
involved the Association
of  Mobile Telephone
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Operators of Bangladesh (AMTOB)
and conducted several consultative
meetings with all operators to clarify
the importance and get them on
board. In 2014, nationwide
CPBDSS was initiated with support
from US CDC and Food and
Agricultural Organization (FAO) to
conduct influenza surveillance and
syndromic surveillance to foodborne
illnesses respectively. In 2015, three

data collection rounds were
conducted to see the seasonality of
communicable disease and
proportion  of influenza  and

Members of IEDCR and Johns Hopkins Bloomberg School of Public Health research team on IVR
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foodborne illness in the community.
With financial support from United
Nations Fund for Population
Activities (UNFPA), IEDCR
undertook two surveys in 2016-17 on
issues concerning reproductive
health of woman aged 15-49 years in
Bangladesh. The particular issues of
importance were, age at marriage,
age at first pregnancy, information
related to knowledge and practice on
antenatal care, birth preparedness
plan, care at delivery, family planning
and service seeking behavior during
pregnancy, delivery, co-morbidities
etc. The surveys
were conducted
nationwide with
particular emphasis
on several low
performing districts
where interventions
on strengthening
reproductive  health
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care were initiated by the
government. The aim was to see the
trend and assess the impact of
ongoing interventions and help the
policy makers to plan appropriate
high impact, cost-effective
interventions for improvement of
reproductive health of woman in our
country.

In 2016, IEDCR conducted a cell
phone based survey on NCD and
their risk factors with financial
assistance  from the Health
Population and Nutrition Sector
Development Program.

During the 2017 chikungunia
outbreak in Dhaka City Corporation
(DCC) area, IEDCR conducted a
rapid survey using this platform to
define the outbreak in respect to see
its extent, person affected,
presenting symptoms, cluster effects
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etc. The collected data helped in the
containment of the outbreak in
Dhaka within a very short time. Since
2017, IEDCR in collaboration with
Johns Hopkins Bloomberg School of
Public Health’s Bloomberg
Philanthropies Data for Health
initiative (BD4HI) initiated a study
‘Evaluation of mechanisms to
improve mobile phone survey
metrics” to assess and improve the
feasibility, quality, and validity of
NCD mobile phone surveys.

IEDCR through this protocol used its
existing  cell phone  based
surveillance platform as a
comparator to the Interactive Voice
Response (IVR) system through
running few surveys aimed to
answer key questions on how to
improve IVR survey delivery and
how mobile phone survey modalities
(VR vs. Computer Assisted
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Telephone Interview -CATI) differ on
key survey metrics. CATI surveys
employed call centers where human
interviewers follow a script in a
software program to ask questions to
the survey participants. Here
respondents can interact with the
human interviewers for clarification.
With IVR surveys, respondents
interact with a pre-programmed
database in a computer which
contains both pre-recorded
questions, and a series of pre-set
answers to the questions—linked to
a specific numeric key, or numeric
response on a touch-tone phone
keypad (e.g. “Press 1 for Yes” or
“Press 3 for No”). IVR uses random
digit dialing and throws numerous
calls at the same time to collect data.
Johns  Hopkins identified the
platform of Voto mobile (currently
renamed as Viamo), which was used
for the IVR survey.
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In 2017, Johns Hopkins and IEDCR
tested the functionality of the IVR
platform, helped contextualize the
use of mobile phone surveys on an
IVR platform for usability and optimal
performance in Bangladesh. IEDCR
conducted several key informant
interviews, focus group discussions,
and  semi-structured interviews
among the stakeholders to have
their say on the system and their
opinion on the ways to improve the
system. Finally several mechanisms
were tested to improve survey
response, completion and attrition
rates. Based on those findings, in
2018 IEDCR initiated a year long
NCD survey by using the country
specific refined IVR platform to see
its usability for NCD and risk factor
surveillance. The survey will collect
national level estimates of risk
factors  for  non-communicable
diseases to assess the prevalence of
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risk behaviors. Along with that,
IEDCR will do cost analysis and
visualize the data for all to be used to
counter NCDs. These results will
inform future implementation of
mobile phone surveys in low- and
middle-income countries.

