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Message

Kerala Health has consistently recognised that pandemic preparedness

is no longer a standalone activity limited to the health sector, but an
essential component of public safety, governance resilience, and
y =S sustainable development. The experiences of NIPdutbreaks,
7

COVID-19 pandemic, emerging zoonotic threats, clinssesitive
diseases, and increasing global interconnectedness have clearly
demonstrated that future public health emergencies require continuous
preparedness, rapid response systems, and gstrostitutional
coordination. In this context, the preparation of comprehensive
Pandemic Preparedness Plans by the Department of Health and Family Welfare marks an
i mportant | andmark towards strengthening Ker

Today, pandemic management plans must be viewed through the broader lens of the One
Health approach, which recognises the interconnectedness of human health, animal health,
environmental systems, and ecological balance. Emerging infections are increasingly
influenced by environmental degradation, climate variability, urbanisation, migration, and
changing huma@nimal interactions. Therefore, effective preparedness requires coordinated
action not only from the Health and Family Welfare Department, but aleo departments
including Animal Husbandry, Forests, Local Self Government, Disaster Management,
Revenue, Education, Transport, Police, Water Resources, and Civil Supplies. Such
interdepartmental convergence is critical for surveillance, risk communicasigbreak
containment, logistics management, and continuity of essential services during emergencies.

Keralan has always demonstrated exemplary leadership in responding to public health
challenges through timely action, scientific decisioaking, community participation, and
decentralised governance. The integration of pandemic management with disaster managemen
systems further strengthens our capacity to respond to multiple emergencies simultaneously,
including outbreaks occurring during floods, heat waves, or other natural disasters. The
development of structured protocols, surveillance mechanismsatgstdrameworks, surge

planning systems, infection prevention strategies, and institutional coordination models reflects
the stateds commitment -readyhealthsystemng a resil i e

| am informed that Keralam is the only state where the pandemic preparedness plans have been
prepared to such a depth right from the Panchayath level to District and at institutional level
up to Medical Colleges. | place on record my sincere appreciatiaihthose who worked on

this endeavour. The dedication, technical expertise, and coordinated efforts demonstrated by
the state and district teams are truly commendable. | am confident that these plans will further
strengt hen Ker al gypevertt,aqieatcandrgspohddo fieurefpablic thealth
emergencies while ensuring the safety and wellbeing of our people.

Shri. K Muraleedharan
Minister for Health and Family Welfare and Devasom,
Government of Kerala
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Foreword

Kerala Health has been taking effor:
The outbreak of diseases is common across the world. But the important

thing that stands out is public awareness, their adwabiging

behaviour, accessing hospital and getting mhsgd. That is the reason

that outbreaks of Nipah or MPox are detected early and scientifically
managed without any hassle.

: Public health emergencies and pandemics remind us that health systems
must remain prepared, responsive, and closely connected with the community. The recent
experiences of the COVHD9 pandemic and various other communicable disease outbreaks
especially involving newer pathogens have shown that timely preparedness, aatedrdin
response, and strong community participation are essential to the reduction of health risks and
protection of lives. Kerala Health has managed COVID in exemplary ways with the
involvement of people and all the line departments. Following the COVID pandemic, all
international and national organizations have worked on preparedness and published
guidelines, books and papers. But t he most
learn@l our | essons?0 and A I n what way these | e
heal th emergenci es?o

It is with this thought process of AWHAT 1S
Senior Medical Officers at the State level and district level of Directorate of Health Services.

All officers of Medical Colleges and other stakeholders were alsmtedeto prepare the
Pandemic Management Plans. Series of workshops were conducted in the districts to further
follow up works done by the district teams.

The concept of o6éLearning by Doingd was put t
in all Block FHCs. It was important to build their capacity to ensure day to day involvement in
analysis and giving inputs for taking control and mitigation activi#idappuzha district took

the challenge and prepared a template. Dr Dileep and team took wholehearted efforts to work

on this task. The prepared template was validated and sent to all concerned.

Later the district officers conducted series of capacity building meetings with all health as well

as line departments functionaries. They submitted the first draft and conducted a workshop in
which few plans of Panchayath, Block and major institutiorthénDistricts such as General

Hospital, District Hospital and Medical Colleges were presented. Post discussions and getting
feedback the district team finaned the Plans. As Alappuzha district completed all
Panchayaths and District Plans in depth, theyrwe made i nto a OLearni
concept of capacity building was put to practice. All the key officers of the respective districts
were sent to Alappuzha in two batches to understand the method with which the Pandemic
Preparedness Plans shoulddsepared. This exposure and interactions were very useful as

most of the officers realised the importance of doing such planning.

The state level resource team comprising of Dr Mahesh N, Dr Ajan M J, Dr Harikumar S, Dr
Bijoy E, Dr Dileepkumar S R and others supported the district teams and all the districts
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prepared the Pandemic Management Plans. Dr Vinay Goyal then SMD NHM and Mr Rahul
Sharma present SMD NHM provided their leadership to facilitate plans preparations.

Simultaneously this initiative was discussed with Digital University of Kerala, and they were
engaged to develop Kerala Pandemic Management System. This system envisagde-an end
end solution for pandemic management. This will make things easy for lthevGiekers and

all functionaries at the health institutions to update the information. As we go forward, it is
envisaged that HOEC shall work as Hub and information flow will be from Kerala Pandemic
Management System, IDSP, IHIP, SDMA and other informaaurces to HOEC at the time

of any disaster/ health emergency.

It is noteworthy to mention here that after Alappuzha, Thrissur also prepared a comprehensive
Pandemic management Plan and Festival manage
Thrissur Pooram preparations, there was a massive fire accident, butrigsr MCH team

put the Management Protocol in practice and in a short span of time within eight minutes, they

took care of the fire disaster victims and provided exemplary services. While they were
handling the incident, thanks to timely preparationamdreness, they were handling hundreds

of emergencies not relating to the disaster during that period. This has clearly demonstrated to

all that wellprepared planning and capacity building is the key to mitigating problems.

| would like to highlight here that these plans are not only at the state and district level but up
to the Panchayath level. We first oriented and coordinated work on the Panchayath Pandemic
Preparedness Plans. These plans were collated to make BlockMldressame time District

teams worked on the District Pandemic Plans be taking the details from Panchayath Plans as
well as the assets available at the district. This has made our Grama
Panchayat/Municipality/Corporation equipped to effectively prewdsiect, and respond to

public health emergencies.

The plan serves as a framework for coordinated action involving the Health Department and
other line departments, organisations, volunteers and other stakeholders at the local self
government level. The plans follow a One Health approach, recognizinipsleerelationship
between human health, animal health, and the environment in the emergence and spread of
diseases. Strengthening disease surveillance, infection prevention and control measures,
environmental sanitation, risk communication, and communitgreness are all important
components of local preparedness.

We incorporated surge preparedness plans which can be adopted quickly during a public health
emergency. Particular attention was also given to vulnerable populations including the elderly,
children, persons with disabilities, individuals with chronic ®#ees, and socially
disadvantaged groups who may face greater risks during emergencies. Early reporting,
community engagement, and coordinated interdepartmental action are critical for minimizing
the impact of outbreaks and ensuring continuity of essdm@adth services.

Kerala Health has taken this initiative for the last six months; there are hundreds of officers
involved in preparing and completing such a huge task. Therefore, the design of the book is
also done in a different way. It was decided that the officers wandshon worked on this
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project should be mentioned prominently. As this is a uniqgue milestone achieved by Kerala
Health, the sincerely working officersd name

These tasks would not have been possi bl e wi:i
team of Dr Vinay Goyal, Mr Rahul Sharma, Dr Mahesh, Dr Ajan, Dr Dileepkumar, Dr
Harikumar, Dr Ravindran, and many others. | appreciate their untiring effortaiadge for

agreeing to do additional things which | pushed to them in the last minutes.

| sincerely appreciate the efforts of one and all and | am confident that Kerala Health team is
having capability and will to take up any challenge and excel in their endeavours.

Dr Rajan N Khobragade IAS
Additional Chief Secretary
Health and Family Welfare Depmartment

Government of Kerala
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Message

When we look at public health through an operational lens, it becomes
clear that managing a crisis is as much about robust architecture as it is
about public health interventions. A successful response relies on the
strength of our systems: seamless ddtawvd, efficient resource
deployment and reliable communication networks.

The COVID19 pandemic was an inflection point for public health
systems worldwide. It exposed vulnerabilities, tested our capacity to
respond under pressure, and reinforced the irreplaceable value of preparedness. As we move
forward, it is imperative that the lessons we learnt from that experience are institutionalised
and embedded into the very fabric of how our districts plan, codediaad respond to health
emergencies.

This District Pandemic Preparedness Plan represents a significant milestone in our
collective journey toward building resilient and responsive public health systems across the
State. It is the outcome of sustained collaboration, gréevel insight, and @ unwavering
commitment shared by every member of our health team. From an administrative perspective,
this plan is the blueprint that translates vital epidemiological data into actionable workflows on
the ground. It ensures that our infrastructure, lagistand human resources are perfectly
synchronized, enabling our medical teams to deliver care without delay.

This Plan has been designed to serve as a practical, actionable guide for our health
teams. It outlines clear roles and responsibilities, establishes robust surveillance and early
warning mechanisms, streamlines supply chain and logistics framework$)samesethat our
health workforce is trained, equipped, and supported to respond to emergencies. A
preparedness plan is only as strong as the systems that sustain it, and this document reflects our
shared commitment to building those systems with careigodrr

| place on record my sincere appreciation for the district health team and all other
stakeholders whose knowledge and commitment have shaped this framework. Their dedication
to public health service is a source of great strength for us. | also call @rondhnternalise
this plan, champion its implementation, and treat preparedness not as a mandate from above,
but as a professional and moral obligation to the communities we serve. Together, we have the
capacity and the responsibility to ensure that moroanity in our State is caught unprepared.

Rahul Krishna Sharma IAS
State Mission Director
National Health Mission
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Message
At the heart of an effective public health response is a simple-taughrong
healthcare system doesn't just react to a @rigignticipates and prepares
for it. Our true readiness is measured by how quickly and empathetically we

can turn complex medical strategies into organized care on the ground.

Our District Pandemic Preparedness plans serve as a clinical and tactical

guide. They bridge the gap between public health data and reality, turning
data into clear action plans for our frontline workers. This ensures that everyone from Family

Health Centres to major hospitals operates with complete clarity and a shared purpose.

A pandemic requires a balance of science and human compassion. While we look at data,
trends, and logistics to plan our resources, our ultimate focus remains on the people and
families behind those numbers. Ensuring clinical readiness, securing medjulgl chagins,
and maintaining unbroken communication networks are the pillars that allow our medical

teams to respond to emergencies and save lives.

| want to express my deepest gratitude to our public health workforce; your dedication is
the foundation of our resilience. In particular, | thank the DMO, DPM, district program officers,
medical officers, public health staff, and every member of the héa#tm who worked
tirelessly to bring this plan to life. By embedding these strategies into our daily work, we are
doing more than just preparing for a future cisige are actively safeguarding the health,

dignity, and future of our communities.

Let us continue to lead with science, serve with empathy, and strengthen our collective

resilience.

Dr Reena K J

Director of Health Services
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Message

The evolving landscape of public health threats, including pandemics and
emerging infectious diseases, calls for a structured, anticipatory, and
institutionally coordinated response at the district level. Tistrict
Pandemic Preparedness Plan for Pathanamthitthas been formulated as a

for prevention, preparedness, response, and recovery.

Pathanamthitta district, with its distinct geographical features, ecological
sensitivity, and periodic larggcale population movemedtgparticularly during the Sabarimala
pilgrimaged presents unique challenges in public health management. These contextual factors
necessitate a robust, evidedmesed, and mulsectoral approach anmted in strong governance
systems.

This plan has been developed through the convergence of all key stakeholders, including the Health
Department, District Disaster Management Authority (DDMA), Local-&alffernment Institutions
(LSGIs), Police, Revenue, Rural Development, Water Supplytebiam, Animal Husbandry, Forest,
Transport, Civil Supplies, Education, and other line departments. It outlines clearly defined roles,
responsibilities, and standard operating procedures to ensure coordinated and timely action during
public health emergeres.

The plan emphasizes strengthening of integrated disease surveillance systems, early warning
mechanisms, and laboratory networks, along with rapid response teams at all administrative levels. It
also focuses on enhancing healthcare system preparednastinmsiurge capacity, human resources,
logistics management, and critical care infrastructure.

A key administrative priority is ensuring uninterrupted delivery of essential services, including
healthcare, food supply, water and sanitation, and social protection, particularly for vulnerable-and high
risk populations such as the elderly, persons wegtmorbidities, tribal communities, migrant workers,

and pilgrims. The plan also integrates the One Health approach, recognizing the interdependence of
human, animal, and environmental healiffective risk communication, community engagement, and
inter-departmental coordination form the backbone of this preparedness strategy. All departments and
stakeholders are expected to work in close collaboration, ensuring transparency, accountability, and
responsiveness in implementation.

This document serves not only as a preparedness plan but also as an operational guide for all
administrative units and stakeholders in the district. Its success depends on sustained commitment,
continuous capacity building, and regular review and updatitige with emerging challenges.

| urge all departments, institutions, and partners to actively participate in the implementation of this
plan and to uphold the highest standards of public service in safeguarding the health-betgyeif
our citizens.

Prem Krishnan S IAS
District Collector

Pathanamthitta District

comprehensive administrative framewor Kk
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Message

It gives me great responsibility and assurance to present the Pandemic
Preparedness Plan for Pathanamthitta district, a district characterized by its diverse
geography, vibrantommunities,and unique public health challenges. With
increasing risks from emerging infectious diseases, zoonotic threats and-climate
sensitive health events, a proactive and structured preparedness framework is
essential.

This plan is grounded in the principles of prevention, preparedness, response, and

recovery, wi t h a strong focus on stre

architecture under IDSP. Special emphasis has been given to decentralised surveillance at the panchayat
and ward levels to ensure early detection of unusual health events and timely intervention.

Adopting the One Health approach, the plan integrates efforts across human health, animal health, and
environmental sectors. In a district like Pathanamthitta, where forest fringes, river systems such as the
Pamba, and seasonal population movements dypilggimage periods increase vulnerability,
coordinated action becomes even more critical.

The plan outlines clear operational strategies including:

1T Strengthening Rapid Response Teams and out br e

T Enhancing | aboratory surveillance and sampl e

T Ensuring surge capacity in hospitals includir

T Establishing efficient ri sk communication mec

T Protecting vulnerable populations including
wor ker s

T Strengthening infection prevention and contr

Interdepartmental convergence remains a cornerstone of this plan. Close collaboration with departments
such as Animal Husbandry, Forest, Local Self Governments, Police, Revenue, and Civil Supplies
ensures a comprehensive and coordinated response durithgemeargencies.

This document also emphasizes continuous capacity building, simulation exercises, and periodic review
mechanisms to keep the system responsive and adaptive. Lessons learned from previous public health
emergencies, including COVHD9, Nipah preparednessafts, and recurrent outbreaks of leptospirosis

and dengue, have been incorporated to build a resilient health system.

| acknowledge the dedicated efforts of all healthcare workers, field staff, and partner departments who
have contributed to the development of this plan. Their commitment remains the backbone of our
preparedness and response system.

Let this plan serve not only as a guiding framework but also as a collective commitment to safeguard
the health and welbeing of every citizen of Pathanamthitta district.

Dr L Anithakumari
District Medical Officer
DMO(H)Pathanamthitta
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Message

The growing threat of emerging and-emerging infectious diseases
underscores the need for a waltuctured and responsive health system at

the district level. In this context, the District Pandemic Preparedness Plan
has been developed as a comprehenBammework to ensure that our
district is equipped to effectively prevent, detect, and respond to any public
health emergency.

As the District Programme Manager, it is my responsibility to ensure that

all health programmes and resources are efficiently aligned to support pandemic preparedness
and response activities. This plan integrates various components of the health system, including
surveillance, clinical management, logistics, human resourcespanmdunity engagement, to
enable a coordinated and timely response during a pandemic situation.

The plan emphasizes strengthening healthcare infrastructure to manage increased patient load,
ensuring the availability and optimal utilization of financial and human resources, and
maintaining uninterrupted delivery of essential health services evemaduiss situations. It

also focuses on improving supply chain mechanisms to guarantee the availability of essential
medicines, equipment, and protective gear across all health facilities.

Special attention has been given to capacity building of healthcare personnel at all levels.
Regular training, supportive supervision, and simulation exercises will be conducted to
enhance preparedness and ensure that all stakeholders axergedl in tleir roles and
responsibilities. Clear operational guidelines and standard procedures have been incorporated
to facilitate effective implementation and coordination across departments.

Effective communication and coordination are critical for the success of any preparedness plan.
This document highlights the importance of strong collaboration between various departments,
local seltgovernments, private healthcare providers, and commbaggd organizations. It

also stresses the need for transparent and timely communication with the public to build trust
and encourage adherence to public health measures.

Monitoring and evaluation mechanisms have been incorporated to continuously assess the
readiness of the district and identify gaps for improvement. Periodic reviews and updates will
ensure that the plan remains relevant and responsive to evolving challenge

This preparedness plan is not merely a document but a commitment to safeguard the health of
our community. Its successful implementation will depend on the collective efforts of all
stakeholders involved.

Let us work together with dedication and coordination to build a resilient health system capable
of effectively managing any pandemic situation.

Dr Sreekumar S

District Program Manager, Pathanamthitta
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Message

In the current global context, where emerging andmerging infectious
diseases pose a continuous and evolving threat, it is essential that our district
remains vigilant, proactive, and fully prepared to respond to any potential
pandemic situation. Thexperiences from recent public health emergencies
have highlighted the critical importance of timely surveillance, coordinated
action, and resilient health systems.

The District Surveillance Unit serves as the cornerstone of our preparedness
and response framework. Through systematic data collection, analysis, and interpretation, it
enables early detection of unusual health events and ensures prompt initiation of control
measures. This District Pandemic Preparedness Plan has been carefallypetbvio
strengthen these core functions while fostering an integrated andseuitiral approach to
public health emergency management. The plan aims to enhance the efaidrsgnsitivity
of disease surveillance systems across all levels of healthcare, ensuring that even the earliest
warning signals are identified and acted upon without delay. It also emphasizes the need to
build and sustain robust laboratory networks capalfl providing accurate and timely
diagnostic support, which is vital for confirming cases and guiding interventions. In addition,
the plan underscores the importance of maintaining adequate stocks of essential medicines,
personal protective equipment, aotther critical supplies to support uninterrupted healthcare
delivery during periods of increased demand.

Recognizing that human resources are central to any effective response, the plan places
significant focus on capacity building and continuous training of healthcare workers, field staff,
and rapid response teams. Strengthening their skills in surveillanttgeak investigation,
infection prevention and control, and case management will ensure -aoeedinated and
efficient response during emergencies. Equally important is the establishment of clear standard
operating procedures and communication charhalt facilitate seamless coordination among
various departments and stakeholders. Risk communication and community engagement form
another vital component of this preparedness strategy. Disseminating accurate, timely, and
transparent information helps ilwb public trust, counter misinformation, and encourage
responsible healtkeeking behaviour. Active participation of the community in reporting
symptoms, adhering to preventive measures, and supporting containment efforts significantly
enhances the ovelaffectiveness of the response.

All healthcare institutions, including public and private sectors, laboratories, and allied
agencies, are urged to actively participate in surveillance activities and comply with established
reporting protocols. Timely and accurate data sharing, coupltbdsivong interdepartmental
collaboration, will be key to minimizing the impact of any outbreak. Preparedness is net a one
time effort but a continuous process that requires regular review, simulation exercises, and
updating of strategies based on emergiwvigence and local experiences. This plan serves as a
guiding framework to ensure that our district remains resilient, responsive, and capable of
protecting the health and wdiking of its population.

10
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Let us reaffirm our collective commitment to strengthening our public health systems and
working together to effectively prevent, detect, and respond to any pandemic threat.

