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From the Desk of Director General

This issue of the National Public Health Bulletin deals primarily with
two topics, namely Non-Communicable Diseases (NCD) and Nipah
virus infection. Although NCDs are twined with countries enjoying a
high economic status, it has also become a burden for the poor
people from developing countries including Bangladesh. Changing
life styles with stress, specially amongst the rich and the
middle-income group of the cities, with increased intake of salt and
with almost no outdoor physical activities are taking its toll and
leading NCDs well ahead in the race with communicable diseases.
Some communicable diseases are seasonal in nature and Nipah virus
infection has repeatedly attacked us over the past few winters. The
consumption of raw date juice in winter is deeply associated with our
culture. Its easy availability contributes to rising cases of Nipah
encephalitis. Our Government has taken several programs to deal
with NCDs and large and medium level institutions are catering to the
needs. These alone may not be enough and more research for its
prevention and creating awareness in the mass through knowledge
dissemination will go a long way to mitigate the problem. Nipah and
its associated fatalities can be lowered with prompt action from us
and increased awareness amongst the people.

I wish all the success for this issue.

=

Professor Dr Abul Kalam Azad
Director General of Health Services

Editor in Chief’s Note

Although it was originally planned to have this issue on Non-
Communicable Diseases (NCD), several other things came up and
found its place in the bulletin. A number of outbreaks of a disease
of unknown cause occured in the north of the country with multiple
fatalities. IEDCR team helped to diagnose the cause as Nipah virus
and it was only natural to include the same in this issue. Recently
two big events occurred in [EDCR. The Public Health Policy Forum
Initiative to transform data to policy, has been started and all the six
policy briefs are presented here. CAPABLE (Cambridge Programme
to Assist Bangladesh in Lifestyle and Environmental risk reduction)
is a big investment in the Public Health Arena and is discussed in the

NBPH National Desk. And lastly a good news to wrap up this issue:

Director [EDCR received a prestigious international recognition
from IANPHI which glorifies her leadership through IEDCR in public
health sector of Bangladesh.

Prof Mamunar Rashid
PhD (Cambridge, UK)
MS (Columbia, NY)
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Non-Communicable Diseases and
their prevention: A global, regional
and Bangladesh perspective

Professor Dr. MSA Mansur Ahmed

Department of Non-Communicable Diseases, Bangladesh University of Health Sciences

Global Burden of
Non-Communicable Diseases

Major Non-Communicable Diseases
(NCDs) include cardiovascular diseases,
diabetes, chronic respiratory diseases,
cancer and mental health disorders.
These diseases account for over 80% of
all premature NCD deaths. It is
estimated that NCDs kill around 41
million people each year, equivalent to
71% of all deaths globally.! Each year, 15
million people die from a NCD between
the ages of 30 and 69 years, increasing
as the age groups rise (Fig 1); over 85%
of these "premature" deaths occur in
low and middle-income countries
(Fig 2). The World Health Organization
(WHO) estimates that by 2020, NCDs will
account for 80% of the global burden of

disease causing seven out of every
tendeaths in the developing countries,
about half of them being premature

deaths under the age of 70. AlImost half
of all deaths in Asia are now attributable
to NCDs. Over 80% of cardiovascular and
diabetes deaths, 90% of Chronic
Obstructive Pulmonary Diseases (COPD)
deaths and two thirds of all cancer
deaths occur in developing countries.
South East Asia now has the fastest
rising NCD rates of anywhere in the
world, from 40% in 1990 to at least 60 to
70% in 2014.

Fig 1: NCD deaths as a proportion of all deaths
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NCD situation in Bangladesh

In terms of the number of lives lost due
toill health and disability, NCDs account
for 61% of the total disease burden. A
national NCD risk factor survey was
done in 2010 which showed that 99% of
the survey population had at least one
NCD factor and ~29% had >3 factors. A
third of the population in Bangladesh
(218 million) would be over 60 years by
2050 which guarantees a high
dependency ratio and high NCD burden
in the future too.?