Gradual increase in mobile phone
ownership and access has given the
opportunity to interview respondents
over their own cell phone to collect

data instead of face to face
interviews at respondent’s
households. It is now established

that using cell

phone for data

collection is an effective tool to

conduct community level
surveillance for Bangladeshi
population. IEDCR encourages

others to use this platform to gather
valuable health related data directly
from the community through rapid
surveys in future. |IEDCR further
hopes, that, through this approach it
will be possible to get issue based

community opinion, make policy
decision, plan and implement
appropriate intervention for the

community within shortest possible
time.

A Focus Group Discussion (FGD) session with male respondents
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Human anthrax in Bangladesh: Current situation

Dr. Ahmed Nawsher Alam
Department of Virology,

Institute of Epidemiology, Disease Control and Research

E-mail: anawsher@yahoo.com

Introduction

Anthrax locally known as “Torka” in
Bangladesh is a zoonotic disease
caused by Bacillus anthracis, a
soil-borne, spore forming bacterium.
The spore of anthrax bacilli remain in
dormant stage which is resistant to
heat and chemical disinfectants, and
can persist viable for several
decades in soil. The bacterium
primarily infects herbivores such as
cattle, sheep, goats, horses and pigs
after entering the body through feed
and water contaminated with viable
spores. Anthrax is transmitted from
the affected animals to humans
through food or other material
originated from an animal that is
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contaminated with B. anthracis or its
spores.

Epidemiology of anthrax

As the spores can stay viable in the
environment, anthrax has shown
evidence of maintaining an
organism-spore-organism cycle in
suitable soils for years without
necessarily infecting animals. The
disease is mostly prevalent in
tropical and sub-tropical countries
though it has been reported in
Sweden, USA, Australia, and several
other places in Europe. In many
Asian and African countries, anthrax
outbreak occurs in animals and
humans occasionally. In
Bangladesh, the disease was found
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periodically in animals and humans
until 2009 but in recent years the
disease has occurred repeatedly;
the outbreaks indicate that the
disease has become enzootic in
Bangladesh.

Since 2009, near about 2400
suspected human cases have been
reported from 36 outbreaks in 16
districts of Bangladesh, the majority
occurring in Sirajgonj and
neighborhood districts. Most of the
anthrax outbreaks in Bangladesh
usually occur between May and
November.

Pathogenesis

B. anthracis enters into the body
through a lesion. After entry, the
spores start to germinate, being
carried to lymphatics where they
multiply and continuously feed on
the blood. The capsule and the toxin
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complex are the two known virulence
factors of B. anthracis. During the
incubation period, the bacteria are
filtered out by the spleen and other
parts of the reticulo-endothelial
system. During the last few hours of
life the blood levels of the bacteria
rise rapidly (>108ml) together with
severe toxaemia. However, the
system finally breaks down due to its
toxin action. The action of the toxin
on the endothelial cell lining of the

blood vessels results in their
breakdown causing internal bleeding
and the characteristic terminal

haemorrhage to the exterior.
Clinical features

In humans, anthrax occurs in four
forms depending on portal of
entry of B. anthracis. The most
common form is cutaneous
anthrax manifesting as raised,
itchy swellings that looks like an
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insect bite on the skin which quickly
develops to a painless sore with a
black center. It causes a mild
disease which is cured by
appropriate and timely treatment.
Gastrointestinal anthrax is very rare,
which usually occurs due to
ingestion of raw or undercooked
infected meat; manifests with
symptoms like vomiting, abdominal
pain, diarrhea, fever, sore throat and
headache. Inhalation anthrax is
caused by breathing of the anthrax
spores and the respiratory system is
affected. This form is usually fatal
and it has been used in bioterrorism.

Cut: cases in Bangladesh (2010-16)
Sub-district wise map
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Major signs include coughing blood,
difficulty in breathing, fever and
muscle aches. Recently, another
type, ‘Injection Anthrax’ has been
identified in heroin-injecting drug
users in northern Europe. All types of
anthrax cases have the potential of
systemic involvement (systemic
anthrax with or without meningitis).