District Surveillance Officer,

DMO(H)Pathanamthitta

11
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EXECUTIVE SUMMARY

Pathanamthitta District, the youngest district of Kerala, is characterized by a diverse
topography that includes hilly terrains, forested highlands, midland plains, and river basins. A
substantial portion of the district falls within the ecologically dereszones of the Western
Ghats, presenting unique public health challenges. Seasonal variations, heavy monsoon
rainfall, and extensive river systems contribute to localized flooding and water stagnation,
increasing the risk of vectdrorne and zoonotidiseases. Despites relatively low population

density compared to coastal regions, the district experiences significant seasonal population
influx during the annual pilgrimage to Sabarimala Te@pbme of the largest religious
gatherings globally. This larggcale movemeénof people, along with intedistrict and
interstate mobility, elevates the risk of rapid transmission of infectious diseases, including
respiratory and watdvorneillnesses. HistoricallyPathanamthitta has reported outbreaks of
dengueleptospirosis, acute diarrhoeal diseases, and other vaamatetborne infections,
particularly during the monsoon season. Its proximity to forest ecosystems further increases
the potential for zoonotic spillover events. These recurring risks umderite need for a
comprehensive, contegpecific pandemic preparedness and response framelnarRistrict
Pandemic Preparedness Plan focuses on strengthening early detection, rapid response
mechanisms, and resilient health systems through coordin#tets eemong Local Self
Government Institutions (LSGIs), the District Disaster Management Authority (DDMA), the
Health Department, and allied sectors. The plan emphasizes integrated disease surveillance,
robust early warning systems, and enhanced labgratapacity, including linkages with

national reference institutions such as the National Institute of Virakegystrategic priorities

include:

T Strengthening surge capacity in healthcar
T Ensuring uninterrupted supply chains for
T Enhancing Infection Prevention and Contro
f Maintaining continuity of essenti al heal t

Special focus is placed on higisk settings, including pilgrimage routes, tribal settlements,
forest fringe areas, and disaspeone regionsThe plan also prioritizes the protection of
vulnerable populations, including the elderly, individuals with comorbidities, tribal

communities, migrant workers, and pilgrims. Community engagement, risk communication,

13
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and intersectoral coordination form integral components of the strategy, enabling timely

dissemination of accurate information and active public participation.

By integrating pandemic preparedness with disaster risk reduction and climate resilience, this
plan provides a comprehensive framework for preventing, detecting, and responding to public
health emergencies. Its effective implementation will enhance tilsviel readiness, reduce
morbidity and mortality, and minimize soeszonomic disruption, thereby strengthening the
overall resilience of Pathanamthitta District against future pandemics and emerging health

threats.

14
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BACKGROUND

Pathanamthitta District, one of the youngest districts in Kerala, is characterized by a diverse
geographical landscape comprising forested highlands, midland plains, and river valleys. The
district shares its boundaries with Kottayam District and Idukktrigit to the north, Kollam
District to the south, and Alappuzha District to the west. A substantial portion of the district
falls within ecologically sensitive areas of the Western Ghats, with dense forest cover and
numerous rivers contributing to its guie environmental profile. Seasonal monsoon rains,
localized flooding, and water stagnation in certain regions cf@abderableconditions for the

transmission of vectaoorne and wateborne diseases.

Despite having a relatively lower population density compared to coastal districts,
Pathanamthitta faces distinct public health vulnerabilities due to -¢mae seasonal
population movements. The annual pilgrimage to Sabarimala Temple brings millions of
devotees from across India, significantly increasing the risk of rapid transmission of infectious
diseases, particularly respiratory and communicable illnesses. In additiondigttiet
mobility, migrant populations, and forébuman interfaces contriba to the potential

emergence and spread of zoonotic diseases.

Historically, the district has reported recurrent outbreaks of dengue, leptospirosis,
chikungunya, and acute diarrhoeal diseases, especially during the monsoon season.
Experiences from managing public health emergencies, including the CO®/Handemic,

hax e demonstrated that the district is prone
outbreaks may coincide with natural disasters such as floods or landslides, thereby straining

health systems and necessitating coordinated4sedtoral responses.

In this context, the development of a comprehensive District Pandemic Preparedness Plan is
essential to streamline and strengthen coordinated action among Loc&o8ethment
Institutions (LSGIs), the District Disaster Management Authority (DDMA), thaltHe
Department, and other allied sectors. The plan aims to enhance early warning systems,
strengthen integrated disease surveillance, and improve laboratory diagnostic capacity through
linkages with national institutions such as the National Institut4rofogy.

Furthermore, the framework emphasizes ensuring resilient medical supply chains,
strengthening healthcare surge capacity, and enabling early case detection, prompt case
management, and effective containment strategies to reduce morbidity and mortaligl. Spec
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priority is given to vulnerable populations, including the elderly, individuals with

comorbidities, tribal communities, forest fringe populations, and pilgrims.

By fostering a coordinated, communitgntered, and riskaformed approach, this Pandemic
Preparedness Plan aims to mitigate the impact of future public health emergencies and
minimize socieeconomic disruption across all taluks of Pathanamthitta distheteby

enhancing overall resilience and health security.

DISTRICT AT A GLANCE

Pathanamthitta is the youngest and the smallest district of Kerala Steds.firmed with

effect from 1st November 1982. Pathanamthittapsealominantly hilly district in south
central Kerala, blessed with riveferests, and rich biodiversity. Thesttict consists of

three natural divisiongiz the Low land, the Midland and, the Highland Western Ghats and
descends$o midland in the centre, down to the lowland and coconut gardens weskern
borders of Alappuzha district. The topography is covevild thick forests on the east
along the mountains down to the valleys and small hills to the flat and in the west. The
district has a reserve forest (Ranni Reserve and Konni Reserve) area of 1385.27
Sq.(534.86mi). This is approximately 50% of the totatratt area. The forest area can

broadly be classified as evergreen, semi evergreen and moist deciduous.

Often called the pilgrimage capital of Kerala, it is best known as the gateway to Sabarimala,
one of t he wor Icdnfres The Rilgrgnecantresspch khsg Sabarmala,
Maramon, Cherukolpuzha, Parumala, Pandalam etc. give special importance to the district.
The forest is the main source of raw materials for wood based industrial units. Many people
from this districthave migrated to foreign countrider employment and inward
remittancedy the section of population that play an important roldééeiconomy othe

district.

The landscape is marked by rubber plantations, fertile valleys, and resestes that

support both agriculture and etmurism. People depemdainly on farming, plantations,
smallscale industries, and remittances frabmoad. Pathanamthitta districtcindes 5

Assembly constituencig&ranmula, Ranni, Konni, Adoor, Thiruvalla), all of which fall

under thePat hanamt hi tt a L ok Sabha constituency
high health standards with wide coverage of primary care. Health care isevelbded

with government, private, and AYUSH systems, thoimgiheasing lifestyle diseases and

seasonal communicable conditions remaiportant public health concerns.
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picture 1: district map

Overview of District

Particulars

Value/details

District Formation

1 November 1982

Area

2,637 Sq. Km

Revenue Division

2 (Pathanamthitta, Adoor)

Taluks

5 (Adoor, Kozhencherry, Ranni,

Thiruvalla)

Mallappall

Villages

70

Municipalities

4 (Pathanamthitta;hiruvalla, Adoor, Pandalam)

Blocks 8
Panchayats 53
Assembly Constituencies |5

Rivers

Pamba, Achankovil, Manimala

Medical College

1 (Government Medical College, Konni)

District Hospital

1

General Hospital

2

Taluk Hospital

4
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Block FHC

8
F.H.C 44
UPHC 2
Ayurveda Hospital 30
Homeo Hospital 25
High Schools 150
U.P Schools 120
L.P Schools 350
H.S. S 110
V.H.S.C 15
Anganwadis 1400
Registered Industrial Units | 3000
Transgenders 40
Commercial Banks 180
The length of Roads 2,900 Km
Vehicles 450,000

Table 1: Overview of District

District Delimitation map

Kolpuram

Aranmula

Kulanada
Mezhuveli

Picture 2: district delimitation map
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Administrative Subdivisions in Pathanamthitta District:
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Picture 3: administrative subdivisions

Taluks in Pathanamthitta

Picture 4: taluks in Pathanamthitta district
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Health Infrastructure Map
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Kotiayam Dist (Health Block Wise) Idukki Dist

.
R
o
@©
¥ =
N
=
Qo
Q.
£
<C o
AREA - 26528q.Km
Population 1197412
M- 56716, F- 644618
TALUK -6
CD Block -8
Village 68
Muncipality 4
Panchayath  -53
Health Block - 10
@ Block CHC -10
O CHC Only 2
Total CHC 12
@ PHC 43
GD -1
Sub Centre -261
DH -1
Gl 2
TB Centre 1
THQH 4
pvcu 1
=3 URBANPHC - 1
Panchayath Boundry
== Railway line
— Road
MEDICAL COLLEGES
1. Believer's Church-Thiruvalla H
iy Kollam Dist
3. Mount Zion Ezhambulam
A4.Govt. MC Konni

Picture 5: health infrastructure map

Village map
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Picture 6: major transportation networks and district headquarters
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Major rivers in Pathanamthitta

RIVERS OF PATHANAMTHITTA

Mallappally
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Major River
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Picture 7: rivers in Pathanamthitta
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Picture 8: topography of Pathanamthitta district
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Picture 9: earthquake susceptibility map
76'34.‘10‘E N'li'nTE N‘!&lWE ™ a':o-e ﬂ‘t?.‘m
@ Landuse Types of Pathanamthitta District ,,,;..
Source: KSREC s

a'zvlm‘n

9‘15‘70"0

Legend
Landuse Type
g_ W Agricultural land
5 | W suit-up Land
O roeemt

Wastelands
M weter bodies
Wetlands.
] raluk soundary

e Coundares of P ST 1% serPie
For tereece erpene oty

STATE EMERGENCY OPERATIONS CENTRE (S£0C)
DEPARTMENT OF DISASTIR MANAGEMENT, GOVT OF KIRALA
com

Emait
Tele 0x047v 3304434

T \J
J6°410°E 16°450°C 8050

TI'640E TTITIOE
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Flood prone Areas in Pathanamthitta
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Picture 11: flood prone areas in Pathanamthitta district

Drought Prone Areas in Pathanamthitta
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Picture 12: drought prone areas in Pathanamthitta district
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Landslide Prone Areasin Pathanamthitta
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Picture 13: landslide prone areas in Pathanamthitta district
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Block Ward | Houses Populatio Migrants | Wells | Hotspot Insl,Et:l.Jti
" ons
Enadimangalam 163 | 69334 | 244677 4517 77146 14 190
Elanthoor 131 | 43433 154584 2448 31569 25 180
Konni 112 | 45940 152914 1136 34789 18 97
Vechoochira 135 | 50029 179611 1985 31447 26 126
Kanjeettukara 46 19536 71401 995 15635 12 62
Ezhumattoor 45 20,490 59525 542 11830 17 45
Thumpamon 61 21446 80572 1612 16944 8 53
Vallana 49 22388 79780 413 19748 2 50
Kunnamthanam| 101 | 36735 126486 1514 26958 9 99
Chathenkary 110 | 44806 160270 1678 32964 33 144

Table 2:Block wise data of Pathanamthitta district
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Name of| Health | LSG Total OP/IP oT/ Delive | Beds
Institutio | Block Tribal available | Labour ry
n Populatio Room Point
n available | (Y/N)
Covered

CHC Vechoo | Perunad | 1186 OP N N N
Ranni chira
Perunad
CHC Vechoo | Chittar | 795 OoP N N N
Chittar chira
PHC Vechoo | Seethath| 108 OP N N N
Angamoo | chira ode
zhy
PHC Vechoo | Narana | 1876 OP N N N
Naranam | chira mmoozh
moozhy y
PHC Vechoo | Seethath| 161 OoP N N N
Seethathg chira ode
de
PHC Vechoo | Vadasse| 65 OP N N N
Vadasseri| chira rikkara
kkara
PHC Konni Aruvapp | 275 OoP N N N
Kokkatho ulam
du
PHC Konni Thannit | 145 OP N N N
Thannith hode
ode
Table 3: health institutions covering tribal population
Delivery points under Directorate of Health Services

Name of Tribal

Assembly area/
Name of Institution  |Constituency ~ [Name of Taluk |Nmae of LSGD  |Rural/Urban |[Name of Health Bloc| Costal
DH Kozhencherry  |Aranmula Kozhencherry |Kozhencherry GP |Rural Elanthoor
GH Adoor Adoor Adoor Adoor(M) Urban Enadimangam
GH Pathanamthitta  |Aranmula Kozhencherry  |Pathanamthitta(M Urban Elanthoor
Ranni THQH Ranni Ranni Ranni GP Rural Vechoochira Tribal

Table 4: Delivery points in district
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This table provides a structured administrative breakdown of major health institutions within
the Pathanamthitta district. It maps each hospital to its specific legislative, administrative, and
public health jurisdictions.

Major Hospitals
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Picture 14: Major hospital mapping
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List of Private Hospitals

Health-Block
Name

Pandemic Management Plan

Facility Name

1 | CHATHENKARY

Pushpagiri Institute of Medical § ciences And Research Centre, Tiruvalla

2 | CHATHENKARY

TMM Thiruvalla

3 | CHATHENKARY St. Gregorios Medical Mission, Parumala
4 | CHATHENKARY 5t Thomas Hospital Malakkara

5 | CHATHENKARY BCMCH Thiruvalla

6 | ELANTHOOR Poyyanil Hospital Kozhencherry

7 | ELANTHOOR MGM Muthoot Medical Centre

8 | ELANTHOOR Peoples Clinic Hospital

9 | ELANTHOOR

Ems Co-Operative Hospital Elanthoor

10 | ELANTHOOR

Muthoot Hospital, Kozhenchery

11 | ELANTHOOR

St. Luke hospital

12 | ELANTHOOR

Poyanil Hospital, Kozhencherry.

13 | ENADIMANGALAM

Holy Cross Hospital, Ad oor

14 | ENADIMANGALAM

Life Line Hospital, Adoor

15 | ENADIMANGALAM

Mount Zion Medical College, Chayalode, Ezhamlalam Adoor, Pathanamthitta

16 | ENADIMANGALAM

Maria Hospital Adoor

17 | ENADIMANGALAM

SN Hospital Parakkod

18 | ENADIMANGALAM

IMount Zion Medical  ollege Hospital, Chayalode

19 | KANJETTUKARA

Fdlowship Hospital Knmbanad

20 | KANJETTUKARA

MMar Chrsostom Fellow ship Mission Hospital, Kumhbanad

21 | KANJETTUKARA

Doctors Medi Care Thadiyoor

21 | ELANTHOOR

Ananda Hospital, Malayalapuzha

13 | KONNI V Care Hospital, Thannithode Po 689699
24 | KONNI Star Hospital, Thekkuthode Po 639699
25 | KONNI Matha Clinic, Thekkuthode Po 689699
26 | KONNI BCMC Konni

27 | KONNI AMR Clinic,Kaipattoor, Vallikod

a1

29 | KUNNAMTHANAM

G MM Mallappally

Table 5: list of private hospitals
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Description

Details

Name of DISTRICT

Pathanamthitta

Number of LSGs

L 01 District Panchayath

? 08 Block Panchayats

8 04 Municipalities

1 53 Grama Panchayats
920 wards

Total area (sqg. km)

2,637 km2

Population (Projected)

1,300,000 1,350,000

Population density

490 people per km?

Terrain (coastal/low
lying/backwaters/foothills, etc.)

Highland, midland & river basins (Wester,
Ghats, forested areas, foothills)

Number of rivers passing through
Pathanamthitta

Three major rivers: Pamba, Manimala &
Achankovil

Number of water bodies in the
Pathanamthitta

1,587 (rivers, streams, ponds, reservoirs)

Number of educational institutions 935
Factories 427
Registered industrial units 3,000
Registered MSME 12,497

Flood-prone LSGs

15/ 20 LSGs (mainly river basin areas)

Flood prone LSG wards

Concentrated in riverine panchayats and
low-lying areas (exact numbers vary
seasonally)

Landslideprone wards and LSGs

NIL

Death Management and Disposal Faciliti
(mortuaries/crematorium, including
electric)

Mortuaryi 15
Crematoriuni 83

Auditoriums/Marriage halls/convention
centres/community halls

Auditoriums356
Community halls 287

Table 6: Background of the district
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Urbani Rural Population Distribution (2011)

Category Population Percentage (%)
Urban Population 131,613 11%

Rural Population 1,065,799 89%

Total Population 1,197,412 100%

Table 7: urban and rural population

The districtdéds demographic profile is charac
with a total population ol,197,4120f which a vast majority,065,799 individuals (89%)

reside in rural areas, compared to a smaller urban segmd1@@13 (11%) This stark
distribution fundamentally dictates the pandemic preparedness strategy, necessitating a

surveillance model that is heavily decentralized.

Because the bulk of the population is dispersed across rural tracts, the district must rely on
frontline health workers lIkdASHA andANMs as the primary engines for communigyel
syndromic surveillance. Furthermore, while urban centers present risks associated with high
population density, the sheer volume of the rural population requires a robust net®akk of
Centers and Primary Health Centers (PHCs) equipped for rapid testing and isolation.
Logistically, the geographical spread demands the deployofemiobile health units and
decentralized oxygen storage rather than centralized urban hubs. Finally, achig®¥g
coveragein public health messaging necessitates a transition from digiiatommunication

to traditional rural outreach methods, such as community radio, local panchayat meetings, and

loudspeaker announcements, to bridge the information gap effectively

Percentage Distribution of Population

Urban Population
1.0%

89.0%

Rural Population

Picture 15: population distribution
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Age Distribution

Age Group Population | Percentage (%)

Children (G 6 years) 96,837 6.8%

Working Age (30+ years) * 757,700 53%

Elderly (60+ years) 271,532 19%

Table 8: Age distribution

The district's age profile reveals a significant concentration of the population in the Working
Age (30+ years) category, which accounts for 757,700 individuals or approximately 53% of
the total. Crucially, from a public health perspective, the Elderly- ($€ars) population
constitutes a substantial 19% (271,532 individuals), a group at the highest risk for severe
outcomes during a pandemic, requiring prioritized vaccination, specialized geriatric care
facilities, and homdvased surveillance. In contragthildren (G6 years) represent 6.8%
(96,837 individuals), a group requiring specific paediatric planning and sbheell health
protocols. This age structure necessitates a tiered pandemic response: intensive protection for
the elderly, workplace safetyqiocols for the majority workingge population, and targeted
paediatric care for the youngest residents. The provided visualizations summarize these
distributions, highlighting the critical sectors of the population that will drive healthcare
demand durg an outbreak.

Percentage Distribution by Age Group

Children (0-6 years)
Working Age {30+ y

8.6% 67.3%

24.1%

Elderly {60+ years)

Picture 16: age distribution
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Vital Statistics

Indicator Value
Crude Birth Rate 9.57 per 1,000 population
Crude Death Rate 7.32 per 1,000 population

Table 9: vital statistics

The vital statistics of the district provide a baseline for "normal” population turnover, which is

essential for identifying the excess mortality typically associated with a pandemic.

0 Crude Birth Rate (CBR): At 9.57 per 1,000 populationthe district shows a relatively

low birth rate. In a pandemic context, this data helps health officials plan for maternal
and neonatal care continuity, ensuring that diverted resources do not lead to a rise in
infant mortality.

Crude Death Rate (CDR):The baseline death ratesis32 per 1,000 populationThis

figure is the most critical benchmark for Phase 1 surveillance. Any statistically

O«

significant spike above this "atlause mortality" baselidedetected through
crematorium/burial ground reporting or hospital recérdsrves as an early warning

triggerfor an undetected outbreak.

The narrow margin between birth and death rates suggests a stabilizing population. During a
pandemic, the goal of thHgistrict Task Force is to keep the CDR as close to the 7.32 baseline
as possible. A rise in the CDR without a corresponding increase in known infections would

indicate a "silent spread"” or a collapse in4pamdemic healthcare services

Sex Ratio at Birth (HMIS)

Year Sex Ratio at Birth
202021 953

2021 22 965

202223 967

2023 24 977

2024 25 1004
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Table 10: Sex ratio at birth

The Sex Ratio at Birth (SRB) is a vital indicator of lelegm demographic health and the
effectiveness of gendaensitive healthcare policies. The district has shown a remarkable and
consistent upward trend over the last five years. From a preparetimejzoint, a healthy and

rising SRB indicates a strong Mother and Child Health (MCH) infrastructure. During a
pandemic, maintaining these gains is a key metric; any sudden drop in the SRB could signal
that pregnant women are losing access to safe instialtdeliveries or that gendbrased

nutritional/health neglect is resurfacing due to economic or social stress.

Trend in Sex Ratio at Birth (SRB) Over 5 Years

L 9jor:

Parity (1000)

1000 -

980 -

970 4

Fernales per 1,000 Males

960 -

2020-21 2021-22 2022-23 2023-24 2024-25
Financial Year

Picture 17: sex ration trend over last five years

This positive trajectory suggests the success of targeted maternal health programs, improved
institutional delivery tracking, and communityased advocacy against gendelective

practices.