Five of the major NCDs in Bangladesh
are discussed below:

i. Cardiovascular diseases

CVDs, particularly coronary artery
disease is  reaching  epidemic
proportions. Hypertension and heart
failure are on the rise, whereas the

prevalence of acute rheumatic fever is

declining. However, reliable data
concerning various aspects of CVDs is
inadequate at present.3

A recent study (2018) found the
prevalence of CVD at 5%, regardless of
the types of CVD, gender and
geographical location of the study
participants. This was higher in urban
areas compared to the rural areas. The
highest reported prevalence (21%) was
for heart disease, while the lowest
reported prevalence (1%) was for
stroke.3

Hypertension, one of the major NCD
problems, was found to be higher in
urban areas. From a national

cross-sectional study, it was found that
the overall prevalence of hypertension
in 2011 was 26.4%, with women having

Fig 2: NCDs are not a “rich country’ problem

The proportion of people who die prematurely from NCDs is highest in

poorest countries
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a higher prevalence (32.4%) than men
(20.3%). The analysis also showed that
high BMI (AOR: 2.19, 95% C.I: 1.87-2.57)
and having diabetes (AOR: 1.54,95% C.I:
1.31-1.83) were associated with the
increasing risk of hypertension.

Little is known regarding the incidence
and prevalence of congenital heart
disease (CHD) in Bangladesh, whose
correct statistics presumably remains
undetected.

ii. Diabetes mellitus

Type 2 diabetes in Bangladesh is
increasing in all age groups. According
to International Diabetes Federation
(IDF), there were 6,926,300 cases of
diabetes in Bangladesh in 2017 and the
prevalence of diabetes in adults was
6.9%.° Several studies found over-
weight, obesity and hypertension as
significant correlates of type 2 diabetes
in Bangladesh.” Some other researchers
found the age-adjusted prevalence of
diabetes and prediabetes at 9.7% and
22.4% respectively in 2014, with no
significant difference between the
sexes.8
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iii. Chronic respiratory diseases

Two-thirds of COPD patients never
knew that they had irreversible lung
condition and the prevalence is higher
in rural areas compared to urban. Solid
fuel use and smoking coincide with the
prevalence of COPD. A cross sectional
study done in 2015 shows the
prevalence of COPD at 13.5% by using
the Global Initiative for Chronic
Obstructive Lung Disease criteria and
10.3% by Lower Limit of Normal
criteria.®

iv. Cancer

According to the Bangladesh Bureau of
Statistics, cancer is the sixth leading
cause of death in Bangladesh. The two
leading causes in males are lung and
oral cancer and in females those are
breast and cervical cancers.0 In 2015 a
report from the National Institute of
Cancer Research Hospital (NICRH)
shows that the total number of outdoor
patients was 1,74,037 and admitted
patients was 7285 (all types of cancer).
Amongst the 1942 admitted cases
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affecting the gastrointestinal tract,
15.3% had rectum & 7.1% had colon
cancers.11

v. Mental disorders

A meta-analysis (2014) reported the
prevalence of mental disorders varying
from 6.5% to 31.0% among adults and
from 13.4% to 22.9% among children in
Bangladesh.12

In 2016, the age-standardized preval-
ence of depressive disorders was 4.4%
(95% Ul: 4.4-4.8%) in Bangladesh.13

NCD risk factors

Metabolic risk factors contribute to four
key changes that increase the risk of
NCDs. They are raised blood pressure,
overweight/obesity,  hyper-glycemia
(high blood glucose levels) and
hyperlipidemia (high levels of fat in the
blood). Many of the risk factors are
behavioral and modifiable, such as
tobacco use, physical inactivity,
unhealthy diet and the harmful use of
alcohol.
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NCD prevention in Bangladesh

A comprehensive approach on
reducing the risk factors associated with

NCDs is needed - requiring all sectors,
including health, finance, transport,
education, agriculture, planning and
others. Management includes- detec-
ting, screening and treating these
diseases, and providing access to
palliative care for people in need. High
impact essential NCD interventions can
be delivered through a primary health
care approach to strengthen early
detection and timely treatment. We
need to achieve the global target of a
25% relative reduction in the risk of
premature mortality from NCDs by
2025, and the SDG target of a one-third
reduction in premature deaths from
NCDs by 2030. A way forward to
improve the control of NCDs in
Bangladesh would be to have a closer
look at the health services currently
being provided and identify strategies
to close some of the major gaps.2

For the references, please contact author on:
profsam06@gmail.com
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Reduction in dietary salt intake in
Bangladeshi population: Current
situation and way forward

Professor Dr. Sohel Reza Choudhury

Department of Epidemiology and Research, National Heart Foundation Hospital &

Research Institute, Dhaka, Bangladesh

Raised blood pressure (BP) is the largest
contributor to global mortality and
burden of disease, causing 10 million
deaths each year and accounting for 212
million disability-adjusted life years."