Management of Anthrax in human

Majority (95%) of human anthrax
cases are cutaneous forms and
managed as outpatient cases. In our
country, the modes of exposure with
anthrax bacilli are mainly by natural
exposure (e.g. contact with
animals suffering from anthrax,
hides from animals with anthrax).
So, post exposure prophylaxis for
naturally — occurring exposed
cases should be 10 days.
Patients suffering from
uncomplicated cutaneous
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anthrax should be treated with a
single oral antimicrobial drug. Oral
fluoroquinolone (e.g. ciprofloxacin,
levofloxacin, and moxifloxacin) or
doxycycline is the preferred drug. If
the preferred drugs are
contraindicated or unavailable,
clindamycin is an alternative option.
For pregnant women and children,
ciprofloxacin is the 1st choice.
Amoxycillin and doxycycline is the
2" preferred drug for pregnant

women and children
respectively. A 10-day
course of antimicrobial
drugs is sufficient.

Treatment for patients with
systemic anthrax without
meningitis should include at
least two  antimicrobial
agents; one agent with
bactericidal activity, and one
protein synthesis inhibitor.
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All drugs should be given by the IV
(intravenous) route initially for two
weeks or until the patient is clinically
stable, whichever is longer. When
systemic anthrax is suspected with
meningitis, initially 3  (three)

antimicrobial drugs are to be given
initially for 2-3 weeks or until the
patient is clinically stable, whichever
is longer.

Cutaneous Anthrax cases
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Referral of anthrax patient

Patients with uncomplicated
cutaneous anthrax can be treated at
the Upzilla Hospital by a physician
as an outpatient. Cutaneous anthrax
with systemic involvement or with
severe lesion in head and neck
region, gastro-intestinal or
pulmonary type anthrax with or
without meningitis should be referred
to District Sadar Hospital or Medical
College or Chest Disease Hospital
as required for better
treatment.

Anthrax surveillance for
control and prevention

Effective  surveillance s
essential to prevent and
control anthrax and
encompasses mechanisms
for disease  detection,
confirmation of diagnosis,
reporting, collation of data
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and feedback of the data to the
source. IEDCR has developed a
surveillance protocol, laboratory
SOPs, questionnaire, consent paper
and other necessaries. Training on
sample collection for laboratory from
sites, orientation and training on
protocol for anthrax surveillance at
sites are always ongoing. Active
surveillance started at 9 sentinel
sites since March, 2018. So far,
almost all suspected cases have
been reported from one upazila
‘Gangni’ from Meherpur district. Few
cases have also been reported from
Shahzadpur  upazila, Sirajgon;j
recently. Other sites did not report
any positive case.

In human, most important measure
to prevent anthrax is to avoid
slaughtering, skinning, and handling
of sick animals and not to consume
meat of animals suffering from
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suspected anthrax infection. In
animals, mass vaccinations are the
most effective prevention strategy
against anthrax infection. At first all
the cattle in the affected area, and
later all the cattle of the country will
have to be vaccinated.

Deep burial (at least 6 feet deep) of
anthrax infected dead animals is a
must for preventing the spread of
anthrax. Many people throw away
the carcasses in the water bodies,
river or in the open field. It facilitates
the spreading of anthrax spores both
in the nature and humans who come
in contact with the contaminated
carcasses. Handling of infected
animals (both living and dead) with
bare hands is another source of
infection. Using of gloves or any
other protective barrier prevents
transmission of the infection.

Information, Education and
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Communication (IEC) materials like
tri-fold brochure and posters have
been developed at IEDCR for the
community education campaign to
increase awareness on anthrax for
the health workforce as well as
general population at sentinel sites
and other endemic areas of
Bangladesh.