Literacy Rate

Category | Literacy Rate (%)

Total 96.93%

Male 97.7%

Female 96.26%

Table 11: literacy rate
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The district boasts an exceptionally high Literacy Rate of 96.93%, which is a critical asset for
pandemic management. A welllucated population can more effectively process health
advisories, follow complex isolation protocols, and use digital tools doreslance and

vaccination registration.
DEMOGRAPHIC AND VULNERABLE POPULATION

Understanding the demographic composition and vulnerable population groups is essential for
pandemic preparedness. Children, elderly, economically deprived families, migrant workers,
and socially vulnerable groups are at increased risk during public lesa¢tigencies due to

higher exposure, limited access to services, and dependency on public systems

Description Details (in numbers)
DEMOGRAPHIC PROFILE

Total population 1,197,412 (Census 2011 India)
Male 561,716 (Census 2011 India)
Female 635,696 (Census 2011 India)
Transgender ~40 60 (district estimate)
Children under 5 96,837 (India Census)
Adolescent 180,540 (estimated)

Elderly (>60) 270,306 (a&a1l9%)

SOCIAL/LIVELIHOOD VULNERABILITY

Previous EPEP family 3377
BPL family 2.53.0 lakh
Tribal communities 8108
Immigrant 136757
Migration
Emigrant 182704

Sociceconomically deprived
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) Percentage
Indicator
(%)
- 2
Kutcha housing
4%
No working adult - 2%
Femaleheaded - 3
households 5%
Disabled  without
- <1%
support
Landless - 15
households 20%
Fisherfolk Minimal (105)
SC Community(population) 1,64,465
ST Community(population) 8108

Table 12: Demographic and vulnerable population

THE DISTRICTES POPULATION OF1,197,412IS CHARACTERIZED BY A HIGH PROPORTION OF

ELDERLY INDIVIDUALS AND A UNIQUE SEX DISTRIBUTION (MORE FEMALES THAN MALEQ.

AGE GROUP MALE (ESTIMATED) |FEMALE (ESTIMATED) TOTAL
ELDERLY (60+) 126,802 143,503 270,305
ADULTS (18i 60) 304,793 344,935 649,728
ADOLESCENT(5T 18) 84,692 95,847 180,539
CHILDREN (<5) 45,427 51,409 96,836

TABLE 13: SEX DISTRIBUTION BY AGE
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District Population Pyramid (Estimated Split)

Male
Female

Elderly (60+) 126,802 143,503

Adults (18-60) 04,793 344,935
Adolescent (5-18) | 84,692 95,847
Children (<5) 4 45,427 51,409
344,935 229,956 114,978 0 114,978 229,956 344,935
Population

Picture 18: population pyramid

Population Pyramid Analysis

The districtds a gheavys distributon,whiah is a kep aorssidesatioh foro p

pandemic preparedness:

0 Broad base (children):The chi |l drends category (<5) repr:

population (96,837), indicating a stabilizing birth rate.

0 Adult segment: The largest portion of the population (649,729 or approximately 54%) falls
in the workingage category (estimated asi 68). This group will drive economic recovery

but also represents the primary vector for transmission due to workplace and soci& .mobili

0 Aging peak: A significant 22.5% of the population (270,306) is aged 60 and above. In a
popul ation pyramid, this | arge top section h

pandemic outcomes, requiring a primary focus on protective shielding and al@soatces.
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CLINICAL VULNERABILITY

Certain population groups need priority healthcare & are at higher risk of severe illness,
complications, and mortality during pandemics. Patients with chronic diseases, those requiring
regular medical care, and individuals with mobility or functionaltitmns face challenges in

accessing timely care during emergencies. Mapping these groups helps in prioritising
continuity of treatment, medicine stock planning, oxygen support, referral transport, and

targeted homéased care

Description Details in numbers
Pregnant women 5909
Lactating mothers 17873
Bed Bound patients 4817
Patients under palliative care other than bedbound 3571
Patients on Haemodialysis 827
Patients on CAPD 29
Cancer patients (currently on treatment) 4544
Haemophilic patients 49
Mentally challenged 569
Differently abled 16210
Diabetic patients 68020
Hypertensive patients 99326
TB patients 629

TABLE 14:CLINICAL VULNERABILITY DETAILS
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The HighRisk and Vulnerable Groups Profile identifies the most significant medical
dependencies in the district, providing the basis for proactive community care during a
pandemic.

High-Risk & Vulnerable Health Groups Profile

CAPD
Haemophilic
TB patients
Haemodialysis
Palliative care 3571
Bedbound patients 4817
Cancer (treatment) 4544
Pregnant women
Differently abled 16.210
Lactating mothers

Diabetic

Hypertensive

20000 40000 60000 100000

Patient Count

Picture 19: high risk and vulnerable group profile

High-Risk and Vulnerable Health Profile Analysis

The district data highlights three critical tiers of health vulnerability that must be managed to

prevent high mortality rates:

0 1. High-Volume Comorbidities: With 99,326 hypertensive patients and 68,020
diabetic patients, the district has a high prevalence of chronic conditions that increase
the risk of severe disease. Ensuring@dhth supply of NorCommunicable Disease
(NCD) medications is a top prioritpff Phase 1.

O«

2. Maternal and Specialized Care Approximately 24,000 pregnant women and
lactating mothers require prioritized healthcare access. Additionally, the 4,544 cancer
patients and 856 dialysis patients (Haemodialysis and CAPD) must h ave "Green

Corridors" for lifesustaining treatment, as evbrief interruptions can be fatal.
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0 3. Home-Based Care DependencyThere are over 8,400 patients who are either
bedbound or in palliative care. These individuals are highly vulnerable to institutional
exposure; a mobile "HorABased Care" strategy is essential to provide treatment

without requiring hospital visits.

MAJOR FESTIVALS & EVENTS SPECIFIC TO THE DISTRICT

(with the possibility of a public gathering)

Sl | Festival Month / Period Expected Crowd

No Size

1 Sabarimala Mandalg November 15February| 1.5 lakh/ Day
Pooja/Sabarimala Monthly Poojq 25/ 7 days/Month

2 Cherukolpuzha Hindu mah| January February Around 1.5 lakh
sammelanam

3 Manjanikkara perunnal February Around 50000

4 Maramon Convention January February Around 2.5 lakh

5 Aranmula Vallamkali/Aranmulg August September Around 30000
Vallasadya /July-Oct /Around 1000/Day

6 Malayalappuzha temple festival | Feb March Around 5000

7 Parumalachurch festival October November Around 1.5 lakh

Table 15: major festivals and community gatherings
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MONTH-WISE FESTIVAL DISTRIBUTION — PATHANAMTHITTA DISTRICT

Feb Mar

Expected crowd (thousands per day / event)

Apr May Jun Jul Aug Sep Oct Nov Dec

Hindu festivals Christian festivals Cultural / boat race

Picture 20: month wise festival season

TOURISTS PLACES IN THE DISTRICT

Tourist Spot

Highlight

Gavi Forest

Wildlife trekking and misty forest Jeep safaris.

Adavi Eco-Tourism

Famous for coracle (bowl) boat rafting on the river.

Konni Elephant Hub &

Historic elephant trainingentreand "Aanakoodu” cages.

Aranmula Temple

Ancient shrine known for the unique metal mirrors.

Sabarimala Temple

World-famous pilgrimage site deep in the tiger reserve,

Perunthenaruvi Falls

A wide, powerful waterfall perfect for photography.

Kaviyoor Rock Temple

An 8th-century temple carved out of a single massive rq

Chuttippara Hill

A rocky hilltop offering a panoramic view of the town.

Pandalam Palace

The royal ancestral home of Lord Ayyappa.

Table 16: tourist spots in the district
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INFRASTRUCTURE & RESOURCE INVENTORY

This section provides a comprehensive overview of the healthcare infrastructure within the
district, highlighting the distribution, accessibility, and baseline capacity of facilities that form

the backbone of routine healthcare delivery as well as emgrgesmponse.

At the primary level,Family Health Centres (FHCs) and Community Health Centres
(CHCs) serve as the first point of contact for the community. These institutions deliver
essential outpatient and limited inpatient services, including preventive care, maternal and child
health services, management of common ilinesses, and basic emergenbByagepublic

health emergencies, they play a crucial role in early case detection, screening, triaging, initial

isolation, risk communication, and referral coordination

At the secondary and tertiary leveBeneral Hospitals (GHs)andMedical College Hospitals

(MCHs) function as referral centres equipped with advanced diagnostic facilities, specialist
services, intensive care units, and critical care support. In the context of a pandemic or disaster,
these institutions are pivotal for managing severe cases, provihtitatory support, ensuring
specialist interventions, and supporting laboratory confirmation and advanced treatment

protocols.
Maintaining an updated inventory of these facilities enables health authorities to:

Assess geographic distribution and service coverage

Identify infrastructure and human resource gaps

Estimate available bed strength, ICU capacity, and oxygen availability

Plan for surge capacity, including expansion of isolation wards and critical care units
Coordinate referral pathways effectively

Such systematic mapping of healthcare infrastructure strengthens preparedness, facilitates
evidencebased pl anning, and enhances the distri

pandemics, outbreaks, and other public health emergencies.
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Picture 21: health facility mapping
ﬁ(l) Institution LSGD Constituency | Health Block
1 FHC. Ezhamkulam Ezhamkulam ADOOR Endimangalam
2 PHC Erathu Erathu ADOOR Endimangalam
3 | PHC Kadambanadu Kadambanadu ADOOR Endimangalam
4 FHC Pallickal Pallickal ADOOR Endimangalam
5 FHC Chandanappally Kodumon ADOOR Endimangalam
6 CHC Thumpamon Thumpamon ADOOR Thumpamon
7 | FHC Pandalam Pandalam ADOOR Thumpamon
Municipality
PHC Pandalam Pandalam
8 Thekkekara Thekkekara ADOOR Thumpamon
9 GH Adoor Adoor Municipality | ADOOR Endimangalam
10 | CHC Enadimangalam Enadimangalam KONNI Endimangalam
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ﬁ(l) Institution LSGD Constituency | Health Block
11 | PHC Koodal Kalanjoor KONNI Endimangalam
12 | THQH Konni Konni KONNI Konni

13 | PHC Malayalapuzha Malayalapuzha KONNI Konni

14 | PHC Mylapra Mylapra KONNI Konni

15 | PHC Vallikode Vallikode KONNI Konni

16 | PHC Kokkathode Aruvappulam KONNI Konni

17 | PHC Pramadom Pramadom KONNI Konni

18 | PHC Thannithode Thannithode KONNI Konni

19 | CHC Chittar Chittar KONNI Vechoochira
20 | PHC Seethathode Seethathode KONNI Vechoochira
21 | GMC Konni Konni KONNI Konni

22 | PHC Nilackkal Perunad Ranni Vechoochira
23 | CHC Elanthoor Elanthoor ARANMULA | Elanthoor
24 | PHC Cheneerkara Cheneerkara ARANMULA | Elanthoor
25 | PHC Mallappuzhacherry | Mallappuzhacherry | ARANMULA | Elanthoor
26 | PHC Kadamanitta Naranganam ARANMULA | Elanthoor
27 | PHC Omalloor Omalloor ARANMULA | Elanthoor

28 | PHC Manjanikkara Omalloor ARANMULA | Elanthoor
29 | PHC Othera Eraviperoor ARANMULA | Ezhumatoor
30 | PHC Thottapuzhasserry | Thottapuzhasserry | ARANMULA | Kanjeettukara
31 | PHC Koipuram Koipuram ARANMULA | Kanjeettukara
32 | CHC Vallana Aranmula ARANMULA | Vallana

33 | PHC Kulanada Kulanada ARANMULA | Vallana

34 | PHC Mezhuveli Mezhuveli ARANMULA | Vallana

35 | UPHC Kumbazha Pathanamthitta(M) | ARANMULA | Elanthoor
36 | PHC Cherukole Cherukole ARANMULA | Elanthoor
37 | GH Pathanamthitta g{:t”a Panchayatl A ANMULA | Elanthoor
38 | DH Kozhencherry B{Ztmt Panchayatl ARANMULA | Elanthoor
39 | DTC Kozhencherry Kozhencherry ARANMULA | Elanthoor
40 | PHC Vadasserikkara Vadasserikkara Ranni Vechoochira
41 | PHC Naranammoozhi Naranammoozhi Ranni Vechoochira
42 | PHC Ranni Pazhavangad Ranni Pazhavangadi Ranni Vechoochira
43 | PHC Ranni Angadi Ranni Angadi Ranni Vechoochira
44 | CHC Vechoochira Vechoochira Ranni Vechoochira
45 | CHC Ranni Perunad Ranni Perunad Ranni Vechoochira
46 | CHC Kanjeettukara Ayiroor Ranni Kanjeettukara
47 | PHC Thelliyoor Ezhumattoor Ranni Ezhumattoor
48 | CHC Ezhumattoor Ezhumattoor Ranni Ezhumattoor
49 | THQH Ranni Ranni Ranni Vechoochira
50 | CHC Chathenkery Peringara Thiruvalla Chathenkery
51 | PHC Kadapra Kadapra Thiruvalla Chathenkery
52 | PHC Kuttappuzha Thiruvalla (M) Thiruvalla Chathenkery
53 | PHC Kuttoor Kuttoor Thiruvalla Chathenkery
54 | PHC Nedumpuram Nedumpuram Thiruvalla Chathenkery
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ﬁ(l) Institution LSGD Constituency | Health Block
55 | PHC Niranam Niranam Thiruvalla Chathenkery
56 | PHC Puramattom Puramattom Thiruvalla Ezhumattoor
57 | CHC Kunnamthanam Kunnamthanam Thiruvalla Kunnamthanam
58 | CHC Kallooppara Kallooppara Thiruvalla Kunnamthanam
59 | PHC Anicadu Anicadu Thiruvalla Kunnamthanam
60 | PHCKaviyoor Kaviyoor Thiruvalla Kunnamthanam
61 | PHC Kottangal Kottangal Thiruvalla Kunnamthanam
62 | PHC Kottanadu Kottanadu Thiruvalla Kunnamthanam
63 | THQH Thiruvalla Thiruvalia Thiruvalla | Chathenkery
Municipality
64 | THQH Mallappally Mallappally Thiruvalla Kunnamthanam
65 | UFHC Thiruvalla Thiruvalla (M) Thiruvalla Chathenkery

Table 17: public health facilities in the district

Healthcare Education & Training Institutions

This section tracks the educational infrastructure available, which is vital for human resource

planning in the health sector.

Category of Institution Gowvt Private
Medical Colleges 1 3
Nursing Colleges 2 9
Dental Colleges 0 3
Paramedical / Allied Health | O 12
Pharmacy Colleges 0 3

Table 18: healthcare education and training institutions

Specialised Service and Emergency Inventory

This section provides a detailed view of the specialized medical resources available to the
community, focusing on emergency response and critical care capabilities. This table tracks
the vital assets required for managing severe illnesses and emergerassthe Government,
Private, and AYUSH sectors
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Item Govt Private | AYUSH | Total
Hospital beds 916 1415 120 2451
Oxygengenerating systems(Y/N) Y Y N Y
Oxygensupportedbeds Numbers) 180 260 0 440
Ventilatorsupported beds 60 70 0 130
ICU beds 110 140 5 255
Burns units 1 5 0 6
Blood centres 3 3 0 6
BLS ambulances 20 25 2 47
ALS ambulances 10 12 1 23
Dialysis facilities 5 12 0 17
Medical store 10 400 0 410
Industrial establishments Medium-scale| **separate list annexed
industries/small-scale industries

establishments to whom we can depend i

a worst-case scenario)

Table 19: Specialised Service and Emergency Inventory

38



Pandemic Management Plan

Infrastructure & Resource Inventory

Health Facility Directory & Basic Capacity in the DISTRICT
This section provides an overview of the healthcare infrastructure available within the
DISTRICT area. It outlines the distribution and basic capacity of health facilities that form the

backbone of service delivery during routine times and public heakingemcies.

$ 3 & B

MCH |GH THQH |BFHC |CHC |FHC |PHC |UPHC |UHWC

// ™~ AN PN
“2r 4o e @ o

Type of Health Institution / Facility T(_)tal_ No.inthe

District

Medical College 1

General Hospital 2

District Hospital 1

District TB Centre 1

Taluk Head Quarters Hospital 4

Community Health Centres (CHC) 3

Block FHC 8

CHC / PHC converted to Family Heal 41

Centres

Primary Health Centres (PHC) 3

Urban Primary Health Centres (UPHC) 2

Urban Family Health Centres 8

Mobile Medical Units 1

Sub Centres 262

Table 20: infrastructure and resource inventory

Family Health Centres (FHCs) and Community Health Centres (CHCs) generally function as
the first point of contact for the community, providing essential outpatient and inpatient
services. General Hospitals (GH) and Medical College Hospitals (MCH), whegss#ule,

serve as the main referral centres for advanced diagnostics, specialist care, and critical services
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during public health emergencies. This inventory helps identify existing strengths, gaps, and

potential surge capacity that can be mobilised during a pandemic or disaster.
Private Clinics

Private clinics are an essential part of pandemic preparedness, as they are &fstmpthee

people seek care when symptoms begin. In many communities, private clinics manage a
significant share of outpatient visits and therefore play a critical role in early case detection,
timely referrals, and disease surveillance. Having atowate undersinding of where these

clinics are located, the services they provide, and how they are linked to the public health
system helps ensure that no cases are missed during an outbreak. It also allows health
authorities to engage private practitioners more 8¥fely for reporting, risk communication,

and coordinated response, strengthening the overall capacity of the health system to manage

public health emergencies.

details annexed separate
Specialised Services & Emergency Inventory

This section provides a detailed view of the specialized medical resources available to the
community, focusing on emergency response and critical care capabilities. This table tracks
the vital assets required for managing severe illnesses and emergeressthe Government,
Private, and AYUSH sectors.

In Government Hospitals 1164

Hospital Beds General Private Hospitals 1880

In other systems like AYUSH| 86

In Government Hospitals 28

Private Hospitals 48

Oxygen Generating System In other systems like AYUSH| 1

In  Government Hospital

except Medical Colleges 125

Oxygen supported beds Private Hospitals 279

40



Pandemic Management Plan

In other systems like AYUSH| 1
In  Government Hospital
except Medical Colleges 75
Private Hospitals 109
Critical care beds (ICU beds) | In other systems like AYUSH| 1
In Government Hospitals 2
Burns Unit Private Hospitals 17
In other systems like AYUSH| O
In Government Hospitals 4
Blood banks Private Hospitals 3
In other systems like AYUSH| O
In Government Hospitals 16
Private  Hospitals/individug
BLS Ambulances
owned) 22
In other systems like AYUSH| 1
In Government Hospitals 10
Private  Hospitals/individua
ALS Ambulances
owned) 13
In other systems like AYUSH| 1
Govt 7
Dialysis facility
Private 10

Table 21: Specialised services and emergency inventory
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Oxygen & Diagnostic Capacity

Monitoring oxygen and diagnostic capacity is a critical component of public health
preparedness, ensuring that the DISTRICT can handle both chronic care and sudden surges in
respiratory or infectious diseases.

Name of Health| Oxygen Backup | Diagnostic Facilities Available(Y/N)

Facility generating = Oxygen
System Source Lab uUsG @ X- CT/MRI RT-PCR
(YIN) (YIN) ray
Government Healthcare Facilities
MCH Konni Y Y Y Y Y Y N
GH Y Y Y Y Y Y N
Pathanamthitta
GH Adoor Y Y N Y N Y
Y
DH Y Y Y Y Y N N
Kozhencherry
THQH N Y Y Y Y Y N
Thiruvalla
THQH RANNI N Y Y N Y N N
THQH N Y Y Y Y N N
Malalpaplly
THQH Konni N Y Y Y Y N N
THQH N Y Y N N N N
Pulinkunnu
TH Thuravoor | N Y Y N N N N

Table 22: oxygen and diagnostic facility
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Item Govt Private Total
General labs 68 105 173
Microbiology labs 1 20 21
RT-PCR labs 1 3 4

USG units 7 107 114
CT/MRI units 2 20 22
Research labs 1 00 1

Labs of other departments that can | We may use the lab of CPCR
repurposed Kayamkulam

Table 23: Diagnostic facility mapping

The diagnostic infrastructure of the district reveals a robust but heavily pseetier
dependent landscape. While the government sector maintains a baseline for essential testing,

the private sector holds the majority of specialized imaging and maletta¢gmostic capacity.