High salt intake is a risk factor for
hypertension (HTN). The evidence that
relates salt intake to BP comes from
various types of studies, including
epidemiologic?3 as well as
population-based intervention, genetic,
and animal studies.* Epidemiologic
studies in humans have shown that salt
intake is directly related to BP, and
communities with a higher salt intake
have a higher mean population BPZ
Population-based intervention studies
have shown that when salt intake is
decreased, there is a reduction in
population BP>. Randomized trials have

consistently demonstrated that a
modest reduction in salt intake lowers
BPA. In the INTERSALT study, the median
intake in 32 countries was 9.9 gm/day.6
In developed countries, salt intake is
usually between 9-12 gm/day,” and up
to 80% of salt comes from processed
foods. In Asia and other developing
nations, most salt is added during
cooking or contained in sauce and
seasonings.8 Sodium is naturally present
in small quantities in unprocessed foods,
but is also added to foods either during
processing, cooking or at the table.

Salt intake measurement
Assessment of population salt intake is
important in monitoring the
effectiveness of salt reduction initiatives.
The available methods are:
i. estimating salt intake by weighing
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ingested food,

ii. dietary recall,

iii. estimating salt content of food before
ingestion,and

iv. measurement by 24 hour urinary
sodium excretion which is considered
the gold standard method.#210

Salt intake of Bangladeshi population

As the prevalence of HTN is high in

Bangladesh and more than one in five

adults are suffering from high BP, it

would be worthwhile to look into the
various aspects of salt consumption in

Bangladesh and future actions to be

taken.’’12 Data on salt intake in

Bangladesh are scarce. Several studies

have reported levels of salt intake

estimated from sodium excretion in

urine (Table 1).

How far should salt intake be reduced

World Health Organization recommend
that salt intake be less than 5 gm/day.’3
The United States Institute of Medicine
recommend 3.75 gm/day salt as an
adequate intake while United Kingdom
Consensus Action on Salt and Health
have recommended a further reduction
to 3 gm/day, which may achieve a one
third reduction in strokes
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and a one quarter reduction of
cardiovascular diseases.” %14

Setting up a salt reduction program
in Bangladesh

The overall goal of the global salt
reduction is a 30% relative reduction in
average population salt intake as
suggested by a core component of the
Global Action Plan for the Prevention
and Control of Non-Communicable
Diseases  2013-2020.1° Recently
adopted multisectoral actional plan for
control of NCD by government also
stated to achieve this target. Although
there is a no accepted baseline level for
Bangladeshi population, however if we
take 11 gm per day as current intake
(2013), then salt reduction target will be
to decrease intake to 7.7gm (i.e. 30%
relative reduction from current level) by
2020. WHO has created The SHAKE
package, a set of common sense,

evidence-informed policy options and
interventions to lower population salt
consumption.16
SHAKE Policies
include-

* SURVEILLANCE: Measure and monitor
salt use

« HARNESS INDUSTRY: Promote re-
formulation of foods and meals to
contain less salt

« ADOPT STANDARDS FOR LABELLING
AND MARKETING: Implement standards
for effective and accurate labelling and
marketing of food

+ KNOWLEDGE: Educate and
communicate to empower
individuals to eat less salt

+ ENVIRONMENT: Support settings to
promote healthy eating

There is a lack of policy related to salt
intake level in Bangladesh. The food

and Interventions

Table 1:Salt intake reported from different studies among Bangladeshi population

Year / Author Number  Method Estimated Salt (NaCl) intake
(g/day)
Urban Rural = Total
2012/ Estimated from spot urine | 17.2 16.2 17
Zaman mm et al (11) Urban: 100 = Na concentration using
Rural: 100 ' Tanaka equation (19)

2012-14 Urban:200 = Estimated from 24 h urine | 10.3 5.1 7.7
Choudhury SRetal (12) | Rural:200 = Na excretion
2011
Rasheed et al (22) Rural:388 | Estimated from 24 h urine

Na excretion - 6.9 6.9
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based dietary guidelines by Bangladesh
National Nutrition Council (BNNC) to
reduce salt intake for Bangladeshi
population emphasise on use of iodized
salt, promote use of iodized salt in
cooking, avoid eating too much salt and
salt food and limit salt intake to 5-10
gm/day. However, Bangladesh needs
policies and programmes that have
monitoring and evaluation in place to
report salt intake in dietary surveys,
address the issue of salt iodization in
laws regarding food and publish salt
content limit for processed foods.
Particular attention needs to be given to
the various stakeholders for a successful
salt intake reduction programme. These
should include a specific programme for
population salt intake by the
government for the public sector; and
sensitizing the private sector, e.g. local
food industry and restaurants. Efforts
should be given to raise awareness
among the general population and
industry through NGOs/civil societies.
The academia should undertake
community and worksite based CVD
reduction programmes.