Conclusion

The surveillance data will help
understand anthrax epidemiology in
endemic areas in the country. Critical

information  related to animal
husbandry practices, socio-
economics, and the geographic

distribution of B. anthracis can be
used for future prevention and
control strategies against anthrax.
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Using Mobile Technology for Diabetes Management

Bilkis Banu
Department of Public Health,

Northern University Bangladesh, Dhaka, Bangladesh

E-mail: bilkisbanu80@gmail.com

Diabetes, a chronic metabolic
disease is a growing problem with
increasing prevalence in

Bangladesh (5.52% in 2013' and
7.4% in 20152). The escalating cost
for complications (41 USD in 2013’
and 51 USD in 2015%) can be
prevented through early diagnosis
and proper management. Self-care
plays an important role in the
management of diabetes. This
includes  diet, drug, physical
exercise, follow-up visits, blood
glucose tests, avoiding risk
behaviors and giving proper foot
care. These acts can reduce
complications, improve glycemic
control and improve quality of life.

Educational interventions by using
and distributing pictorial books on
seven diabetes management
components enclosed with a
logbook was found to be effective in
improving compliance of diabetic
patients.® The Bangla version of this
book with the log book was also
used successfully for diabetic
patients under a project entitled
‘Diabetic Patient Empowerment’ in
collaboration with Heidelberg
Institute of Global Health, Heidelberg

University, Germany, Diabetic
Association of Bangladesh and
Daffodil International  University,

Dhaka, Bangladesh.®

In recent years, use of mobile
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phones has been found to have an
effective role in educational and
behavioral intervention programs.
The use of mobile phones could be
an answer in providing a low-cost
solution to empower patients in the
management of diabetes.
Bangladesh could easily use this
technology as an option as the
current number of mobile phone
subscribers is 150 million amongst
its total population of 159 million.*®

Different usage of mobile phone
options such as text messages,
reminder by voice calling, smart
phone applications have already
been found to be an effective tool in
the management of diabetes.
Services being provided include
health  education, clinic and
appointment reminders, medication
reminders, insulin injection,
self-monitoring of blood glucose,
diet, exercise and for building
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awareness about the disease.

There is an urgent need to validate
the smart phone application before
its general use by the patients. In
addition, a comparative study on
traditional versus technology-based
approach is necessary to detect if
this will be an effective method to
improve diabetes management. A
study entitled ‘A comparative study
on the effectiveness of traditional
versus communication technology-
based health educational
intervention focusing on Diabetes’ is
being conducted under the ‘Diabetic
Patient Empowerment’ project.® This
intervention study is also based on
the seven self-management
components of diabetes.

A smart phone application named
‘Diabetes Self-Care’ has been
developed in continuation of the
previously mentioned book and
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logbook to make it available for the
diabetic patients round the world. At
the present moment, this smart
phone application constructed on 7
self-management components has
been incorporated for the diabetic
patients worldwide including
Bangladesh to ensure more
adherences. The concept behind
this smart phone application is:
‘Continuous reminder and
monitoring can help patients to
manage diabetes properly and the
mobile app makes the process

easier’. But there could be some
challenges, like technical problems,
integration  with  patients and
electronic  health records, cost

(expensive smart phone, internet
data plan), not useful in certain
population (elderly, only able to
communicate in Bengali, physically
challenged, patients from low
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socio-economic status) etc. As such,
validation of the smart phone
application is strongly recommended
before it is launched. After validation,
necessary modifications can be
adjusted with the application and
finally, user guide and all other
information related to this application
can be disseminated in the Google
Play Store during its launch.
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A well-placed surveillance system is
primary to any health system for its

planning, implementation  and
evaluation of its public health
interventions and programs. It

provides evidence-based data for
monitoring the trends and estimating
the magnitude of health problems.
To detect outbreak at the very outset,
and to take measures to effectively
contain the same, surveillance of
communicable diseases is of
paramount importance, particularly
for the emerging threats.