Diagnostic Infrastructure Analysis

The total diagnostic capacity comprises 173 general laboratories and 114 ultrasound (USG)
units, providing a solid foundation for routine clinical monitoring. However, the distribution

between government and private facilities highlights critical strateyisiderations:

0 Molecular Diagnostic Capacity (RT-PCR): The district has 4 RPCR labs. With

only one located in the government sector, a pandemic response will require formal
PublicPrivate Partnership (PPP) frameworks to scale up mass testing.

Advanced Imaging (CT/MRI): There are 22 CT/MRI units available. Since 20 of

these are private, the district health authority must establish referral protocols to ensure

O«

critical patients in government COVID/Pandemic hospitals have access to advanced

lung and organ imaging.

O«

Specialized Microbiology:Out of 21 microbiology labs, 20 are private. These facilities
are essential for identifying secondary bacterial infections and monitoring antibiotic

resistance during prolonged outbreaks.
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0 Repurposing Potential: A significant strategic asset is the CPCRI (Central Plantation
Crops Research Institute) lab in Kayamkulam. Though not a medical lab by primary
function, its highend research equipment can be repurposed for viral research or

overflow testing under biosaify guidelines.

Total Diagnostic Infrastructure by Category

CT/MRI units

Research labs

RT-PCR labs

Microbiology labs

General labs

Picture 22: total diagnostic infrastructure by facility

The high proportion of General Labs and USG units suggests that the districtisepelted
for decentralized primary diagnostics. However, the thin margin oPRR labs (1.2%)
remains the primary strategic bottleneck. To mitigate this, the distriatcsiaentify "Surge

Labs" among the Microbiology and Research categories that can be upgraded if the diagnostic

burden exceeds current thresholds.

Overall Diagnostic Sector Split (Total Units)

Private

Picture 23: diagnostic infrastructure by type of facility
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More than threguarters of the district's diagnostic power lies outside the public sector; the
District Pandemic Planmust prioritize earlystage MoUs (Memorandums of Understanding)
with private providers to ensure testing and imaging remain affordable and accessible during

an emergency.

Social and Community Infrastructure for the surge plan

This table serves as olagistics and shelter inventory By mapping these locations, we can
quickly identify where to house displaced citizens, where to set up temporary medical clinics,

and how to manage the deceased with dignity during a crisis.

Private Clinics 350
Private Hospitals 104
Medical Stores 802
Private Labs (All type) 549
Closed Houses 20811
Community Halls 287
Religious buildings 1717
Auditoriums 356
Mortuary 15
Crematorium 83
Police Stations 36
Fire Stations 8
Water pumping points 150
Public vehicles other than ambulances and KSRT 161
LSGI Owned other buildings not mentioned above 117
Pet homes 1103
Poultry units 637
Slaughterhouses 49
Hotels/Restaurants 1842
Cool bars 3027

Table 24: Infrastructure for surge plan
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Category Total Count Est. Capacity (Persons)
Anganwadis 2001 5000

Schools 990 100000

Colleges 83 15000

Medical colleges (Govt/Private) 1 0

Nursing colleges (Govt/Private) 02 Govt 07 Private

Dental colleges (Govt/Private) 01 Govt

Paramedical institutes (Govt/Private) | 02 Govt

Table 25: logistics and shelter inventory

Human Resources

This section focuses on tieman capital available within the district. In any emergefcy

be it a pandemic, flood, or industrial accid&mfrastructure is only as effective as the people

operating it.

Medical & Clinical Personnel

The human resource profile of the district's healthcare sector is the backbone of its pandemic

response. With a total pool ofrer 5,000 skilled medical and clinical personngthe district

maintains a diverse workforce capable of handling clinical management, mental health support,

and public health surveillance. A detailed directory with the contact numbers of all workers is

maintained Annexure in 1).

Cadre Govt (No.) Private (No.) Total
Doctor® Modern Medicine 467 762 1229
Doctorsi AYUSH 108 107 215
Doctorsi Veterinary 59 2 61
Doctorsi Dental 18 151 169
Nursing officers 444 1556 2000
Lab technicians 125 469 594
Pharmacists 157 384 541
Psychologists 8 18 26
Counsellors 90 35 125

Table 26: medical and clinical personnel workforce
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Cadre-wise Government Reliance Strategy Map

94.0%

Doctors - Veterinary

Counsellors

Doctors - AYUSH

Doctors—Mod. Med.

Psychologists

Pharmacists

Nursing officers

Lab technicians

Doctors — Dental

0 20 40 60 80
Percentage of Govt Sector Share (%)

Picture 24: cadre wise human resource

The Cadrewise Government Reliance Strategy Map serves as a vital diagnostic tool for the
di strictos pandemic prepar edness-sectorilsdfustr at
sufficiency and privatsector dependency. The government maintains a conngglecd in
specialized outreach areas, holding direct control over 94% of Veterinary Doctors and 72% of
Counsellors, which positions the state as the primary lead for zoonotic surveillance and mental
health support. At the "tipping point" of this distritmn are AYUSH Doctors, who are split
almost perfectly at 50.2% between both sectors; this group acts as a versatile "swing
workforce" that can pivot between community health initiatives and clinical support as needed.
However, a significant strategic velrability exists within the core clinical frontline. The most
essential personnel for pandemic manageénéhirsing Officers (22.2%) and Lab
Technicians (21%are overwhelmingly concentrated in the private sector. This distribution
indicates that while theaoyernment can independently spearhead social mobilization and

epidemiological surveillance, its ability to manage lasgale clinical surges or higlolume
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diagnostics is entirely dependent on formalized;ragotiated partnerships with the private

sector.

Public Health & Field-Level Workforce

These individuals are the backbone of surveillance, matehildl health, and decentralized

care.
Municipal
Cadre Health services common Total
services
HS (Health Supervisors) 10 04 14
HI (Health Inspectors) 42 04 46
LHS (Lady Health Supervisor) 8 00 8
LHI (Lady Health Inspectors) 44 00 44
JPHN (Jr Public Health Nurses) 370 00 370
JHI (Jr Health Inspectors) 266 00 266
MLSP (Mid-Level Service Providers 244 0 244
Palliative Nurses 19 0 19
RBSK Nurses 55 0 55
PRO 22 0 22
Epidemiologist 9 0 9
Data Manager 9 0 9

Table 27: public health and field level workforce

Community & Support Cadre

This group represents the surge capacity of the digtripgople who can be called upon for

logistics, rescue, and specialized support.

Cadre Number
ASHA Workers 941
AWW (Anganwadi Workers) 1550

Emergency Medical Volunteers (Traing 2125
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Cadre Number
120901
(Ayalkkoott
Kudumbashree ams :9041
ADS: 968,
CDS :58)
MNREGS 75000
Purusha Swayam Sahaya Sangham | 03
Ex-Servicemen 5124
Exact
Retired Police Officers numbelrs
couldn't be
gathered
40-50NSS
volunteers/c
NCC/NSS Volunteers olleges
500 NCC
volunteers
One Health Community Volunteers 45416
One Health Community Mentors 6546

Community Organizations

Pandemic Management Plan

This section details the presence of commubéged organisations (CBOs), Ron

governmental organisations (NGOSs), faithsed organisations (FBOs), Kudumbashree Self

Help Groups (SHGs), and Ayalkootams within the Local -S&fernment Institution

(District). These groups enhance grassroots mobilization, resource distribution, and support

networks crucial for pandemic response and community resilience

Category Total Count
NGOs 181
Religious based organizations 48

Foreign based organizations

76 as per FCRA 2017 reports

Sports Club/youth clubs

25

Kudumbashree SHGs
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Political organizations 7

07 r e s i dassotiadiahs & 288 Housin
societies

Residential organizations

Table 28: community organisations statistics

Administrative & Emergency Services

This section outlines the availability of key nbealth emergency support services and
infrastructure within thelistrict, which are essential for effective pandemic preparedness and
response. These facilities support law enforcement, disaster response, water supply, logistics,

mobility, and communitylevel interventions during public health emergencies.

Category Total Count
Police Stations 23
6

Pathanamthitta
Konni

Fire & Rescue Stations Seethathode
Ranni

Adoor

Thiruvalla

Water Pumping Points 120
Public Distribution System (PDS) | 1224

Table 29: administrative and emergency service statistics

Information Regarding Resources

The availability of essential transport and support resources plays a quiet but critical role in
saving lives. Equipment such as ambulances, mobile mortuaries, amphibian ambulances, and
motorized boats ensures that patients, samples, and healthcaredranw/e swiftly even

in flooded, remote, or difficult terrains. Heavy vehicles like JCBs, cranes, tractors, and torus
lorries support logistics, waste management, emergency infrastructure, and rapid conversion
of spaces into care or isolation facilitiesaxis, fourwheetdrive vehicles, and trucks help
maintain continuity of essential services, reach vulnerable populations, and support home

based care and supply delivery.
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I\?(l) Name Ofthe Agency Area Category
Gasco Industrial Gas Pvt . Major Refilling &
1 Ltd Pathanamthitta Pathanamthitta Town Manufacturing Units
5 Oxygen Plant, Kunnuouram Major Refilling &
Kunnupuram b Manufacturing Units
Sultan Industrial Gases . Major Refilling &
3 Pathanamthitta Pathanamthitta Town Manufacturing Units
4 | Karimpanackal Pathanamthitta Town Major Medical Oxygen
Enterprises Suppliers & Dealers
5 | Southern Surgical Pathanamthitta Town Major_MedlcaI Oxygen
Suppliers & Dealers
Major Medical Oxygen
6 Kerala Oxygen Adoor Suppliers & Dealers
7 | Southern Surgicals Pathanamthitta Town Major.Medlcal Oxygen
Suppliers & Dealers
8 Kadavil Oxygen Gas Thiruvalla Major_MedlcaI Oxygen
Agency Suppliers & Dealers
9 | Medipark Surgicals Pathanamthitta Major_MedlcaI Oxygen
Suppliers & Dealers

Table 30: oxygen refilling units
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Picture 25: oxygen refilling units mapping
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Transportation logistics

Means of transportation | Total Count
JCB 42

Crane 23
Ambulances List annexed
Mobile mortuaries List annexed

Table 31: transportation logistics

ONE HEALTH &ENVIRONMENTAL SURVEILLANCE

The One Health approach in Pathanamthitta district integrates environmental, animal, and
human health systems to strengthen proactiyv
unigue geography with forest fringes, river basins, and significant Hamamal interaction,
strengthening panchaytvel surveillance is essential for the early detection and management

of zoonotic and environmentally transmitted diseases.

Surveillance efforts in the district are enhanced through systematic assessment of livestock
populations, veterinary service infrastructure, poultry farms, and slaughter facilities. Special
focus is given to intersectoral coordination between the healtimadhusbandry, and local

self-government departments.

Advanced tools such as Gl&ased mapping of avian influenza seasonality, using data from
previous outbreaks in and around Pathanamthitta district, enable predictive alertéeWhrd
risk stratification and targeted sampling strategies further suppcettigé pandemic

preparedness, particularly in identified higek panchayats.

Animal & Bird Population

Mapping animal and bird populations at the Panchayat level is essential for identifying and
prioritising zoonotic disease hazards such as rabies, avian influenza (H5N1), leptospirosis,
anthrax, and Nipahke spillover events. Risk classification, targeseaveillance, vaccination

planning, and early epidemic detection made feasible by comprehensive population mapping

all enhance One Healtbased pandemic preparedness.
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Category Population (Heads) Source
Cattle 1.47 lakh BAHS 2025 (district tables)
Buffalo 12,340 BAHS 2025
Goats 1.05 lakh 20th Livestock Census
Pigs 4812 District-wise Pig Population (20t
LSC)
Dogs (Pet + Stray) 00,773 (46,639males 14,134 19th Livestock Census
female)
Cats 11,560 20th Livestock Census
Stray Dog 0 842 District-wise Stray Dog & Cattle (20t
Population LSC)
Bird Population Poultry Units (Birds) 963459
Poultry- (FOWL) 773127
Wild/Migratory Birds | YES, in three places
(Observed)

Crow Mortality Events YES
(Reported)

Table 32: animal and bird population

The risk of zoonotic diseases, particularly leptospirosiBaithanamthitta district is present

across multiple Local Self Government (LSG) areas, driven by factors such as cattle rearing
practices, smalcale pig farming, and close human interaction with domestic ane peri
domestic animals. The di st mdregiodssplattations, andn, wi
forest fringes, contributes to frequent human exposure to contaminated soil and water,

especially during the monsoon season.

The stray dog population in market areas, pilgrimage routes, and transport hubs continues to
pose a significant challenge for rabies surveillance and bite prevention. Increased human

movement during festival seasons further elevates this risk.

There is also a potential risk of avian influenza introduction, particularly in areas with water
bodies such as rivers, ponds, and paddy fields, where migratory and resident birds congregate
during certain seasons. Although less extensive than coastaltslishese ecological niches

still warrant targeted surveillance.
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Clusters of livestock holdings and animal shelters in-ling and floodprone areas of the
district increase the risk of leptospirosis and other environmentally mediated zoonoses,
particularly during heavy rainfall and monseriated flooding. Strengthéeng integrated

surveillance and intersectoral coordination remains crucial to mitigate these risks.

Veterinary Infrastructure

Veterinary institutions are a core pillar of One Health surveillance, enabling early detection of
zoonotic diseases through vaccination, investigation of unusual animal illnesses or deaths,
sample collection, and timely outbreak reporting. A weHipped ad responsive veterinary
network strengthens coordination with human health and District systems, ensuring rapid

response during zoonotic events and pandemics.

VETERINARY INFRASTRUCTURE SUMMARY
Veterinary Dispensary 32
Veterinary Hospital 43
Veterinary Polyclinic 3
Private Veterinary Clinics 9
Regional Artificial InseminatioiCentre 3
Calf Feed Subsidy Programme 39
Animal Disease Control Project 1
District Animal husbandry Office 1
Mobile Veterinary Hospital 0
District VeterinaryCentre 1

Table 33: veterinary infrastructure

Veterinary Doctors & Workforce

Early detection, diagnosis, reporting, and reaction to animal illness epidemics depend on the
availability and accessibility of qualified veterinary specialists. By identifying unusual animal

morbidity or mortality promptly, collecting samples promptlydasoordinating efficiently
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with human health and District systemspecially during zoonotic outbreaks and pandemic

prone situations clearly defined veterinary workforce enhances One Health surveillance.

Category Number
Government Veterinary Doctors| 52
Private Veterinary Doctors 2

Table 34: veterinary workforce

High Risk Interface Points

Type of High-
risk interface

Health hazard

Potential threat

High-risk interface

Kuttapuzha, Niranam, Kadapra,

Poultry Farms

Bird flu outbreaks

Influenza (H5N1),
West Nile Fever

Wetlands & Bird flu outbreaks Potential Disease / Aranmula, Ayiroor (Pamba river
Backwaters Threat ,
basin areas)
Avian ,
Backyard Thiruvalla, Mallappally,

PandalamAdoor (rural
household poultry clusters)

Cattle Sheds

Leptospirosis

Ranni, Konni, Kozhencherry

Slaughter Sites

Zoonotic diseases

Disease (KFD),
Scrub Typhus

near Water WestNile fever (Rat Fever) (river side cattle rearing areas)
Bodies

Brucellosis, Q . .
Fish & Meat o Fever. Foot and Pathanamthitta town, Thiruvalla

Zoonotic disease X market, Adoor market, Pandalar

Markets Mouth Disease Kozhencherr

(FMD) y
Community Kyasanur Forest Thiruvalla, Adoor, Pathanamthiti

Municipality, Pandalam

Migratory Bird
Congregation
Areas

Bird Flu
outbreaks

Avian Influenza,
NewcastleDisease

Pambariverbanks Aranmula
wetlands, KadapidNiranam belt

RodentInfested
Grain Storage

Leptospirosis &
Scrub Typhus

Foodbornediseases
(Salmonella,
Campylobacter

Ranni, Konni (forest fringe
areas), Kozhencherry,
Mallappally (paddy/agriculture
areas)

Table 35: high-risk interface points
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Environmental Risk Mapping

Environmental risk mapping identifies monse@md floodprone hotspots for vectdrorne
(dengue, chikungunya) and waterborne (leptospirosis, diarrhoea) diseases, as well as zoonotic
diseases, in Kerala's wetlands. Systematic surveillance supports eaningsa targeted

interventions, and Panchayat pandemic preparedness.

Waterborne exposure Floodprone areas and stagnant water bodies facilltepgospira
survival, raising leptospirosisask. Seasonamonsoon flooding leads to contamination of
drinking water sources with animal urine, especially from rodenttivaesiock. Poodrainage
systems and waterlogging in leying regions contribute to prolonged pathogen persistence.
Agricultural activities expose workers to contaminated water and soil. Inadequate sanitation

infrastructure in rural and peurban areas increasesvironmental contamination

Traditional practices: Informal slaughter and fish markets lack standardized hygiene, creating
spillover opportunities. Traditionabackyard animal rearing practices (poultry, livestock) in

close proximity to households elevate human exposure to zoonotic pathogens.

Lack of cold chain and proper storage in local markets accelerates microbial growth and
foodborne diseaseisk. Cultural practices related to food preparation and handling may

sometimes bypass safe hygiene protocols.

Disease Seasonality Mapping

1.Flooding & waterloggingd ampl i fi es | eptospirosis, malar.i
2. Migratory bird influx (NoFeb) Yavian influenza risk
3Mosquito br eedi-bomge dsgaselpeaksinYnonsmme t o r

4.Agricultural practice¥ c¢ | o s & animal ooatact in paddy fields.
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Vulnerability High-Risk LSGs Key Groups / Locations Risk
Factor Level
Flood-prone Ranni, Kozhencherry, Riverine households alon High
households Aranmula, Thiruvalla Pamba basin 9
Wetland / river Aranmula, Kadapra, Niranam Com_munmgs near Pambz .
i . . Manimala rivers and low High
adjacent communitie| Kuttapuzha, Ayiroor : .
lying paddy fields
Backyard_poultry/ Thiruvalla, Mallappally, Smaltscale poultry rearer .
duck rearing . Medium
Pandalam, Adoor in rural households
households
, . Ranni, Konni, Adoor :
Livestockrearing ' ’ ' Cattle, goat, and pig .
households Mallappally, Kozhencherry rearing households High
Thiruvalla, Adoor,
Slaughterhouse & Pathanamthitta Municipality, | Meat handling and High
meat market workers Pandalam processing units 9
Fisherfolk & fish Thiruvalla, Kozhe_‘ncherry, Inland fish vendors and .
Aranmula, local fish markets Medium
market workers market workers
Pathanamthitta Municipality, Waste management and
Sanitation workers | ThiruvallaMunicipality, : 9 High
S cleaning staff
Adoor Municipality
Daily wage / migrant| Adoor, Pandalam, Thiruvalla, _Constryctlon_ sites, smgll .
industrial units, plantation, Medium
workers Kozhencherry
areas
Limited access to Remote tribal and forest fring SC/ST colonies, hilly .
safe water & High

sanitation

areas of Ranni & Konni

settlements

Table 36: environmental risk mapping

Paddy cultivation involves prolonged exposure to waterlogged fields, increasing close contact
between humans, livestock, and contaminated soil or water, thereby elevating the risk of

zoonotic and waterborne diseases suclepi®spirosis. Farmefsequently work barefoot or

with minimal protective gear, heightening the risk of pathogen entry through skin abrasions.
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Use of organic manure and animal waste in fields may contribute to environmental

contamination if not properly treated.

Seasonal agricultural cycles coincide with monsoon periods, amplifying exposure risks during

peak disease transmission seasons.
Vulnerability Mapping

Vulnerability mapping pinpoints highsk populations, occupations, and areas exposed via
environment, livelihoods, socioeconomics and poor service access. Paired with
environmental/seasonality mapping, it enables-bia&ed surveillance, targeted actions, and

optimal resource use in One Health and pandemic planning.

EPIDEMIOLOGICAL TRENDS (2021 i 2025)

Disease surveillance is the systematic collection, analysis, interpretation, and dissemination of
health data for planning, implementation, and evaluation of public health practices. In
Pathanamthitta district, surveillance activities are primarily cardat through routine
reporting systems such as the Integrated Disease Surveillance Programme (IDSP), supported
by outbreak investigations and fidkeiel reporting mechanisms.

This section presents the disease surveillance profile of Pathanamthitta district, focusing on
identifying priority communicable diseases, understanding seasonaldrpadscularly those
associated with monsoarlated outbreaks and detecting emerging plib health threats.
Given the districtdéds unique charactescalesti cs,
population influx during Sabarimala pilgrimage, surveillance plays a critical role in early

warning, rapid response, and preventiodistase spread.