*For the references, please contact the author
on:sohel_r_choudhury@hotmail.com
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Public Health Policy Forum: A unique

initiative

National Desk, National Bulletin of Public Health

Public health policy forum is a unique
initiative of Institute of Epidemiology,
Disease Control and Research (IEDCR)
which is being implemented with the
technical support of CHAMPS data to
action, Emory  University  and
International Association of National
Public Health Institutes (IANPHI) as part
of Data Impact Program (DIP). The DIP is
implemented to build capacity of
researchers and policy makers to use
data for making informed health related
policy decisions. Capacity building on
Data to Policy for developing policy
briefs and sharing the briefs with the
policymakers and stakeholders in Policy
Forum has created an opportunity for
IEDCR as an epidemiological institute to
translate  epidemiological data to
evidence-based policy through DIP.

I[EDCR organized Data to Policy (D2P)
training for young epidemiologists,
researchers and public health program
personnel to equip them with analytic
skill to develop ‘policy brief paper. They

were trained through a well-designed
training package which includes data,
evidences/desk review, data analysis,
data interpretation, economic analysis
(particularly on cost effectiveness). A
technical team from Centers for Disease
Control and Prevention, USA provided
mentorship to this D2P training. Six
policy briefs were developed by six
teams of trainees on six different issues
of public health importance. IEDCR
organized pre policy consultation (13th
December 2018 and 10th Jan 2019) to
share the six policy briefs with the
stakeholders for their valuable inputs.
The trainees revisited their policy briefs
and finalized for sharing in the Policy
Forum.

The Public Health Policy Forum meeting
was held on Wednesday, 30th January,
2019 at IEDCR with Mr.Md. Ashadul Islam,
Secretary, Health Services Division,
MOHFW as chief guest and Prof Dr.
Nasima Sultana Additional Director
General (Admin) of health services as
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special guest. The chief guest
emphasized the necessity of the ‘Policy
Forum’ as large quantity of data are
being generated but are not translated
appropriately  into  action-oriented
policies. He appreciated IEDCR’s efforts
in the policy area and advised to
continue this Policy communication
endeavor. He instructed to communicate
the key discussion points with
appropriate ministries and departments
and to actively engage the relevant Line
Directors in policy areas. Line directors of
relevant operational plan, represent-
atives  from  relevant  ministries,
researchers, clinicians, program
personnel, NGOs, private sectors and civil
society actively participated in the
forum.

The policy briefs presented in the
Public Health Policy Forum.

1. My children free from second-hand
smoke (SHS) exposure: Campaign for
voluntary smoke-free home

Data suggest that more then 40%
children in Bangladesh are regularly
exposed to second hand smoke (SHS)
and an estimated 23% acute asthma,
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35% lower respiratory tract infection
and 39% ear infection in children are
attributable to SHS. Salivary cotinine
levels detected SHS exposure in 95% of
school children in Dhaka city.The policy
brief discusses few policy options but
proposes ‘to educate the school
children and use them as “Change
agent” in their family to create
awareness and responsiveness to quit
smoking’ This can be implemented on a
pilot basis to trial out the feasibility.
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2.Under 5 pneumonia: Early
recognition saves lives

Each year almost 18000 deaths occur
due to pneumonia in Bangladesh and of
them a significant percentage s
associated with delay in receiving care
which is easily preventable.The earlier

the child is presented to healthcare
providers, better is the chance of
survival and early recovery without
complications. Awareness of caregivers
about signs and symptoms of
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childhood pneumonia and service
availability is key to bring the sick child
at an early stage. Nationwide awareness
campaign is recommended which
would include: 1. Media campaign, 2.
Training of community health care
workers on how to make caregivers
aware of recognition of early signs and
symptoms of pneumonia in under five
children and where to seek proper care
when needed.