Institute of Epidemiology, Disease
Control and Research (IEDCR) is
the mandated institute for disease

surveillance in Bangladesh. It
performs several types of disease
surveillance activities, including the
Web Based Surveillance (WBS) of
Priority Communicable Diseases
(PCD). IEDCR took the opportunity
to utilize the online facility to
enhance the disease surveillance
system and initiated the web-based
disease surveillance system with the
support from United States Centers
for Disease Control (US-CDC). In
July 2009, a PCD software was
developed and civil surgeons’ offices
at the district level were provided
with the necessary logistics such as,
desktop computer, printer, modem
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etc. At weekly intervals, the disease
reports were submitted from the
Upazilla Health Complexes (UHC) to
the Civil Surgeon’s (CS) office at the
district level by using a structured
form which was supplied to every
UHC. The Statistical Personnel
placed at the CS office entered the
data of the report form by using the
PCD software either on or offline and
the data reached IEDCR where it
was kept secured into the central
server. Here, a group of people is
responsible for looking after the
system, analyze the data and report
to the director of IEDCR at regular
intervals.

The PCD software was later
replaced by a more user-friendly
District Health Information Software
(DHIS), which is being used in
several other countries. An important
feature of DHIS is data visualization
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in real time. Whenever a data is
entered into the system, instantly the
data can be visualized in a tabular
form or graph or in its geographical
location. Through this system,
epidemics can be identified quickly
so that action can be taken in the
shortest possible time. The most
advantageous feature of DHIS for
WBDSS is that, this software is open
source and easy to customize as per
requirement. Every week is identified
by specific dates which helps the
data enterer in not becoming
confused with the reporting dates. In
WBDSS, data security is ensured by
saving it in a central server with a
backup in the hard disk drive.

Direct online weekly data on 18
disease conditions started arriving
from 493 upazila level health
facilities, thus replacing the previous
hard copy reporting system. It
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established a system of integrated
computer friendly surveillance to
cater to the needs of all program
activities. The designated statistician
at UHC, collects data using the
Integrated Disease Surveillance
(IDS) form from indoor, outdoor, ORT
corner and TB centers and upload
the data into the WBDSS. The
diseases under this surveillance
system include acute watery
diarrhea, bloody dysentery,
pneumonia, severe pneumonia, very
severe disease, severe acute
respiratory infection, acute
meningitis-encephalitis  syndrome,
dengue fever, acute hepatitis,
kala-azar,  cutaneous  anthrax,
malaria, enteric fever, probable
rabies, pulmonary tuberculosis,
extra-pulmonary tuberculosis and
child tuberculosis (sputum positive
or negative).

IEDCR has been using this software
for several years. The most
important challenge is uninterrupted
and good strength of internet
connectivity as well as uninterrupted
power supply at the field level.
Hundred percent reporting from all
the 493 upazilas on a regular basis is
a challenge. However orientation
and training, regular monitoring,
personal communication and
motivating the statisticians and other
personnel involved with this process,
has improved reporting in recent
years. Dedicated surveillance units
along with diligent data entry is
crucial for making WBDSS
sustainable and successful. Despite
these few challenges, WBDSS still
offers one of the best platforms for
quick and real time data collection in
the health surveillance sector.

Figure: Year wise web based reporting status from 417 UHCs
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IEDCR in collaboration with
Bloomberg Philanthropies’ project,
Data for Health Initiative
(collaboration  between  United
States Centers for Disease Control
and Prevention - US-CDC and the
CDC Foundation - CDCF)
organized an “Art and Science of
Scientific Communication” training
from 3 to 7 March 2019.

Public Health professionals with
interest in scientific writing, were
invited to submit applications---.
IEDCR colleagues reviewed the
applications and selected 18
persons to attend the training.

Dr. Pascale Krumm (US-CDC) and
Nausheen Ahmed (CDCF) led the
5-day training. The training
techniques in
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developing scientific manuscripts,
writing abstracts and how to
edit/review the content. Editors of
The Public Health Bulletin,
Bangladesh expect a number of
high-quality manuscripts as an
outcome of this workshop.

The trainees were also very
satisfied and confident about their
own writing capability. Some
expressed their willingness in
helping other writers or
researchers with their scientific
writing.
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