The analysis integrates data from public and private health facilities, laboratories, and
communitylevel reporting systems to support evidebesed decisiomaking and strengthen
pandemic preparedness at all levels.

Disease Burden Among Human Beings (Last 5 Years)

Analysis of diseaswise data for the last five years helps identify persistent public health
problems, emerging diseases, and changes in disease burden. This information supports

prioritisation of prevention, preparedness, and response activities artiealyat level.
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Communicable Diseases statusb Year Comparison

Trend
(Increasing/
Diseases 2021 2022 2023 2024 2025 Stable/
Decreasing)
TOTAL OP 3434943 3523364| 3985054 4034831 4063184 Increasing
Viral fever 47174\ 77286 85778| 105758 103233| Decreasing
Acute
Diarrhoeal 5038 8219 8867 10699| 12738| Increasing
Disease
Suspected 105 204| 1986| 3801| 1018| Decreasing
Dengue
Confirmed 31 88 313 728 535| Decreasing
Dengue
Suspectgd . 71 61 86 47 50| Decreasing
Leptospirosis
Confirmed 87 160 213 170 229| Increasing
Leptospirosis
Hepatitis A 4 11 30 97|  269| !Mcreasing
Hepatitis B 26 61 42 60 47| Decreasing
Hep C 2 5 2 6 10| Increasing
Typhoid 0 2 0 0 5 Stable
Cholera 0 0 0 0 0 Stable
Malaria 11 16 20 34 28| Increasing
Measles 0 0 17 29 5| Decreasing
Chickenpox 226 443 1062 983 992| Increasing
Scrub typhus 2 9 9 16 15| Increasing
HIN1 0 3 42 61 178| Increasing
Dog Bite 11350 14056, 13241 14514| 17901| Increasing
Prob. HIN1 0 34 126 531 37| Decreasing
Mpox 0 0 0 1 0| Decreasing

Table 37: epidemiological trendcommunicablediseases
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CD Treand Analysis
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Picture 26: CD trend analysis chart

The graph shows an overall increase in communicable diseases in Pathanamthitta district from
2022 to 2025. Chickenpox and Hepatitis A exhibit the most significant rise, with sharp peaks
in the later years, indicating possible outbreaks. Hepatitis B shulgsfluctuations but

remains relatively controlled, while Malaria and H1N1 display a slight upward trend.

In contrast, Hepatitis C, Typhoid, Measles, and Scrub typhus remain low and stable throughout
the period, suggesting effective control measures. Overall, the data indicates that while most
diseases are under control, viral and wat@ne infections are aneasing, highlighting the

need for improved public health interventions.
Seasonal Trend Analysis

Seasonal analysis helps anticipate surges (e.g. dengue in monsoon, leptospirosis after floods,
influenza in cooler months) and plan pre emp

awareness campaigns at Panchayat level.

Dengue
Dengue is a major seasonal vedborne disease strongly associated with rainfall, water

stagnation, and increased mosquito breeding during the monsoon period.
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Dengue Trend analysis
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The bar chart illustrates the trend of dengue cases in Pathanamthitta district from 2023 to
2025. It shows a steady increase in cases over the three years, with a noticeable rise from 2023
to 2024 and a further sharp increase in 2025, indicatingwiggy burden of dengue in the

district.

This upward trend suggests intensifying transmission, possibly due to factors such as
favourable breeding conditions for mosquitoes, seasonal variations, and increased
urbanization. The pattern highlights the need for strengthened vector control measures, public

awareness, and early intervention strategies to prevent further escalation.

Block 2021 2022 2023 2024 2025
Chathenkery 2 12 9 62 25
Elanthoor 8 24 99 140 136
Enadimangalam 3 5 24 165 78
Ezhumatoor 1 1 6 32 12
Kunnamthanam 2 9 12 67 27
Kanjeettukara 4 6 12 27 24
Konni 4 16 79 78 33
Thumpamon 0 3 7 44 73
Vallana 4 5 20 51 54
Vechoochira 3 7 45 62 73
Total 31 88 313 728 535

Table 38: Dengue fever block wise yearly analysis
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The table presents the bleakse distribution of dengue cases in Pathanamthitta district from
2021 to 2025, showing clear variation across regions and years. Overall, there is a rising trend
in dengue cases, particularly from 2023 onwards, with sebéwaks reporting noticeably
higher caseloads by 2025. This indicates a widening spread of dengue across multiple areas

rather than being confined to a few locations.

Some blocks consistently report higher numbers, suggesting they may be hotspots with
favourableconditions for mosquito breeding, such as water stagnation or dense population. In
contrast, a few blocks maintain relatively low case counts, indicating better control or lower
exposure risk. The increasing trend across most blocks highlights the néadéted vector
control, improved sanitation, and blesgecific interventions to effectively manage and reduce

dengue transmission in the district

Dengue Block Wise Yearly Analysis
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Picture 29: graph representing block wise yearly dengue fever cases
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Pathanamthitta District

Communicable Disease Spot Map 2024
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Picture 30: hotspot map of communicable disesases in pathanamthitta district

HOTSPOTS DENGUE 2024

Case Distribution of Dengue Cases 2024
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Picture 31: dengue hotspots in pathanamthitta district
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OUTBREAKS 2025
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Kottayam Dist (Health Block Wise) Idukii Dist

Alappuzha Dist

Kollam Dist

Picture 32: outbreaks in Pathanamthitta district during the year 2025

L eptospirosis
Leptospirosis cases are closely linked to monsoon rains, flooding, and occupational exposure,

particularly in lowlying and waterlogged areas.

Confirmed Lepto 2023- 2025
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Picture 33:confirmed Lepto 20232025
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This bar chart provides a monthly breakdown of confirbeptospirosis (Rat Fever)cases
in thePathanamthitta district of Kerala for the year8023, 2024, and 2025

The data illustrates a clear seasonal pattern typical of the region, where cases surge in tandem

with the monsoon seasons.
Key Trends & Yearly Comparisons
The chart uses thremloursto represent the different years:

0 Red (2023):Shows a massive peak in the middle of the year.

O«

Blue (2024): Exhibits a more distributed trend but remains high during the rainy
months.
0 Green (2025):Shows a significant rise in cases during the early andnmoidsoon

periods compared to previous years.
Monthly Breakdown & Peak Analysis

0 The July Surge (2023): The highest singienth spike occurred in July 2023, with 52
confirmed cases. This is likely linked to heavy monsoon flooding, which displaces

rodents and increases human contact with contaminated water.

O«

The Rise in 2025: Looking at the green bars, there is a noticeable upward trend in the
first half of 2025. For example, January 2025 recorded 77 cases (based on the green
text labels), which is significantly higher than the single digits seen in previous

Januaryos

O«

YearEnd Trends: Cases typically remain elevated through October and November,
coinciding with the NortfEast monsoon. In 2023, there was a secondary peak in

October (36 cases) and November (33 cases).

The table given below presents the blogke distribution of dengue cases in Pathanamthitta
district from 2021 to 2025, showing clear variation across regions and years. Overall, there is
a rising trend in dengue cases, particularly from 2023 onwards senveral blocks reporting
noticeably higher caseloads by 2025. This indicates a widening spread of dengue across

multiple areas rather than being confined to a few locations.

Some blocks consistently report higher numbers, suggesting they may be hotspots with

favourableconditions for mosquito breeding, such as water stagnation or dense population. In
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contrast, a few blocks maintain relatively low case counts, indicating better control or lower
exposure risk. The increasing trend across most blocks highlights the need for targeted vector
control, improved sanitation, and blesgecific interventions teffectively manage and reduce

dengue transmission in the district.

Enad

Kun

Chat | Elan | . Ezhu Kanj Thu Vech
Yea iman namt Kon Valla .

henk | thoo mato eettu | . mpa oochi | Total
r gala hana ni na

ery |r or kara mon ra

m m
2021| 13 20 6 5 13 4 11 5 6 4 87
2022| 12 37 13 7 12 11 25 7 27 9 160
2023| 10 81 15 4 6 8 35 6 22 26 213
2024 | 15 38 13 8 15 13 23 7 26 12 170
2025| 24 66 22 5 16 15 28 8 17 28 229
Table 39: Block wise Dengue cases 202025
Lepto Block Wise Yearly Analysis
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Picture 34: Leptospirosis case Block wise Analysis
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Viral Hepatitis A
Hepatitis A cases are commonly associated with unsafe drinking water, food contamination,

and breakdowns in sanitation, often presenting as clusters or outbreaks.

Viral Hepatitis A Cases - 2021-25

Sl Bdl =0 ( ¥ r( J H FW
MAY JUN JUL AUG SEP ocT
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2021 72022 [J2023 [12024 (12025

Picture 35: Viral Hepatitis A cases 2022025

This bar chart illustrates the monthly trends of Viral Hepatitis A cases in the Pathanamthitta
district from 2021 to 2025.

The data reveals a dramatic and concerning escalation in cases, particularly in the most recent
year, suggesting a significant public health challenge regarding water safety and sanitation in
the district.

Key Trends & Observations

0 Significant Surge in 2025 (Light Blue): The year 2025 shows a massive increase in
cases compared to all previous years. Every single month in 2025 recorded significantly
higher numbers than the corresponding months fromiZI2y.

0 December Outbreak: The highest peak in the entire-yldae period occurs in
December 2025. The bar for this month is nearly double the height of most other peaks,

indicating a severe eraf-year outbreak.
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0 Low Baseline (20212022): In 2021 (Green) and 2022 (Dark Blue), the cases were
consistently low, often barely visible on the chart. This suggests that the disease was
well-controlled or less prevalent during those years.

0 The 2024 Transition (Purple): A noticeable upward trend began in 2024, particularly
starting in April, where cases spiked significantly before dipping and then rising again
steadily from July through December.

Ku
Cha | Elan Ezhu | nna | Kanj Thu Val
Yea Enadim Konn Vecho
then | thoo matoo | mth | eettu | mpa | lan _ Total
r angalam | ochira
kery |r r ana | kara mon |a
m
202
1 1 1 0 1 0 0 0 0 0 1 4
202
) 1 3 0 0 1 0 1 0 2 3 11
202
3 4 4 3 0 2 1 2 2 8 4 30
202
4 19 6 14 6 8 8 16 4 1 15 97
202
. 44 41 38 17 38 |11 30 17 15 | 18 269

Table 40: Block wise Viral Hepatitis A case

The table illustrates an alarming exponential rise in Viral Hepatitis A cases across the
Pathanamthitta district, growing from just 4 total cases in 2021 to a staggering 269 cases in
2025. This 6+fold increase highlights a distriwtide crisis, with neayl every block
experiencing a significant surge in infections over the-yiwar period. While the district
maintained a relatively low baseline through 2021 and 2022, the situation began to deteriorate

in 2024 (97 cases) before escalating into the widespoatbreak documented in 2025.

Geographically, the burden is most sever€lathenkarg44 cases), Elanthoor (41 cases), and
Enadimangalam (38 cases), which have emerged as the primary hotspots in 2025. Other regions
like Kunnamthanam and Konni also showed dramatic spikes, moving from zero -@enear

cases at the start of the decade ghtdouble digits. This synchronized upward trend across
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diverse blocks suggests a systemic vulnerability in the district's water sanitation or public
health infrastructure, requiring urgent, localized interventions in the most affected clusters to
halt the transmission.

HOTSPOTS HEPATITIS A 2025

Number of Cases

=3 More than 10
5-10

ml 1s

Picture 36: Hepatitis A Hotspots

Trend of Tb Indicators: Pathanamthitta

Notified | Current NAAT [ Hiv

Year Total tests DM screen %
cases Cases % screen%

2021 831 0 9343 85% 100% 100%

2022 870 0 7104 85% 100% 100%

2023 792 0 24124 95% 100% 100%

2024 751 0 23788 95% 100% 100%

2025 687 195 29574 96% 98% 98%

Table 41: Trend of TB indicators
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This data highlights a significant shift in public health surveillance and diagnostic efficiency
within the district over a fivgear period. The most striking trend is the massive expansion of
Total Tests, which more than tripled from 9,343 in 2021 t&29,)n 2025. This suggests a
move toward more aggressive screening and activeficateg. This increase in testing
coincides with a steady improvement in diagnostic quality, as seen in the NAAT (Nucleic Acid
Amplification Test) percentage, which roserfr®5% to 96%, reflecting a modernization of
laboratory infrastructure.

While testing volume skyrocketed, the number of Notified Cases showed a gradual and
promising decline, dropping from 831 in 2021 to 687 in 2025. Furthermore, the program
maintained neaperfect integration for canorbidities, with HIV and Diabetes Mellit®M)
screening consistently hitting 100% for four years before a negligible dip to 98% in 2025.
Interestingly, 2025 is the first year to record a specific subset of "Current Cases" (195), which
likely indicates a change in reporting standards or the ssftdedentification of active cases
through the newly expanded NAAT testing

Malaria

MALARIA CASES AND DEATH 2021-2025

35 1

—@— Total Cases
Deaths

Count

5 4
g
0] 8 9 sy Q 0
2021 2022 2023 2024 2025
Year

Picture 37: Malaria Cases and death 2022025
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The data regarding malaria in the Pathanamthitta district reflects a staarcélimination
with the region consistently reporting zero indigenous cases and zero deaths over the last
several years.

While the district has eliminated local transmission, it remains vigilant against imported cases,
which are occasionally identified among migriitourerort r a v airiving frot malaria
endemic states. For instance, in 2023, the district reported 20 total malaria cases, all of which
were confirmed as imported. Despite these sporadic arrivals, the lack of secondary local
infections and a consistent record of zerotldealemonstrate the efficiency of the district's
surveillance and eadiyeatment protocols. The health department continues to prioritize
screening in migrant camps and higgk clusters to ensure that these imported cases do not

lead to a resurgence tife disease in the community

Malaria Hotspots

MALARIA CASES 2025

MALARIA CASES 2025 Uahdanam o 7= : : ‘.‘:,. T ~>; 2 f’;}"'ﬁ
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Picture 38: Malaria hotspots
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Microfilariasis

MICRO FILARIASIS CASS 2021-2025

2021 2022 2023 2024 2025

=@ CASES

Picture 39:Micro filariasis cases 20212025

The line graph for Micro Filariasis cases from 2021 to 2025 illustrates a period of significant
volatility in case detection within the district. Starting from a baseline of just 1 case in 2021,
the figures saw an immediate and dramatic surge to 38 ¢a2622, likely reflecting a shift
toward more intensive active surveillance or localized screening camps. While 2023 saw a
minor dip to 30 cases, the trend peaked at its highest point in 2024 with 45 recorded cases,
before finally showing a notable downwlairajectory to 26 cases in 2025. This recent 42%
decline from the peak suggests that ongoing morbidity management and disability prevention
(MMDP) activities may be successfully reducing the detectable parasite burden in the

community.
Leprosy (2021 2025)

Case Detection remains the highest metric across all years, peaking at 12 cases in 2023 and

stabilizing at 8 cases in both 2024 and 2025, suggesting a plateau aftepexioudsurge.

Case Deletion has shown a declining tréndrom 8 in 2021 down to 5 in 2025 which is a
positive sign, indicating fewer cases being removed (possibly due to betterkeepidg or

treatment completion).
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Child Cases have remained at zero throughout all five years, which is an encouraging indicator

of effective prevention among younger populations.

Deformity Grade Il cases are low but concerrdngfter being zero in 2021, they rose slightly

and hit a high of 2 in 2025, suggesting some cases are being detected late.
Other Cases are minimal, with only 1 case in 2024 and none in surrounding years.

Other State Cases show a notable rise from zero ini 2022 to 3 in 2023, then settling at 2
each in 2024 and 2025, indicating a steady inflow of cases from outside the state.

Key Takeaways
Overall case load is low but persistent, with no year reaching zero detection.
The zero child cases record is the most positive highlight.

The uptick in Deformity Gr Il in 2025 warrants attention, as it points to possible delays in early

diagnosis.

Inter-state case migration is a growing factor to monitor.

Leprosy Cases 2021-2025

12 +

10

Case Detected
Case Deleted
Child Cases
Deformity Gr Il
Other Case
Other State Case

Number of Cases
[o)]
Loy
EEEEX

&

2021 2022 2023 2024 2025
Year

Picture 40: Leprosy Cases 202D25
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Transmission Trend 2025

For effective management of public health issues in Pathanamthitta district, it is essential to
track trends in disease transmission patterns. Understanding the modes of trandmission
whether vecteborne, wateborne, zoonotic, or respirat@yhelps identiy highrisk

populations, vulnerable geographic areas, and seasonal hotspots within the district.

GivenP a t h a n a onigheicdntexd, hduding river basins, forest fringe areas, agricultural
practices, and larggcale population movement during the Sabarimala pilgrimage, monitoring
transmission trends is crucial for early detection of outbreaks. It enables timely enpédéion

of targeted interventions such as vector control, water sanitation measures, vaccination drives,

and risk communication.

Analysis of these transmission trends supports efficient allocation of resources, strengthens
preparedness, and allows health authorities to adapt strategies dynamically to prevent and

control disease spread across the district.

COVID CASES (2020-2026)
175817
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Picture 41: Covid Cases 2027026
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Blood-Borne Disease

Disease No. of Cases No. of Deaths

AIDS 436 10
Screened positives .

Hep-B 25071 266 nil
Screened ositives .

Hep- C 19291 P nil

Table 42: Bloodborne Diseases

Zoonotic Disease

Disease No. of Cases No. of Deaths
Rabies 4 4
Leptospirosis 279 9
Avian influenza human cases 0 0
West Nile 1 0
Anthrax 0 0
Nipah 0 0
Scrub Typhus 2 1

Table 43: Zoonotic Diseases
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ASSESSING CORE CAPACITIES
Key Points:

Core Capacities:

Surveillance

SURVEILLANCE & EARLY WARNING

WHO — EWARS NCDC
- Global alert & response National disease control

IDSP One Health Nirnaya
District surveillance Community surveillance Lab network & IPHL

Picture 44: Surveillance & Early Warning

Surveillance and Early Warning System Framework
The diagram illustrates a mutiered and integrated Surveillance and Early Warning system
designed to strengthen public health preparedness and response through coordinated data

sharing and redime monitoring.
At the global and national levels, the system is anchored by two key institutions:

WHO i EWARS (Early Warning, Alert and Response System): Provides ¢gleell alerts
and supports rapid response to emerging public health threats.

NCDC (National Centre for Disease Control): Functions as the national authority for disease

surveillance, coordinating monitoring and control strategies across the country.

At the core of the framework lies the EW4A (Early Warnings for All) Hub, which serves as
the central integration platform. This hub consolidates data from multiple surveillance streams
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and facilitates timely dissemination of alerts, enabling proactive desgisadng and rapid

response.
The EW4A Hub is operationally linked to three critical surveillance components:

IDSP (Integrated Disease Surveillance Programme): Focuses on -fisteicsurveillance,

collecting and analyzing epidemiological data to detect outbreaks early.

One Health Approach: Integrates human, animal, and environmental health surveillance,

recognizing the interconnected nature of zoonotic and emerging diseases.

Nirnaya Platform: Supports laboratory networks and Integrated Public Health Laboratories

(IPHL), ensuring accurate diagnostics and dhi@en confirmation of cases.

Together, this interconnected system enables a seamless flow of information from global to
local levels, enhancing early detection, risk assessment, and coordinated response to public
health emergencies. The framework emphasizes interoperabilitytimeadata sharing, and
multi-sectoral collaboration, forming a robust backbone for pandemic preparedness and health

security

SURVEILLANCE

& EARLY WARNING

EWARS National Centre Hub & Spoke Network
Early Warning Alert for Disease Control Lab Network
and Response System and IPHL

One Health ° °

Early
Warnings

Surveillance ofot A"o

District IDSP

Community Based
Integrated Disease Surveillance

Surveillance Continuous Global Initiative
Systems Monitoring
Integrated network Round-the-clock Early Warnings

for disease monitoring alert readiness for All partnership

Picture 45: Surveillance & Early Warning
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HEOC Integration: Health Emergency Operations Centre.