3.Protecting healthcare workers
(HCW) from tuberculosis

Tuberculosis is the seventh leading
cause of death worldwide. Not just the
general people, every healthcare
provider working in TB-care is at high
risk. Bangladesh has over 1200 HCWs
working in 13 chest disease hospitals
and 54% of them have latent
tuberculosis. Latent TB is easy to
diagnose and is cheaper than treating
active TB. But no routine screening and
reporting system is present currently in
chest disease hospitals. This policy
suggests to introduce routine screening
for HCWs working in TB and chest
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disease hospitals in Bangladesh and
treating the latent cases, as well as
increase the supply of N-95 masks from
current 20% to 60%.

4.Every breath counts, know your TB
status: Observe tuberculosis week for
TB screening

Bangladesh is in the top 8 high-burden
countries with tuberculosis in the world.
Large proportion of TB patients (40%
drug susceptible TB & 80% Multi Drug
Resistant (MDR) TB are still unidentified.
Identification and early treatment of
tuberculosis patients are very important
because one person with active
pulmonary TB can infect 10 to 15
uninfected persons in a year. Raising
public awareness about the signs and
symptoms and importance of TB testing
and treatment will address the gap. An
intensive “TB week” campaign through
mass media to increase awareness and
facilitate screening and early case
detection should be implemented by
National TB control program (NTP) in
collaboration with other programs as an
extension of World TB day.
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5.Saving our newborns: High time to
extend quality Emergency Obstetric
Care (EOC) to reach the poor

Bangladesh ranks 8th globally for
neonatal mortality with 20 death/1000
live births, two-thirds of which are due to
preventable asphyxia and sepsis. The
government has already established an
extensive network of infrastructures
providing EOC and Demand Side
Financing (DSF) services. Increasing the
number of trained staff at EOC/DSF sites
and ensuring quality care can reduce
death by encouraging institutional safe
delivery. Therefore, the team tables the
policy of “Capacity building” of the
current EOCs for better service and
incorporating “EOC management
training package” with neonatal care
training in the medical education
curriculum.

6.Empower our children to stand
against child marriage

Bangladesh is one of the highest among all
countries in terms of child marriage which
causes a wide variety of negative health
and social outcomes for the brides and
their future children. The reasons behind
this high rate of child marriage include

viewing a girl child as a burden rather
than asset, social insecurity, and social
pressure.

As the school enrollment rate of girl child
in Bangladesh is very high and girls are
being promoted to take more
responsibility and leadership roles in
social issues, it is suggested in the policy
that the concept of “Child is considered
as change agent” should be promoted
through the ongoing “kishor- kishori club”
program of Ministry of Women and
Children affairs (MOWCA) in colla-
boration with the Department of

Primary and Higher  Secondary
Education to better communicate the
message.

Conclusion

A formal public health Policy Forum
with permanent core members and
transitory policy issue-based members
is recommended. “Issue focused
individual group for each policy brief”
was also recommended to have
in-depth consultation with the experts
and Policy makers in order to
incorporate in the policy for solving the
health problem. The forum emphasizes
on the dissemination of the policy briefs
through IEDCR website and national
public health bulletin.
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Nipah - the deadley disease and
public health concern

Dr Sharmin Sultana and Professor Dr Tahmina Shirin
Department of Virology, Institute of Epidemiology Disease Control and Research

Epidemiology

Nipah virus (NiV) infection is a highly
infectious emerging zoonotic disease.
The disease was first identified from an
encephalitis outbreak in Malaysia
in1998 and in Singapore in 1999, where
the mortality was 40%.

In Bangladesh the first outbreak
occurred in 2001. Since then, the
country is experiencing Nipah outbreak
every year. Here the virus is primarily
transmitted by fruit bats. It has been
established that the disease occurs
through consumption of contaminated
raw date palm sap.

Infection occurs during traditional date
palm sap harvesting season of
Bangladesh between December to
March. Till now consumption of
contaminated raw date palm sap is the

primary risk factor for NiV in Bangladesh.

Human to human transmission by close
contact from patient to care giver or
health care provider or using objects
used by patients or handling of infected
corpse is another risk factor. Specific
antiviral treatment is not available and
treatment is mostly symptomatic. Thus,
special emphasis should be given to the
prevention and control of NiV
transmission.

Recently full genome sequencing was
done for Nipah virus and has been
published in a reputed journal
“Emerging Infectious Disease” From
Bangladesh [EDCR, icddrb and Echo
Health Alliance actively participated in
the primary activity of collecting
sample from bat and virus identification
for genome sequencing. The sequence
will help to know more about the virus
and most importantly it may help to
develop a vaccine in the near future.
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Prevention and Control

The goal for the prevention and control
of Nipah encephalitis is to prevent its
transmission from:

1. Bat to human
2. Human to human
« Patient to health care workers

+ Patient to other care givers/close
contacts

« Patient to patient with other
disease(s)

Strategies for prevention of NiV

transmission are:
1. Awareness program

2. Early case detection
surveillance systems

through

3. Patient isolation, management and
Infection control measures in
household, community and hospital

Institute of Epidemiology Disease
Control and Research (IEDCR) with
technical support from World Health
Organization (WHO) has developed a
National Guideline for the “Prevention
and Control of Nipah Virus infection”
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For community awareness, health
messages were developed involving
Health Education Bureau of DGHS,
development and NGO partners and
other relevant agencies and dissemi-
nates through documentary films, TV
spots, radio messages, advertisements,
leaflets, posters etc. before and during
Nipah season every year.

Civil Surgeons and UHFPOs are respon-
sible for disseminating these messages
(Box -1) at District and Upazilla levels.

The National Guidelines for Manage-
ment, Prevention and Control of Nipah
virus infection has provided some
messages regarding prevention of
transmission for the care givers (Box-2),
for the health care workers during a
Nipah outbreak (Box 3 and 4) and
during  handling  deceased at
family/community level (Box 7).

What to do during an outbreak

In outbreak situations, the first priority is
to Identify Nipah patients (suspected/
probable/confirmed) for isolation (Box 4).
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Health care providers should use the
personal protective equipment (PPE)
strictly while providing care to possible
Nipah encephalitis patients (Box 5) and
disposable and reusable items used for
suspected/probable Nipah patients in
the hospital should be disposed
following standard waste disposal
protocol (Box 6).

Standard waste disposal protocol
should be used during handling of
disposable and reusable items used for
suspected/probable Nipah cases.

Precaution should be followed while
handling corpse of suspected Nipah
infected patient. Secretion and
excretion from deceased person should
be considered equally infectious like
infected living person. Standard
precaution should be taken during
handling of corpse of suspected Nipah
infected patient, such as wearing of
PPEs

(disposable surgical mask, gloves and
gown),Hand wash with soap and water
and use of hand sanitizer. Used PPE
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should be disposed using standard
protocol for infectious waste disposal
(Box 6).

Healh care workers should provide
messages to family members/
community people of deceased
persons to follow precautions during
transportation and handling of the
dead body (Box 7). Dead body should
be carried in an air sealed bag; if not
possible, by covering with clothes.

Box 1: Prevention of Nipah
transmission through ingestion of
raw date palm sap

e Don't drink raw date palm sap: some
bats carry Nipah virus and could
contaminate raw sap during
collection process at night. One can
get infected by consuming the raw
date palm sap

e Consuming boiled sap or molasses is
safe
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Box 2: Prevention of Nipah transmission from person-to- person
e Wash hands thoroughly with soap and water after coming in contact with patients
e Sleepin separate beds
¢ Maintain >1 full-stretched arm distance (1 metre or 3 feet) from patients
Keep personal items of patients separately
e Wash used items of patients with soap and water, separately

Box 3: Prevention of Nipah transmission at hospital setting
e Admit all cases with fever and unconsciousness/ convulsion/ difficulty breathing to the isolation ward/ facility in the hospital

e Use mask and gloves during history-taking, physical examination, sample collection and other care-giving to suspected Nipah
cases

¢ Avoid unnecessary contact with suspected Nipah cases
e Follow standard precautions for infection prevention at hospital setting
e Immediately report admission of a suspected Nipah case to IEDCR and relevant authority.
e Personal protection by practicing standard precaution:
= Hand hygiene:Hand washing /alcohol based hand rub
= Use personal protective equipment (PPE)

= Safe handling of patient, equipment and linen

Box 4: Precautions for isolation ward/ facility

e Segregate Nipah patients from other patients in the isolation ward/ facility

e Restrict the number of service providers in the isolation ward

e Maintain at least 1 meter (3 feet: one fully stretched arm’s length) distance between two beds for Nipah patients
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Box 5: Personal protection during care

for Nipah patient:

Use personal

protection equipment

During  history-taking,  physical
examination, wear surgical mask,
surgical gloves (examine, specimen
collection) and gown

During specimen collection and
other invasive procedures (such as
nasopharyngeal suction,
endotracheal intubation) wear N95
mask, surgical gloves and gown.
Maintain hand hygiene

Wash hands with soap and water at
least for 20 seconds, or Clean hands
using 1-2 ml alcohol based hand

sanitizer (chlorhexidine or 70%
alcohol hand sanitizers) after
providing any care to patient

Use disposable items  while

providing NG tube, oxygen mask,
and endotracheal tube, or If
disposable items are not available,
reuse after sterilization by autoclave
or 2% glutaraldehyde

e Keep

Box 6: Waste disposal

disposable and
non-disposable PPEs and items in
separate containers/ biohazard bags

Keep sharp wastes in separate
designated rigid container (box,
bottle etc.)