INTEGRATION OF LOCAL SIGNALS INTO DISTRICT HEOC COMMUNICATION FLOW

WARD LEVEL: SIGNAL DETECTION

DISTRICT HEOC (DHEOC): COORDINATION

® Key Actions:
M ﬁ Identify cluster, log symptoms, DHEOC MANAGER
notify facility IMT Acuvatlon & Leadershlp
1. Initial Report DHEOC MANAGER: EPIDEMIOLOGY:
3. Formal Activation & Data Analysis
o b ) Activation | | | eadership & Trends
. B . Request
HOSPITAL FACILITY: ‘ SUB-DISTRICT/ | v
VERIFICATION > SUB-COUNTY (LIAISON

* IMT Assessment 2. * Filter "Noises : ‘ LOGISTICS: RISK

« Crosscheckdata |V aidated . gen Rapid Deploying COMMUNICATION:
e Deterting Nart 'stattis Signal | Acsessment Team Supphes & PPE Public Messaging

L J ~ * Notify DHEOC J j

?

4. FeedBack Loop: Technical Guidance, Resources, Supplies

Picture 46: HEOC Communication Flow Chart

IDSP Liaison: specific "Reporting Officer" responsible for sending daily data to the Integrated

Disease Surveillance ProgramnieDistrict Surveillance Officer

Mapping of existing plans and committees

DDMC Member /

Designation in

Role in Pandemic

Key Responsibilities

Department DDMC Task Force
Incident Overall leadership,
District Collector Chairperson interdepartmental coordinatid
Commander )
resource allocation
- . Member Surveillance, outbreak
District Medical : ; o
. Secretary |Public Health Lead investigation, case
Officer (Health) o
(Health) management, vaccination
Superintendent of Enforcement of containment
Pori)ce Member |Law & Order Lead | measures, crowd control,
movement regulation
District Panchayat Community MOb'"Zat.'on of LSGs,
Member community engagement,

President

Coordination Lead

awareness

79



Pandemic Management Plan

DDMC Member /

Designation in

Role in Pandemic

Key Responsibilities

Department DDMC Task Force
District Animal One Health / A_nlmal surveillance, zqonptm
, Member ; disease control, coordination
Husbandry Officer Zoonotic Lead ;
with health dept
District Surveillance Member Surveillance & Dat{ IDSP reporting, data analysig
Officer (IDSP) Lead early warning systems
o : Risk
District Education o School safety measures,
. Member | Communication
Officer awareness programmes
(Schools)
L Logistics & Food supply, ration
D'S.mCt Supply Member |Essential Supplies|distribution, essential
Officer "
Lead commodities
District Transport Member Transport & Regulation of transport,
Officer Mobility Lead movement of essential servid
Executive Engineer Member Infrastructure & Quarantine centres, tempora
(PWD) Facility Lead hospitals, facility maintenanc
District Social Vulnerable Support to elderly, disabled,
. : Member . .
Justice Officer Population Suppor{ marginalized groups
. : Risk Public information
Information & Publig oL . L :
: . Member | Communication & | dissemination, media
Relations Officer . A
Media coordination
Fire & Rescue Emergency Disinfection, emergency
. Member ;
Services Response Lead |rescue, support operations
District IT Officer / Digital & Data Dashboard, data systems, G
Member )
NIC Management mapping
NGOs / Civil Societ]  Co-opted Community SUpDo Volunteer mobilization, field
Representatives Members y Supp support, relief activities

Table 44: Mapping of existing plans and committees
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PROFILE OF A DISTRICT SURVEILLANCE OFFICER (DSO)

The DSO is the pivotal figure in the IDSP hierarchy, transforming data into action.

DATA CONSOLIDATION & i SIGNAL & OUTBREAK
1 CENTRALIZED COORDINATION a
= IDSP-IHIP - gm-nus EPIDEMTRIEO“LSSGICAL %iocmg:g
— WARD-LEVEL | ' A
y 5 || S SRS SIGNAL THRESHOLD

+ Recei ' * Monitors Disease Incidence
s'e{cceg(e:zgglly i %{ + Cross-checks Clinical & Lab

* Merges Public & Private Sector Data od B I(dLe;Ir:l(t)irfin;l%?tt;ters&Hi o)
(Septmel reporting, labs) ' \ |V Oae S5 O Patamnitital  gionale (Wartoud g

+ Verifies Data Quaiity & Integrity \b ‘ T ] N ignals (Ward-level)

4 EXTERNAL LIAISON
& FEEDBACK

3 RAPID RESPONSE

& INTERVENTION

e .\ * Updates State Surveilance

* Activates and Deploys the Unit (SSU) via SSO.
Rapid Response Team (RRT). 3\ * Communicates with NCDC

+ Coordinates Field Investigations. T \ " for National Alerts.

* Logs Actions and Resource Requests "¢, HEALTH FEL)  FEEDBACK + Sends Weekly Feedback & Trend
(Deployment of PPE/Supplies).  epipEMILOGIST INSPECTOR RESPONSE Analysis to PHC/CHC MOs.

Picture 47: Profile of DSO

SOP Adaptation: A list of COVID-19 protocols (e.g., dead body management, quarantine
rules) that have been formally adopted and simplified for local language use.

Resource Sharing Agreements:Signed MOUs or documented protocols for sharing
ambulances or equipment with neighbouring LSGs during a surge.

Clinical Triage Plan: A mapped pathway for how a patient moves from "Home Isolation" to
a "Primary Health Centre" to a "District Hospital."
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e ™
Monitor daily H isolati Support network
SpO; < 94% — escalate - ome Isofation ~_ ASHA daily check-in
Fever > 3 days — escalate Patient, caregiver & ASHA worker Telemedicine: 104
Breathlessness — escalate Monitor symptoms - SpO; - temperature Medicines via DISHA
N /
Condition worsens - ASHA referral
C ‘ N
Key PHCs Pri Health Cent PHC PHC decision
Ranni rimary Hea sl ) Mild —= manage at
Kozhencherry -- Pathanamthitta district PHCs __ PHC / CCC
Thiruvalla Clinical assessment - RT-PCR / RAT Moderate/Severe
Adoor - Konni Oxygen support - basic medication - refer to DH
Pandalam N COVID Care Centre coordination ) Sp0: < 92%
Severity criteria met - 108 ambulance
Emergency L. N . Qutcomes
District Hospital, Pathanamthitta
108 - EMS - Recovery
104 — Health __| Nodal centre for district COVID care -~ _ step-down
helpline ICU - HDU - ventilator support to PHC/
Dist. War Specialist team - radiology - lab home care
Room: DM Plasma therapy - Remdesivir Critical —
\ S
Legend " h
Escalation | Recovery & step-down care
- Discharge — PHC follow-up — home
Step-down \ 9 p Y.

Picture 48: Referral Flow Chart

Stage 10 Home Isolationis managed by the patient alongside an ASHA worker who does
dailychecki ns. The key triggers to escalate are
than 3 days, or onset of breathlessness. The DISHA telemedicine helpline (104) supports

patients witlout needing them to travel.

Stage 20 Primary Health Centre (PHC) handles clinical assessment, rapid antigen or RT

PCR testing, and initial oxygen support. Pathanamthitta district has PHCs at Ranni,
Kozhencherry, Thiruvalla, Adoor, Konni, and Pandalam, among others. Mild cases may be
managed at a FLTC attachedtothe®PH | f Sp O falls below 92%
moderate to severe, a referral is triggered.

Stage 30 District Hospital, Pathanamthitta is the district's nodal pandemic facility,

equipped with ICU, HDU, ventilators, and specialist care. Emergency transport is via the 108
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EMS ambulance. The District Medical Officer (DMO) War Room coordinates bed availability

across the district.

Once stable, patients are stepped d@wrback to PHC followup and then home carfe

completing the circuit shown by the dashed return arrow.

Oxygen & Life Support Log: A verified list of local oxygen cylinder suppliers, refilling
stations, and the number of oxygaupported beds available within 10km

@ Oxygen grid — Pathanamthitta district

Medical oxygen infrastructure - facility-wise inventory status Public facilities

EQUIPMENT MAJOR HOSPITALS and MCH PHC / FHC / CHC
Total Functional Total Functional
1 Oxygen concentrators 194 186 active 247 553 active
Portable Oz generation units 96% operational
2 Oxygen cylinders 796 786 active 822 857 active
Compressed gas cylinders 99% operational
3 PSAplants 6 4 active 7 4 active
Pressure swing adsorption 67% operational 57% operational
a4 Liquid oxygen tanks a4 4 active i -
Medical LOX storage 100% operational : Al
Total cylinders Concentrators PSA plants LOX tanks
1,618 441 13 4
all facilities combined units 8 functional major hospitals

omillloees BN Bl B

Picture 49: Oxygen Grid PTA Dist

Hospital @ O:Plant €2 Capacity (Limin} @ LMO Tank (2] Storage (MT}) (@] @ e
Pushpagiri MCH @ Yes 660 @ Yes 4646 3 8
Parumala St. Gregorios . Mo — . MNo — A5 —
Mountzion MCH @ Yes 170 @ Mo 662.9 — 3
Believer's Church MCH @ Yes 600 @ Yes 25 — 1
TMM Thiruvalla . Mo — . Yes — 30 1
MGM Pathanamthitta . No — . Mo 1.43 — [
Muthoot KZY (MGN) @ No — @ Yes — 2 8
Holy Cross Adoor @ No — @ No - 5 2
Lifeline Hospital Adoor . Yes B0 . Yes — — —

Picture 50: Oxygen Grid PTA
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Laboratory Logistics: A schedule for sample collection and transport, including the contact

details of the nearest designated testing lab and courier.

STRATEGIC DIAGNOSTIC & SUPPLY CHAIN FRAMEWORK: PATHANAMTHITTA

[

( &, | DISTRICT LABORATORY OFFICER

INTEGRATED LABORATORY NETWORK  /Z@°B\ NODAL CENTER
£ e ) INTEGRATED PUBLIC HEALTH LAB (IPHL)
% HIGH-THROUGHPUT, COMPLEX DIAGNOSTICS
# Zﬁ) SECONDARY HUB LABS (1) }
NIRN AYA HUB & REGIONAL CENTERS, INTERMEDIATE DIAGNOSTICS
SPOKE NETWORK —_ )|
J.__,®_.@ PRIMARY HUB LABS (8) }
/ SUPPORTING MULTIPLE LOCAL CLINICS J
! T 1 7 1
SAMPLE COLLECTION SPOKE LABS (63)
> & LOGISTICS FLOW COMMUNITY COLLECTION & BASIC TESTING

Picture 51: Laboratory Logistics

EXTENDED PARTNERSHIPS
& INTEGRATION

l
~‘ o

PRIVATE AYUSH
LABORATORIES FACILITIES

-0 ©

KERALAWATER  ANIMAL
AUTHORITY  HUSBANDRY

SEAMLESS SERVICE ACCESS

‘ gg_‘ ¢

Item Govt Private
General labs 61 95
Microbiology labs 02 40
RT-PCR labs 01 1

USG units 04 11
CT/MRI units 03 12

Table 45: Diagnostic Facilities
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Supply Chain Buffer: A 30-day "Minimum Stock Level" (MSL) defined for essential

medicines, masks, and sanitizers.

Refined Digital Monitoring Loop (Real-Time Feedback)

Facility Daily
Stock Reporting Return-data-stream
, Data entry of on-hand inventory ),  Logistics update, new
Meds, 02, Kits) and bed occupancy. stock received, loop
/ ( s i @ re-evaluates.
Taluk Dashboard

Consolidation

Automated regional aggregation
from all local facilities.

Automated Threshold Alerts y
- Y . ’ @ Medicines Stock-out Alert / ’ Immed!ate Supply
@) Activation

@ Oxygen Threshold Alert
Automated logic to trigger

District Command : e
- Lab Kit Alert ogic, dispatch emergency
Centre Dashboard = el supplies, and deploy staff.
Automated regional aggregation ? ‘ ICU Occupancy Alert
from all local facilities. @ el
Real-time, integrated district-wide
overview with predictive analytics. Automated Threshold Alerts

Picture 52: Digital Monitoring System

Medicine Procurement & Surge Escalation Flow

Routine Demand Generation (Facility Level)

Taluk Consolidati[m

District Warehouse (Stock Verification)
| A 4

Adequate Stock — Timely Dispatch

'~ stock Deficit
KMSCL Emergency Indent
Inter-district Redistribution

State Buffer Release

GeM / Empanelled Vendor Local Purchase

Procurement

Picture 53: Supply Chain & Logistics
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Overall District Supply Chain Flow

“Teerd}-' / Emergency Dispatch ‘

TALUK LEVEL
Taluk Hospitals / Major Tertiary Centres
(14-days buffer) ‘

Biweekly i Demand-based Supply

BLOCK /PERIPHERAL LEVEL i
CHCs /PHCs / FHCs / Private Empanelled Hospitals
(7-10 day buffer)

FIELD LEVEL
Sub-centres / Mobile Units / Home Care Kits

Picture 54: District Supply Chain Flow
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Volunteers" categorized by skill (e.g., nursing, food preparation, data entry, driving)

Build & Organise Critical Capacities

A. CRITICAL CAPACITIES

1. Surveillance & Data Systems

Strengthen IDSP + Eveifidased Surveillance (EBS) across:

PHCs, CHCs, Taluk hospitals

Private hospitals & clinics

Diagnostic laboratories

LSGDs (Panchayats/Municipalities)

Ensure daily/weekly reporting compliance

Conduct regular IDSP review meetings (weekly at district, monthly at block)
Monitor reporting pathways (routing)

Maintain line list of norreporting units (public + private + labs + LSGDs)

from
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Track | ab turnaround time (TAT)
Integrate digital reporting platforms-{esalth, portals, WhatsApp alerts)
Key Indicators:

% reporting units submitting timely reports

Number of norreporting units

Average lab TAT (<2448 hrs target)

2. Early Warning & Field Response

Define simple wardevel indicators:

ILI/SARI clusters

Unusual fever spikes

Mortality alerts (allcause & diseasgpecific)

Develop and disseminate Standard Operating Procedures (SOPSs):
Case definition

Alert thresholds

Field verification within 24 hrs

Response triggers

Activate Rapid Response Teams (RRTSs) at district/block level
Ensure field investigation kits and logistics readiness

Key Indicators:

Time from alert to field verification

Number of clusters detected early

Response time (<24 hrs)

3. Community-Based Surveillance

Engage:

ASHA workers

Anganwadi workers

JPHNSs/JHIs

Kudumbashree network

Establish community alert mechanisms (fever reporting, deaths, unusual iliness)

Pandemic Management Plan
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Promote househollével reporting awareness

Integrate One Health surveillance (human + animal + environment)

Key Indicators:

% wards with active community surveillance

Number of alerts from community sources

4. Immunization & Logistics

Ensure high vaccination coverage (routine + emergency campaigns)

Maintain cold chain integrity:

ILRs, deep freezers, vaccine carriers
Temperature monitoring (digital loggers)
Preposition:

Vaccines

PPE kits

Essential drugs

Develop surge vaccination plans
Key Indicators:

Vaccination coverage (%)
Cold chain failure incidents

Stockout frequency

5. Laboratory Systems

Strengthen distrielevel lab capacity
Network with medical college/private labs
Ensure:

Adequate reagents & consumables
Skilled lab personnel

Implement sample transport system (fautgtspoke model)

Pandemic Management Plan
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Key Indicators:

Lab TAT
Testing capacity per day

% samples processed within timeline

6. Risk Communication & Community Engagement (RCCE)

Developdistrict RCCE strategy
RegularlEC/BCC campaigns
Respiratory hygiene

Vaccine awareness
Myth-busting

Engage:

RRT members
Kudumbashree units

Local leaders & NGOs
Conductcommunity meetings
NHGs (Neighbourhood Groups)
WHSNCs

JAS/MAS committees

Key Indicators:

Number of IEC activities conducted
Community participation levels

Reduction in misinformation incidents

Pandemic Management Plan

B. VULNERABLE GROUPS & GEOGRAPHIC PRIORITIZATION

1. High-Density Settlements

Urban wards, congested colonies
High transmission risk due to crowding

Action: Intensified surveillance, targeted IEC, mobile clinics
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2. Migrant Clusters

Migrant labour camps, construction sites
Language and access barriers

Action:

Dedicated health screening

Multilingual IEC

Employer engagement

3. Major Workplaces

Plantations, industries, large establishments
Risk of cluster outbreaks

Action:

Workplace surveillance systems

Periodic health cheelgps

Isolation protocols

4. Institutions

Schools, hostels, prisons, old age homes
Closed settings Y rapid
Action:

Routine screening

Outbreak SOPs

Isolation facilities

5. High-Risk Panchayats

History of outbreaks (e.g., leptospirosis, dengue)
Flood/landslideprone areas

Forest fringe areas (One Health risks)

Pandemic Management Plan
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Action:

Micro-level preparedness plans
Prepositioned resources

Priority surveillance

Governance & Structure

Key Points:

Defining Roles:

From District Collector to waréevel volunteer

Use existing disaster management and LSG structures

District Level:

Public Health Emergency & Pandemic Task Force under DDMA

Integrates health, revenue, LSG, police, animal husbandry, ICDS, education, transport
Incident management: trigger points, activation, reporting lines, decision authority
Panchayat Level:

Formalize health vigilance committees (Arogya Jagratha Samithis)

Micro-define responsibilities: home isolation, surveillance, IEC, quarantine, essential services
Visual:

Hierarchical flowchart showing governance from district to ward level

Responsibility matrix for panchayat committees.

Planning Principles & Legal Considerations

Key Principles

Pandemic preparedness planning in Pathanamthitta district is guided by the following core

principles:

6 Equity & Inclusiveness: Ensuring fair access to healthcare services for all populations,
especially vulnerable groups such as the elderly, tribal communities, migrant workers,

and economically disadvantaged sections.

6 Gender Sensitivity & Human Rights: Upholding dignity, privacy, and rights of

individuals while implementing public health measures.
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6 Coherence & Coordination: Promoting alignment and collaboration among
departments including Health, LSGDs, Disaster Management Authority, Animal
Husbandry, and other stakeholders.

6 Priority Setting & Resource Allocation: Balancing public health needs with available
resources to ensure equitable access teséifeng interventions such as oxygen, ICU

care, vaccines, and essential medicines.

Planning Principles Legal & Policy Framework
® o’ Equity & Inclusiveness
“ d Ensuring fair access for all populations Legislative Frameworks
Epidemic Diseases Act
. Disaster Management Act s
Gender Sensitivity & Human Rights / Kerala Public Health Act “\\%
m‘ ¢
Upholding dignity, privacy, and —— -
) ¢ p '9 gnity, p! Y, O — ™ J
— human rights / i'i
@_‘ Pandemic A1 s
a Coherence & Coordination ga;a Shar:'g Preparedness Defined Roles &
ﬁ Promoting inter-departmental éseafc et Responsibllies
te o P o Ethical data policies | W pathanamthitta o Collector,
collaboration ° Couaboran?/e ) o Health Dept., DMA,
research & innovation ol -
/l\ Priority Setting & Resource Allocation \__/ ° Techr(\sicalAdvisory
\ roups
'(f +/>' Balanced, equitable resource allocation \ lj‘g‘\
N\ AL L)
i N W /‘/
P 4
" International Standards ~
Compliance
International Health
Regulations
(IHR 2005)

Picture 55: Planning Principals & Legal Considerations
Plan Development & Approach

Development Methods:

Planning committee terms of reference
Multisector/multilevel consultations

Analysis of existing systems

Approach:

Needsbased, scalable, integrated, regularly updated

Indicators and milestones for preparedness
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Operational Stages:

Planning assumptions, funding, national/subnational considerations
Visual:

Flow diagram of plan development steps

Timeline or Gantt chart for operational stages.

State Systems & Emergency Coordination

Emergency Coordination:

Integration with other emergency plans

Roles at all levels

Commandand-control structures

Multi-agency coordination

Emergency funding triggers and mechanisms
Exercises & HR Surge:

Plans for crossector exercises

Methods to address skills shortages

Use of emergency medical teams

Visual:

Organizational chart for emergency coordination

Table for HR surge strategies.

Surveillance & Laboratory Systems

Collaborative Surveillance:

One Health mechanisms, verification, alert teams

Data synthesis for action

Laboratory Access:

Networks, specimen transport, biosafety, data integration

Multi -source Data:

Hospital capacity, supply chain, infodemmonitoring, disaster risk data
Visual:

Process flow for surveillance and lab systems

Data integration diagram.
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Community Protection & Communication

Protection Mechanisms:

Infection prevention, vaccination, PPE, social welfare, essential services

Communication:

Two-way mechanisms, community engagement, media outreach, language adaptation
Misinformation:

Monitoring, resilience, scientific literacy

Travel & Trade:

Risk communication for travellers, screening, quarantine, and essential travel management
Visual:

Infographic for community protection strategies

Communication flowchart.