Decontaminate wastes by
autoclaving/chemicals [Sodium
hypochlorite (Clotech)]

Clean and disinfect patient’s room
(detergent and Clotech) at least

once daily, specially frequently
touched surfaces (e.g. doors,
windows,  table  tops, etc).

Decontaminate reusable items

Soak reusable items in 0.05%-0.5%
bleach solution or in soap/detergent
water for 10-30 min

o Autoclave for reuse
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Box 7: Prevention of

Nipah

transmission from deceased body to
person. Precautions to be followed by

family

members/ community

members

During transportation of dead body
from hospital to home, avoid close
contact with deceased’s face,
especially respiratory secretion

Avoid close contact with deceased’s
face, especially respiratory secretion
during grieving situation

Cover face of yourself with a piece of
cloth or gamcha during
washing/ritual bath of deceased
body

Wash hands with soap. If possible
take bath with soap immediately
after performing ritual bath of the
dead body

Handling reusable items of deceased

= Wash reusable items (cloths,
utensils, etc.) with soap/detergent
and

m Dry mattress, quilt/comforter,
pillow, etc. in sunlight for several
consecutive days
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CAPABLE (Cambridge Programme to Assist
Bangladesh in Lifestyle and Environmental
risk reduction): A collaboration

Dr. Rajiv Chowdhury, Giulia Loffreda and Professor Dr. Meerjady Sabrina Flora

on behalf of the CAPABLE team.

The vision

Gathering a big group of people and
studying their health in the long term can
uncover new clues about disease risks
and how to prevent them. This is exactly
what experts among seven academic and
governmental organizations in UK and
Bangladesh envisioned: establishing a
platform to reveal the causes of diseases
and inform policy makers to ensure
health for all.

Bangladesh is admired worldwide for its
success in cutting child mortality and
fertility rate, yet it faces a big burden of
chronic diseases (such as heart diseases,
cancers and diabetes) that arise from an
interplay of risk factors ranging from
arsenic-contaminated drinking water to
iron-deficient foods and from air

pollution to the rise of the western
lifestyle.

CAPABLE, in this regard, has the
ambitious goal of recruiting >150,000
people from landscapes ranging from
the green paddy fields of rural
Bangladesh to the slums of the densest
city in the world - Dhaka. From their data,
health researchers, clinicians, public
health-engineers, sociologists, and a host
of other disciplines will try to understand
how the risk factors interact and build a
model that can be used to test
interventions to control these risk factors.

The burden of Non-Communicable
Diseases (NCDs)

South Asia is one of the most
densely-populated regions with world’s
highest rates of urbanisation. There is a
growing interest, therefore, in (1) better
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understanding their risk profile, especially
those who live in urban settings, and (2)
developing bespoke interventions to
prevent NCDs in these populations.

A key contribution to the growing burden
of NCDs is Bangladesh's distinctive
environmental and lifestyle risk profile,
one of the worst worldwide exemplified by:
i. Water and air pollution: According to the
WHO, arsenic-contaminated water in
Bangladesh, which affects >100 million
people, is “the largest mass poisoning of a
human population in history” Further-
more, a 2016 WHO report on ambient air
pollution judged Bangladesh to be the
fourth-worst polluted country worldwide.
ii. Nutritional disorders: Micronutrient
deficiencies are wide- spread, including
iron-deficiency. An evolving and complex
background of persisting undernutrition
and emerging obesity also increase NCD
risks.

iii. Risk behaviours: Risk behaviours for
NCDs that can lead to metabolic
dysfunction (eg, unhealthy diets, physical
inactivity, tobacco consumption) are
either common, increasing rapidly, or
both. “Western” lifestyles may act
synergistically with traditional behaviours
to amplify disease risk.
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CAPABLE programme aims to address
this  challenge by focusing on
intertwined risk factors for NCDs related
to social, environmental, and behavioural
factors not previously considered in an
integrated framework.These factors tend
to cluster in households, shared
determinants, exert additive and
synergistic effects,and involve co-depen-
dencies and are mediated by contextual
variation - such as across rural, urban,
and slum settings. The programme will
create new research platforms and use a
multidisciplinary approach in
Bangladesh to address two key
Sustainable Development Goals (“Clean
air, water and sanitation”and “Sustainable
health and wellbeing”).