Clinical Care & Essential Services

Clinical Care:

Scaling facilities, diagnostics, case management, telemedicine, safe burials, waste
management

Essential Services:

Maintenance, workforce supplementation, monitoring, recovery

Protection:

Infection control, WASH, health worker safety, sectoral roles

Visual:

Table for clinical care pathways

Diagram for essential services maintenance.

Access to Countermeasures

Supplies & Stockpiles:

Essential supplies lists, rapid scaling, national/international stockpiles

Regulatory & Supply Chains:

Regulatory frameworks, liability, upstream/downstream supply chait&) Rnvironment
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Visual:
Supply chain flowchart
Checklist for countermeasure access.

Plan Activation & Operational Triggers

Activation:

Decisionmaking bodies, stakeholder roles, communication protocols

Operational Stages:

Prevent & prepare, respond (contain, control, mitigate), recover (scale down, sustain)
Visual:

Decision tree for plan activation

Timeline for operational stages.

Health System Surge

Gap analysis for beds, oxygen, critical care, paediatric/obstetric care, and referral

transport;pre-pl an fAexpansion bedso using existing

Specialized Care Audit: Identify the specific number of functional neonatal ventilators,
pediatric ICU beds, and labor rooms that can be isolated for infectious obstetric cases.
Oxygen Autonomy Calculation: Calculate the total "li¥pes-minute™” (LPM) capacity of local
plants/concentrators versus a péakd projection (e.g., if 5% of active cases need oxygen).
Secondary Infrastructure Mapping: Create a floor plan for "Expansion Beds" iheadth
facilities (hostels, auditoriums), ensuring they have separate entry/exit points for ambulances.
Referral Transport Matrix: Categorize available vehicles into "Type A" (Basic) and "Type B"
(Advanced Life Support/Oxygen), with pnegotiated fuetredit lines at local petrol pumps.
Staff-to-Bed Ratio Analysis: Determine the "Surge Staffing"ddmw many extra nurses and

respiratory therapists are needed to manage the expansion beds identified above.

Standardize triage, Cohorting, and IPC practices across levels using concise checklists

and onsite mentoring

This ensures that the care provided is safe, standardized, and doesn't lead t§pGaubar"
events within hospitals.
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Physical Cohorting Zones: Clearly demarcate healthcare facilities into "Green™ (Non
COVID/Clean), "Yellow" (Suspected/Triage), and "Red" (Confirmed Infectious) zones.

Triage "Doorto-Bed" Protocols: A concise-point checklist for the "Entry Gate" staff to sort

patients by respiratory rate and oxygen saturation ($SpO_2$) within 3 minutes of arrival.

On-Site Mentoring Roster: A schedule for "Shadow Training," where specialists from the
District Hospital visit LSG clinics to provide hands training for ventilator use and PPE

donning.

IPC Compliance Checklists: A daily "Safety Walk" tool for supervisors to verify-hggene

stations, waste segregation, and environmental surface cleaning.

Healthcare Worker Prophylaxis: A formal system to monitor the health, vaccination status, and

mental wellbeing of the medical staff to prevent "burnauduced" IPC lapses.

Supplies And Logistics

Preposition essential PPE, diagnostics, and medicines based on realistic consumption norms;
include local production options where feasible (e.g., masks, sanitizers).

Consolidated Consumption Norms: Establish a -Paient, PeDay" consumption rate for
PPE, oxygen, and antibiotics to prevent estercking or undestocking.

Local MSME/SeliHelp Group (SHG) Registry: Puaertify local tailoring units (like
Kudumbashree) and chemical units to produce standardized masks anejhad¢Ohand
sanitizer.

Diagnostics "ColeChain" Audit: Verify the storage capacity (refrigerators/freezers) for
diagnostic kits at the LSG level to ensure reagents remain viable.

Kit-Based Distribution: Create ppacked "HomeCare Kits" (basic meds, masks, instructions)
that can be dispatched immediately to households with positive cases.

Emergency Procurement By laws: Formalize the legal framework that allows the local body to
purchase supplies from local vendors during a "State of Emergency" without traditiatet 30

tenders.

Map and formalize supply chains with contingency routes, framework agreements, and a

simple inventory tracking format.

Contingency Routing Maps: Identify "Plan B" transport routes for medical supplies in case
primary roads are blocked by lockdowns, floods, or protests.
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Framework Agreements (Rate Contracts): Signfpeerl price agreements with vendors for
the next 1224 months to prevent "Price Gouging" during the height of a pandemic.
Simplified Digital Ledger: Implement a "Offeage" inventory tracker (mobifeendly) where
local staff can log incoming and outgoing stock with a single click.

Buffer Stock Trigger Points: Set "Rerder Levels" (e.g., when stock hits 25% of capacity)
that automatically alert the District Health Emergency Operations Centre.

LastMile Volunteer Network: ldentify a "Bicycle/TwdVheeler Brigade" capable of
delivering lifesaving medicines to remote or higknsity areas where ambulances cannot

enter.

PREPAREDNESS AND RESPONSE PROTOCOL AT DISTRICT LEVEL
This section describes the operational framework for the DISTRICT once a pandemic is
declared. It explains how the DISTRICT and health system will move from routine data

collection to active response, using a One Health approach.

Constitution of One Health Committee
The district shall constitute a One Health Committee comprising the DISTRICT collector,
Medical Officers (Modern Medicine, AYUSH, and Veterinary), the Health Inspector, and the

Veterinary Surgeon.

Objective: The One Health Committee coordinates human, animal, and environmental health

to prevent and control pandemics.

Sl

NoO Designation Department Role
1 District collector DISTRICT Chairperson
2 District MedicalOfficer (Health) | Health Dept Member Secretary
3 Dis_trict Animal - Husbandry Animal Husbandry Member

Officer
4 Deputy Director, Panchayats | LSGD Member
5 District Agriculture Officer Agriculture Departmen Member
6 District Fisheries Officer Fisheries Department | Member
7 District Forest Officer Forest Department Member
8 District Food Safety Officer Food safety Departmel Member
9 District Surveillance Officer Health Department Member

District NKKP2 Nodal Officer
(Convener)

11 Civil society Representative

12 Line Department representatiol

[ERN
o

Health Department Member

Table 46: Constitution of One Health Commite
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Key Responsibilities:

Review disease surveillance data (human + animal)

Conduct warewvise risk assessment and vulnerability mapping
Approve quarantine/isolation centre locations

Coordinate with district for resources (PPE, oxygen, ambulances)

Periodically review health system surge capacity, including beds, oxygen, human resources,

and ambulances.

Approve and monitor risk communication and community engagement strategies, including

rumour management.

Ensure protection and service continuity for vulnerable groups (elderly, persons with

disabilities, dialysis patients, coastal populations).
Conduct quarterly mock drills
Monitor equity measures for vulnerable groups

Meeting Schedule:
Quarterly (normal times) | Weekly (outbreak alert) | Daily (pandemic phase)

Pandemic Response Workforce

To ensure a coordinated and timely response during a pandemic, a dedicated Pandemic
Response Workforce shall be constituted at the LSG level. The workforce will function under
the overall supervision of the One Health Committee and in close coordinatiotne/health
authorities. Teanbased deployment will enable efficient surveillance, case management,
guarantine and isolation management, logistics support, and risk communication. Each team
shall have a clearly designated team leader, defined rolegnadéntified pool of personnel

to allow rapid activation, rotation of duties, and continuity of services during prolonged

emergencies.

98



Total Response Workforce Available: persons

Pandemic Management Plan

Team Name

Composition

Key Responsibilities

Team Leader

Surveillance and
Contact Tracing
Team

HI, JHI, JPHN, ASHAs and
Volunteers

Case detection,
contact listing, home
visits, reporting

HI

Case Management | Doctors, Nurses, MLSP, Patient care & DOCTOR
Team Palliative Nurses referral

Quarantine & DISTRICT staff, Volunteers | Facility management JHI

Isolation Team

Psychosocial Counsellors, Trained health | Mental health Counsellor
support care workers support

Logistics & supply DISTRICT staff, Storekeepers| Supplies & transport| Ward Member
chain Team Drivers 3 [PPE, medicines,

oxygen, transport,
waste management]

Communication
Team

Ward members,
Kudumbashree, Youth clubs,
AWW workers and otheself
helpgroups

IEC, community
meetings, countering
misinformation

M.O in charge

Transportation KSRTC, educational Logistics & mobility | Health
institutional buses support inspector
Media Surveillance | Medical Officers at the Media monitoring & | Medical
Institution level along with the | earlyalerts,Risk officer
team communication DMO
District Medical Officer at the | support
District
Intersectoral District Medical Officer at the | Coordinated DMO/DSO/
coordination and District and Medical officer at | planning & decision | Medical
convergence the LSG level making,Resource & | Officer
information
convergence
Collaborative District Surveillance officer Integrated data DSO/Medical
surveillance and PIED cell at the District | collection &sharing, | Officer

HQ and Medical officer at the
LSG

Early detection &
risk analysisRapid
response linkage

Table 47: Total Available Work Force
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All teams shall be activated immediately upon outbreak alert or pandemic declaration and shall
report daily to the LSG Incident Commander/Medical Officer, with consolidated reporting to
the Block PHC. Duty rosters and alternate personnel shall be matht&nesnsure
uninterrupted services during staff shortages or prolonged response periods. Team composition
and numbers may be revised based on the magnitude of the outbreak and availability of human

resources.
Define governance, roles and structure

District level:

0 Notify/strengthen a District Public Health Emergency & Pandemic Task Force under
DDMA, integrating health, revenue, LSG, police, animal husbandry, ICDS, education
and transport.

O«

Define incident management: trigger points, activation of HEOC/control room,

reporting lines, decisiemaking authority, and linkages to state IRT/HEOC.

O«

Panchayat/ULB level:

O«

Re activate or formalise Arogya Jagratha Samithis/health vigilance committees as the
local pandemic committee, chaired by the LSG president, with the MO PHC as
convenor.

0 Micro define responsibilities: home isolation support, community surveillance, IEC,

guarantine support, and essential services continuity.

Activities and Measures before and during Pandemic

PHASE 1- ALERT / PREPARATION

For a District Pandemic Preparedness Plan, Phase 1 (Alert/Preparation) is the most critical
window for establishing "eyes and ears" on the ground. The goal is to catch unusual patterns
before they become outbreaks

The primary objective during this phase is to transition from "business as usual” to a state of
Active Readiness Actions are triggered by the surveillance data signals identified in the

previous section.

1. Command and Control

0 Activation of the District Task Force (DTF): Convene the chaired body (usually the

District Magistrate/Collector) to oversee intkpartmental coordination.
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0 Establishment of the Control Room: Launch a 24/7 dedicated pandemic dashboard to
monitor the surveillance data sources in-teak.
0 Standard Operating Procedures (SOPs): Distribute updated clinical management and

testing protocols to all public and private health facilities.

2. Rapid Response & Investigation

0 Deployment of RRTs (Rapid Response Teams): Upon detection of a "cluster” via IDSP
or SARI data, RRTs (comprising an epidemiologist, clinician, and microbiologist) must
be deployed within 24 hours for field investigation.

Contact Tracing Infrastructure: Train a reserve pool of volunteers (teachers, civil

O«

defenceetc.) to perform manual and digital contact tracing the moment a "Patient Zero"

is identified.
3. Healthcare Capacity Scaling

0 Inventory Audit: Conduct a physical "stotkke" of Essential Medicines, Personal
Protective Equipment (PPE), and Oxygen cylinders based orday3projected burn
rate.

0 Identification of "DCHCs" (Dedicated Community Health Centers): Earmark specific
hospitals that can be converted into pandeoniy wards to prevent crossfection in
general hospitals.

0 Buffer Stocking: Procurement of viral transport media (VTM) and diagnostic kits to

ensure no lag in testing as Phase 1 transitions to Phase 2.

4. Public Communication & "Infodemic" Management

0 Risk Communication: Launch a distreti d e awar eness campaighn
and Don'ts" (e.g., hand hygiene, respiratory etiquette) to reduce baseline transmission.

0 Media Cell Activation: Appoint a single official spokesperson to provide daily
briefings, preventing the spread of rumors and panic which can compromise data

collection.
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Surveillance and ReportingEnhanced syndromic surveillance:

1.Data sources for surveillance:

1.Clinical and FacilityBased Surveillance

This is the primary layer of data, relying on established healthcare infrastructure to report

symptoms and diagnoses.

0 Integrated Disease Surveillance Programme (IDSP): The backbone of district reporting.
It tracks "S" (Suspected/Syndromic), "P" (Presumptive/Clinical), and "L" (Laboratory
confirmed) cases.

ILI & SARI Monitoring: Dedicated tracking of Influenzake Iliness (ILI) and Severe

O«

Acute Respiratory Infection (SARI) in outpatient and inpatient departments. An uptick
in these is often the first "red flag" of a respiratory pandemic.

0 Private Practitioner Networks: Engaging private clinics and nursing homes to report
unusual clusters of illness, ensuring data isn't missed from patients who avoid

government facilities.

2.Community-Based & Syndromic Surveillance
During the preparation phase, data must come from the community level to detect silent spread.

0 Frontline Health Workers (ASHA/ANM): Regular hous®ehouse reporting of unusual

clusters of fever, cough, or sudden deaths in the community.

O«

School & Workplace Absenteeism: Monitoring sudden drops in attendance at large
institutions can serve as an early warning signal for localized transmission.
0 Pharmacy Sales Tracking: Monitoring spikes in the -dkeicounter sale of

antipyretics (fever reducers), cough syrups, and masks.

3. Laboratory and Environmental Surveillance
This provides the scientific "proof" of what is circulating in the environment.

0 Sentinel Laboratory Sites: Designated labs that perform routine genomic sequencing

and pathogen identification on a sample of all respiratory cases.
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Wastewater/Sewage Surveillance: Testing urban sewage for viral shedding. This can
detect the presence of a pathogen in a population up to two weeks before clinical cases
appear.

Zoonotic Monitoring: Coordination with the Veterinary Department to monitor unusual
"die-offs" or illnesses in poultry, livestock, or local wildlife (the "One Health"

approach).

Event-based triggers (to be monitored and reported):

In the context of a District Pandemic Preparedness Plan,-Basetd Surveillance (EBS) acts

as the "smoke detector" for public health. While traditional surveillance looks for specific

diseases, eveditased triggers look for unusual patterns or occureetinag suggest a new threat

IS emerging.

1.Human Health Triggers

O«

O«

Unexplained Clusters: Any group of 3 or more people (in a household, workplace, or
school) presenting with similar, severe respiratory symptoms withidagy period.
Healthcare Worker lllness: An unusual number of doctors, nurses, or hospital staff
falling ill with the same symptoms, suggesting high transmissibility.

Sudden Deaths: Any unexplained or "broughtlead" cases at hospitals involving
previously healthy individuals with a history of fever or respiratory distress.

Pharmacy Anomalies: A sudden, localized stook of masks, sanitizers, or basic

antivirals/antibiotics.

2. Animal & Environmental Triggers (One Health)

O«

Mass Animal Dieoffs: High mortality rates in poultry (suggestive of Avian Flu), wild
birds, or local livestock.

Atypical Animal Behaviour Reports from forest officials or farmers regarding
disoriented or unusually aggresshwehaviourin local wildlife.

Domestic Pet lliness: Clusters of respiratory iliness in household pets that coincide with

human iliness in the sanmeighbourhood
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3. Media & Digital Triggers

1. Social Media "Surges": A spike in localized keywords on platforms like X
(Twitter), Facebook, or WhatsApp groups regarding a "new fever" or "mysterious
cough™ in a specific block or village.

2. Local News Reports: Media coverage of a "strange disease" affecting a specific

community before it has been officially reported to the health department.

Step Action Responsibility

Capture Reporting the event via a 24/7 Hotline or mob| Community, Teache]

app. Police, Media

Filter Triaging the report to see if it meets the "unusu District Epidemiologist
criteria.

Verify On-ground investigation to confirm if the event |Rapid Response Te;
a public health risk. (RRT)

Table 48: Media & Digital Triggers

. Zoonotic and animal health surveillance

In a pandemic preparedness plan, Zoonotic and Animal Health Surveillance represents the
"upstream'defencdine. Since over 75% of emerging infectious diseases in humans originate
in animals, monitoring the health of livestock, pets, and wildlife ismegotiable for early

warning.

This component focuses on the interface between humans, animals, and the environment. The
objective is to detect pathogens in animal populateferethey spill over into the human

population.
1. Domestic Livestock and Poultry Monitoring

Districts with high densities of poultry farms or cattle sheds arerisgglzones for zoonotic

transmission (e.g., Avian Influenza, Brucellosis).
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0 Routine Farm Audits: Periodic health checks by the District Veterinary Office at
commercial poultry and piggery units.
0 Mandi/Market Surveillance: Monitoring live bird markets and livestock "melas” for

signs of respiratory distress or sudden clusters of animal illness.

O«

Abattoir (Slaughterhouse) Testing: Random sampling of blood and tissue from

slaughtered animals to check for circulating pathogens.

2. Wildlife and Peri-domestic Surveillance

Pathogens often circulate in "reservoir" species like bats, rodents, or migratory birds before

reaching humans or domestic animals.

0 Migratory Bird Tracking: Monitoring local water bodies and wetlands during

migration seasons for unusual bird-oiés.

O«

Mortality Reporting: A mandatory reporting system for forest guards and community
members to report "dead-the-wild" animals (monkeys, bats, etc.).
0 Vector Surveillance:Monitoring changes in the population and infection rates of ticks,

mosquitoes, and fleas that can carry diseases from animals to humans.

3. Integrated Data Sharing (The "One Health" Link)
Data is only useful if it crosses departmental silos.

4.Inter-Departmental Briefings: Monthly meetings between the Chief Medical Officer

(CMO) and the Chief Veterinary Officer (CVO) to compare "syndromic" trends.

5.Joint Outbreak Investigation: If an animal cluster is identified, a joint team from both

health and veterinary departments must conduct the field visit to assess human risk.

Animal , . .
Group Trigger Event Action Required
Poultr Sudden drop in egg production or  Immediate culling/sampling anc
y >5% mortality in 48 hours. human PPE protocol.
. Clusters of abortions or neurological [Testing for Brucellosis or
Cattle/Pigs . "
symptoms (staggering). Japanese Encephalitis.
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Animal , . :
Group Trigger Event Action Required
_—_ Discovery of 2+ dead wild birds or  \Viral transport and necropsy by
\Wildlife ; . o
primates in the same area. specialized labs.
Pets Unexplained respiratory distress in aNotification to the District
cluster of household dogs/cats. Surveillance Unit.

Table 49: Integrated Data SharingOne Health

Logistics and Stock Preparedness

Identify and empanel local vendors and define emergency procurement mechanisms in

accordance with existing DISTRICT and Health Department norms.

Prepare and maintain an essential logistics checklist covering medical supplies, consumables,
and support equipment.

Preidentify secure storage locations for emergency stocks and ensure maintenance of stock
registers with regular updating.

Finalise emergency transport arrangements, including availability of vehicles and identified
drivers for rapid deployment during alerts.

Designate a Nodal Officer for Logistics to enable prompt decisiaking, coordination, and

communication during emergencies.

Conduct rapid stock verification and ensure availability of minimum buffer stock, including:

PPE Kits 1652 Numbers
Pulse oximeters 1276 Numbers
Hand sanitizers Adequate litres
Masks, gloves, disinfectants Adequate quantity

Identify critical logistics gaps and immediately communicate requirements to the Block and
District authorities to ensure timely replenishment and support. Monitor expiry dates and stock

rotation.
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Identification of Quarantine and Isolation Facilities

Identify and list suitable buildings for quarantine and isolation (schools, hostels, community

halls, etc.).

Categorise cases as per the severity and allocate to appropriate facilities (for instance, severe
cases to classrooms, mild cases to an assembly hall in case of a school).

Facility readiness checklist needed (beds, toilets, ventilation, etc.

Find an alternate site if the primary sites are not available or not in use.
Identify facility managers and support staff

Prepare basic SOPs for:

Admission and discharge

Food, water, and sanitation

Infection prevention and waste disposal

Ensure availability of basic amenities: water, sanitation, electricity, ventilation, and waste

disposal. Prepare a rapid activation plan for these facilities if case numbers increase.

Risk Communication and Community Preparedness

Disseminateearly warning messages on symptoms, preventive measures, and reporting
mechanisms. Display IEC materials both in English and the local language in public places and

ensure wardevel awareness.
Sensitize elected representatives and community leaders on preparedness measures.

Establish a rumour tracking and misinformation response mechanism to identify, verify, and

promptly counter false or misleading information.