To realise this aim, CAPABLE will pursue
four inter-linked goals:

1. To create a 150,000-participant NCD
research  platform, in  urban,
urban-slum, and rural settings, that
leaves a lasting legacy in Bangladesh.

2. To conduct innovative  cross-
disciplinary research to understand
the interplay between NCD risk factors,
and to develop and evaluate
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practicable, feasible and acceptable
interventions to combat them.

3. To strengthen research capacity in
Bangladesh.

4. To  mobilise  partnerships  of
Bangladesh and UK
centres-of-excellence to achieve the
goals above.

Bangladesh Longitudinal
Investigation of Emerging Vascular
Events (BELIEVE study)

In collaboration with National Heart
Foundation, icddrb and BSMMU, three
large-scale prospective cohort investi-
gations have been established in
Bangladesh.The study population will be
recruited (~50,000 have already been
recruited in Mirpur, Dhaka) through a
household survey to ensure maximum
and generalizable participation,
particularly from individuals with shared
environmental and genetic background.
Capacity building

In collaboration with the IEDCR, CAPABLE
aims to build capacity at three interlinked
levels: individual, organisational and
institutional levels. The first short course
has been already organised in July 2018
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and more than 30 early-career
researchers attended the course, which
aimed to provide: 1) an up-to-date
overview of epidemiology, biostatistics
and public health concepts used in
non-communicable  disease  (NCD)
research 2) lessons on behavioural, social
and environmental drivers of NCDs and
related interventions, and 3)
opportunities to be selected as
longer-term CAPABLE Research Fellows
in NCDs.

Five attendees have been selected for
long-term CAPABLE fellowships to work
on specific Themes within the CAPABLE
programme, based in UK and
Bangladeshi partner institutions.

Future courses include, among others, a
second short course for 30+ young
researchers, selection of 8 long-term
research fellows, and a policy course to
enhance NCD capacity at institutional
level.

CAPABLE is also part of a network, the so
called South-south collaboration, that
aims to create a web of organisations
across  South-East Asia that are
committed to fight NCD and ensure
better quality of life for their populations.
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Director, IEDCR receives
prestigious international

recognition

National Desk, National Bulletin of Public Health

It is a matter of pride for us that Professor Dr.
Meerjady Sabrina Flora, Director of the
Institute of Epidemiology, Disease Control
and Research (IEDCR) has been elected as
Vice President of the International
Association of National Public Health
Institutes (IANPHI) in the last annual general
assembly. The Director will be representing
Bangladesh in the Executive Board of
IANPHI for the next three years.

The IANPHI links and strengthens the
government agencies responsible for public
health. One hundred and nine members
from ninety-five countries (and growing) are
benefiting more than five billion people in
six continents. |ANPHI is the only

organization that strengthens national
public health institutes using an
evidence-based international framework for
development. Its unique peer-to-peer
model, supported by targeted investments,
leads to long-term national self-sufficiency.
IANPHI  spearheads improvements in
national public health systems through a
peer-assistance evaluation, grant support
and efforts focused on National Public
Health Institutes advocacy, collaboration,
and sustainability.

In addition to international benchmarks and
activities, IANPHI's 109 members have
developed strong regional networks and
peer-to-peer partnerships. With support
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from IANPHI and local leadership, these
networks in Africa, Asia, Europe, and South
America provide resources for NPHIs in each
region to learn from each other's
experiences, build capacity, and collaborate
to respond to public health challenges.

I[EDCR is working with IANPHI since 2007
and served as an executive board member
previously also. Soon after the partnership
was developed, IANPHI supported IEDCR to
conduct different projects eg.
hospital-based surveillance for typhoid
fever, to document food-related illness,
injury and death caused by flooding,
web-based surveillance, promote training
and public health leadership development
in  Bangladesh. IEDCR is currently
implementing a project data to action with
the support from IANPHI. Professor Flora's
current role in IANPHI executive board is the
appreciation of IEDCR's contribution in
national public health as well as global
health.We congratulate Prof Flora and [EDCR
on this achievement.
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