Engage trusted local persons (ward members, ASHA workers, religious leaders, teachers,
community volunteers) to communicate official public health messages and reinforce correct

practices.

Develop and deploy targeted IEC materials for:
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Schools and educational institutions
Markets and commercial areas

Work sites and labour settings

Conduct community sensitisation meetings at the ward level to promote preventive behaviours,

address concerns, and strengthen community participation in preparedness and response.

Protection of Vulnerable Groups
Vulnerable populations require priority protection through targetedlistieg, service

continuity, and delivery mechanisms.

Prepare and regularly updaitee-lists of vulnerable populations, including:
Elderly persons living alone

Persons with disabilities

Pregnant women

Migrant workers

Dialysis patients

Facilities identified & mapped. Even district may assign one dedicated hospital for MHD in

case of Pandemic. Handholding with Private hospital shall be another response
Clinical Dependency Mapping

Develop waredwise dependency and vulnerability maps to identify households requiring
regular support during emergencies. Ensure continuity of essential health services for

vulnerable groups, including

Dialysis services (facility mapping, transport arrangements, and scheduling)

Continuity of treatment for TB, HIV, and other chronic conditions requiring uninterrupted

medication

Mental health and psychosocial support services
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Establishdelivery mechanismdfor food, essential commodities, and medicines to vulnerable
households through coordinated action involving ASHAs, JPHNs, Kudumbashree, volunteers,

and local administration.
PHASE 2- ACTIVE RESPONSE
1. Case ldentification and Contact Tracing

Case detection and contact tracing activities will be carried out in coordination with the Health
authorities, in accordance with diseagpecific SOPs and IDSP guidelines.

Field Staff Involved

Health Inspector (HI)

Junior Health Inspector (JHI)
Junior Public Health Nurse (JPHN)
ASHAs and ASHA Supervisors

Wardlevel volunteers and Kudumbashree members (as required)

1. Screening Checkpoints

Screening checkpoints at higtaffic locations (transport hubs, markets, religious gatherings)
for early detection of symptomatic travellers and crowd screening during outbreaks. Potential
locations include bus stands, market entry points, and boasjditised on local context and

risk assessment.

Screening activities will be carried out by trained personnel such as ASHAs, ward members,
and volunteers, with support from Health Department staff. Necessary equipment, including

noncontact thermometers and appropriate PPE, shall be ensured priovdabaarct
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Location Type (Bus Staff Deployed Screening Reporting

stand/Jetty/Mar  (ASHAs/Volunt

ket/Railway) eers)

Bus stand Transport hub One JHI

One ASHA

One
Mentors

Market Market One JHI

entry One ASHA

Male

volunteers

Table 50: Screening Check Points

Method authority
1.Swab Surveillance Noda
Collection. Officer in control

2. Blood smears room
collection (RDT)

3. Thermal

Scanners

1.Swab Surveillance
Collection. Nodal Officer in

2. Blood smears control room
collection (RDT)

3.Thermal

Scanners
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STEP

Temperature check
Non-contact
thermometer

Visual symptom check

Cough - Fever -
Breathlessness

Travel history

Last 14 days

Quick risk assessment

Action taken

Standard Screening Protocol

DETAILS

Screen every individual at entry point using a non-

contact / infrared thermometer. No physical
contact required.

Ask about or observe presence of cough, fever, or
breathlessness. Self-declaration or observer

assessment.

Enquire about travel to hotspot zones or contact
with a confirmed case in the past 14 days.

Combine inputs from steps 1-3 to classify the
individual into a risk category.

Execute the outcome based on risk classification.
Provide |EC materials and mask to all individuals

Pandemic Management Plan

QUTCOMES / ACTION

Normal — proceed

Fever — flag for step 4

None — proceed

Any symptom — flag

No travel — proceed

Travel history — suspect

High risk — Test + Quarantine
Suspect — PHC referral

Low risk — allow entry

Normal — allowed entry

IEC material provided

regardless of risk level.
Mask provided to all

Picture 56: Standard Screening Protocol

The screening protocol shall include temperature screening, observation for visible symptoms,
and inquiry regarding recent travel or exposure history. Individuals identified as suspects
during screening shall be immediately referred to the nearest PHGdfCther evaluation,
testing, and appropriate action as per prevailing guidelines.

1. Pandemic Control Room

The Pandemic Control Room (PCR) serves as the central nerve dentezattime
coordination, data aggregation, decision support, and communication during outbreaks. It
consolidates information from all DISTRICT teams, health facilities, and community sources

to enable rapid decisiemaking.
Control Room Infrastructure and Location
Primary Location: District Medical office, Civil station

Backup Location: District planning office Civil Station.
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Health System Control Room Framework

The PCR is organised inweven functional pillarsto ensure no aspect of the response is
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overlooked:
f\lo Team / Cell Nodal Officer [Team Members |Key Functions Category
L Epidemiologist, |Outbreak
. District : : - . S ,
Rapid Respon: . Microbiologist, investigation, fiel
1 Surveillance Emergency
Team (RRT) . Health  Inspectofresponse, 1
Officer (DSO) .
Staff Nurse containment
5 Surveillance District Medicagﬁgérs Pro%gTrend monitoringEmer enc
Committee Officer (DMO) ' loutbreak detectior gencl
Manager
Contact Tracin JHI, JPHN, ASHAcontaCt. tracing
3 . - DSO quarantine follow Emergency
& Line Listing Volunteers up
Data L Data  validatior
4 [Management D'S.mCt. . Data Entr}dashboards, Data
. Epidemiologist |Operators, IT staff ;
Analysis analysis
5 Laborgtory Microbiologist Lab Techmman:SampIe coII_ectlpr Data
Surveillance Sample Collectorsjtesting coordinatio
6 Media & Cal[Health EducatioCall operators:Eigi’nformar;gg“ne Data
Centre Officer PRO, Volunteers
control
I Software,
7 |IT Support NIC.: DlsmleAssistants dashboards, Data
Officer -
telemedicine
Infrastructure § Hospital Bed tracking, surg -
8 Bed ManagemerDeputy DMO Superintendents |planning Clinical
RMO Ambulance driver'Referral transpot
9 |Patient TranspofEmergency lambulance Clinical
: EMTs
Officer management
10 linfection Controllnfecuon ContrgNurses, Hospit{IPC _pro_tocols, PP Clinical
Officer Staff monitoring
District Menta|
Psychological |Health Psychologists, Mental healt -
11 Clinical
Support Programme Counsellors support
Officer
12 Telemedicine DMO "/ .E'\HealﬂDoctors, IT staff Remote . Clinical
Nodal Officer consultation
13 Prlvatg:- I_—|osp|taDNIO Private I—_IosplteBed _ regulatior Clinical
Coordination Representatives [reporting
Safe
14 Management ‘RMO Health InSpeth)rburiallcremation Clinical
Deceased Local Body Staff
protocols
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rs1I0 Team / Cell Nodal Officer [Team Members |Key Functions Category
L DIO . ([.)'SmCtANM, Staff NursegVaccine rollout -
15 [Vaccination Cell{Immunization o Clinical
. Data staff AEFI monitoring
Officer)
16 [HR Deployment District CollectorAdrmmStraltlve Staff allocation HR
Officers duty rosters
17 Welfare District  SociagNGO repgStaff welfare HR
Committee Justice Officer |Volunteers compensation
Logistics &District  SupplyStorekeepers Procurement, sto -
18 : : Logistics
Supply Officer Pharmacists management
Materials Pharmacists, Staglnventory & _
19 Management Deputy DMO Assistants distribution Logistics
Drivers FIeeVehiCIe &
20 Transportation |RTO/DTO ’ movement Logistics
Managers
management
Biomedical Pollution Contrg -
21 Waste Board Officer Health Inspectors Waste manageme Logistics
29 Communication Infc_)rmatlon Media, IEC staff Pres_s _ release Comms
Team Officer public info
23|IEC & Media He‘f’"th Educa'['OASHA, Volunteers Awarer_less Comms
Officer campaigns
24 Interse_:cto_r al District Collector/All Dept Heads Mult ~sector Comms
Coordination coordination
Animal District Anima Zoonotic
25 : Husbandry Veterinary Surgeo : Specialist
Surveillance ; surveillance
Officer
26 W”d“f.e Forest Officer |Forest Staff W'Id!'fe. diseas Specialist
Surveillance monitoring

Table 51: Pandemic Control Room

Key Control Room Team

The Control Room Team coordinates all pandemic response activities within the DISTRICT
and serves as the single command and communication hub during activation. It integrates
information, field actions, logistics, and policy execution across all pariicgpdepartments

and health facilities.
8 24/7 Pandemic Control Room located at the Civil Station, Pathanamthitta

6 This facility is mirrored by Talullevel control rooms to ensure decentralized

execution.

6 Functions: The control room integrates various verticals:
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o Bed Management NodeMonitors realtime bed occupancy across public and

private hospitals.

o Oxygen War Room Tracks liquid oxygen levels in hospital tanks and
coordinates tanker movements. (District health authority has come to an
understanding with BPCL officials for the supply of oxygen for public and
private health facilities in the event of a pandemic.)

o Transport Node: Coordinates the requisitions private vehicles for patient

transport.

o Psychosocial SupportNode: Houses mental health professionals providing

tele-counselling
SOP for alert escalation/trigger point with mapping of responsibilities

The Control Room shall be staffed with a designate@Harge, data entry personnel, and
communication staff with clearly defined roles and shift arrangements.

It shall maintain updated records on daily monitoring indicators including new cases, persons
under active guarantine, and hospital bed occupancy.
All reports and situation updates shall be shared daily with the Block and District Surveillance
Unit. The Control Room shall act as a single point of contact for coordination with response
teams, health nistitutions, and other departments.
Contact details of the Control Room shall be widely communicated to field staff and
stakeholders during activation.

CONTROL ROOM MANDATES

Control room will be operational 24*7 managed by floor managers in rotation
Control room access is authorised only to those engaged in control room activities
Identity proof is mandatory

In and out movement is written in log logbook

Food items are not permitted inside the control room

Team members of different groups have to work in their assigned areas
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Review meetings will be held in the mornings and evenings

Minimum two members from all groups will participate in review meetings
Critical appraisal of group activity will be done in the meetings

The documentation team will record minutes of all meetings

Decisions taken in the meeting will be communicated to the respective groups
Implementation status of the decisions taken will be monitored

Emergency meetings will be informed by phone to the respective teams by the documentation

team

The single window communication system will be operated by the documentation team
All sub-teams communicate with the control room via their own email ID.

All communications between the teams were coordinated through the control room.

All communications are well documented.

Advances in information technology are well utilised for communication
Communication to the media will be done only through the media management team
Health bulletin release at 6 pm

A departmental coordination meeting at 6 pm

Press briefing at 7 pm

ACTIVITIES OF VARIOUS TEAMS

Surveillance team
Hospital surveillance

-The condition of the Symptomatic patients admitted at isolation wards of hospitals will be

closely scrutinized, and reports will be updated to surveillance team
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-Analysis of the reports

Field surveillance

Those patients discharged from hospitals will be monitored by field workers in their
corresponding PHC area

Those asymptomatic travellers/contacts in home isolation will also be monitored for 28 days

by field workers, and reports will be sent to the DSO

Lab surveillance

The DSO and District nodal officers entrusted for sample collection will inform to the lab

surveillance team before sample collection

Sample requisition forms will be scrutinised before sending to National Institute of Virology

Pune/Pathanamthitta/designated labs
Liaison with districts and sample collection point
Support and supervise Surveillance activities at district level

Establishing a support system with SMO (WHO), a mechanism for strengthening the IDSP

disease surveillance system.
Daily LSG-wise monitoring from state level
Detailed data monitoring at IDSP district unit.

Identifying areas for intesectoral action & steps for the same.

24 X 7 Call Centre management team

To SetUp

A control room call centre should be set up in the state as well as the district. The call centre is
set up with 3 laptops and 3 mobile/landline telephone facilities. Each Call Centre Operator is

assigned both a telephone and a computer. One outgoingenfatility also available for
answering pending calls. Two WhatsApp numbers are also available in the disaster control
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management room. Depending on the configuration of theeatite each workstation has the

following items:

Headset for hanefseeanswering.

Reference materials (issued upon activation ofaeaitreoperations);

Item to be used to request assistance from the supervisor (Paper and pen/pencil, register etc)

All phone/computer banks are set up in close proximity to potedgphone, and data
sockets/ports.

Call Center Supervisors are to utilize a sigfsign-out sheet to keep track of Call Center

Operators.

Mandates For Call Centre

Maintenance of discipline

Time management

Call centre will be operational 24*7

Documentation of all the activities happening in call centre
Daily consolidation report at 4.30 pm.

Establishing call centre with sufficient connectivity
Linkage with DISHA system

To answer medical queries, logistics and administrative issues regarding health and health
related problems

Daily maintenance of second and third level call referral.

DI SHA Call s éeéeeéeeéeeéecé.
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HR management

Human resource management mostly happens at the district level but at any point if district

needs any additional support the needs can be communicated to state.
The team should have a thorough knowledge of all district HR distribution.

The team should also communicate with the district regarding the optimum redistribution

policies according to the needs.

HR details of the isolation facilities should be managed and timely decisions at state level if
necessaryshould be taken from the control room.

The HR data of isolation facilities/nodal centres should be compiled on daily basis and ensure

there is no shortage in any category.

Training and awareness generation

The district should train all the necessary cohorts in a timely manner, and the data should be
compiled at the state level. State team has the responsibility for preparing the training materials
according to the daily needs being discussed in the cawmmoh meetings. These training

materials should be vetted by a group of experts and should be disseminated via control room

mail id to all concerned (districts, agencies, groid#,, I1AP etc)
Identify the segments in the Government and Private sectors
Prepare segmeispecific relevant modules

Preparation of training manuals

Dissemination of the prepared IEC materials includindiovisual aids/trainingmaterials to
health workers/volunteers/public/media

Preparation of FAQG0S and its answers

Online / Telephonic trainings for district level officers/health workers/volunteers as and when

required
Training to call centre duty staff

Team of Master trainers
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Conduct of training and demonstration sessions

Material management team

Material management should be done at the institution level using all possible resources under
the control of the superintendent; however, there might be a higher degree of needs arising in
certain situations. The district and state has a mechanism obr§ngpthese institutions
according to the arising needs. The needs and activities should be compiled in the districts and
coordinated with state team/KMSCL. The state team is expected to compile the activities and
challenges on a dap-day basis and prest at the control cell meeting, including the following

details.

The primary responsibilities of the material management team are:

Prepare the list of items required at the Hospital for providing health care
Monitor inventory position institutioavise wise

Ensure the supply chain management of healthcare and other items requirement
Infrastructure (isolation ward and facilities) management team

Identify an isolation place in each district for at least for 50 patients

Ensure all the required things in the isolation ward of these facilities

Set up a dedicated team in each district

Train the dedicated team and other health functionaries

Ensure that strict protocol of infection control is followed in each district

Identify spatially all the field units fever clinics arrangements done in all districts

Ensure and compile the referral of contacts from field/call centres /DISHA to isolation facilities

in the district

Verify and compile the needs of additional isolation place if the number is increasing in each

district
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The data should be collected in the following format at the district level and compiled at the

state level

Media Surveillance team

Print, visualand social media surveillance with the support of the State and District team.

Collection of information regarding demand and supply of logistics, Human resources etc.
circulated in the media, and addressing the needs by bridging the gaps after validating the

information.
Surveillance of issues regarding 26100V disease circulating in the media.

Validating the information collected from the media for negativieomes andxecute timely

preventive and control measures.

Reply queries to theublic regardinghealthrelatedevents and information through phone
numbers circulated at the state level.

District level compilation of media surveillance data should also happen timely

Reporting format of cyber space monitoring

Sl no: | Description

1 Whether any misinformation noticed

2 Misinformation noticed

Give details in brief

3 Whether reported to take action and case booke
4 Cases booked today
5 Total cases Booked till today
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Sample Tracing Team

The team should keep a watch on samples sent to each lalPgNE/NIV Alappuzha) from
all districts and answer all queries regarding the sending of samples in coordination with the
PH lab.

The team should hand hold the district in transportation of samples, filling formats, collecting
reports and intimate the authorities regarding the status of results Monitor sample collection
and facilitate

All sample test results to be reported to the respective Superintendent of MCH, District
Collector, DHS, DME and Prl Secretary on daily basis

SI No | Description

1 Total Sample Collected
Blood

Urine

Throat Swab

2 Samples sent to Alpy NIV
Blood
Urine

Throat swab

3 Samples sent to Manipal Laboratory
Blood

Urine

Throat swab

CSF

4 Samples sent to NIV Pune

Blood

Urine

Throat Swab

CSF
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IEC/BCC and Media Management team

Preparation of IEC materials related to the preventive and promotive activities to be done at
the field level for the managemenit 2019nCov disease spread, decrease the anxiety of the

general public and to disseminate factual information regarding the disease
Dissemination of same in PRD, T&hannelsAIR, social media etc

Timely updating of website with regard to IEC

Preparation of daily reports for media

Arrangements of press conferences as per direction

To act as media spokesperson for DHS

Documentation team

The District Documentation Team serves as the central "neswéré for information
management, bridging the critical gap between fieldl data collection and higkvel
decisionmaking. Led by a Documentation Coordinator who ensures alignment with district
health mandates and oversees the entire lifecycle of siuegpmrts, the team relies on an
Epidemiological Data Analyst to translate raw health data into actionable insights using tools
like SPSS and Excel. To ensure these insights are understandable, the Public Health
Communications Specialist drafts simple, rghbriefs, while the GIS & Data Visualization
Specialist maps geographical ri8ksuch as wardevel hotspots and epidemic curde®
support One Health surveillance. Supporting the team's technical integrity, the Administrative
& Archive Officer manages vsion control and the "Single Source of Truth" for all protocols,
while the IT & Systems Support specialist maintains the secure digital infrastructure and

backup systems necessary to withstand the pressures of an active response phase.

Ensure proper communication of all deci si on:
implementation of the decisions made in meetings

Proper communication to various teams of the control room regarding meetings, guidelines,
SOPs, etc.

Communication to the concerned teams for website and social media updates.

Daily compilation of activity reports by various teams
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Private hospital surveillance team

Team should compile the data regardingphbblic visiting private hospitals from all districts

and suspect and identify amjissedout contacts of contacts reaching the facilities.
Good rapport should be ensured with the private hospitals/associations

Expert study coordination team

They should work with NHM admin and arrange and facilitate the visits of expert agencies

provided they are coming with

Approval from the head of the institution

Letter to the principal secretary, health and family welfare for the sanction of the same
Their own logistical support

Should be ready to give their input regarding the present scenario and work with the current

state and district team

The team should brief the principal secretary health and family welfare regarding the

feasibility, pros and cons of approval in each case after studying their backgrounds.

Transportation and Ambulance Management Team

The teams should compile data on ambulance driver training, availability, and spacing, as well
as on vehicles carrying patients from home isolation to hospital isolation facilities and back. It
should be ensured that there should be continuous availabiighicles 24 x 7 in all districts.

The data should be compiled in the following format in all distrislispossible challenges at

the district should be addressed there itself, and decisions taken at the state level could be

compiled and addressed thg the control room presentation.

Inter Departmental and Coordination Team

There should be regular connections with all line departments like LSGD, Animal husbandry,

tourism,police, kudumbasree, Suchitwa mission etc

Community Level Volunteer Coordination Team

The field level activity monitoring should be done by this team.
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Grass route level support including food kit management when more people are at quarantine
should also be done with the help of kudumbasree , and senior consultant ASHA program in
NHM should review these activities and gaps on a daily basis and preatnbittrol room

meetings .
Collect information of Contacts and addresses
Prepare the food kits to provide to the Contacts in Home Quarantine

Reporting format

SINo Description Details

1 Number of Contacts under Hon
Quarantine

2 Number of Kits prepared an

provided to Homes where contact

guarantine
3 Kits stock
4 Kits distribution
5 Kits balance

Psychological Support Team

The team should arrange a district /field team for managing posttraumatierstagsg events
and stress during quarantine. The filedel activities should be compiled and presented during

daily control room meeting

Data Management

Stat wing should utilise all Google tools to compile all the above data formats and assist the

presentation of teams in the daily control room meeting.

The technical support of MIS manager NHM should be utilized in the same.
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For all these parameters district distsgecific sheets with autmonsolidated compilation

sheets shoulde made

The sheets should be dynamic, and compilation should be given access to all state team leaders,

SMD and the principal secretary.
Districts should be supported for a timely update in the sheet in the specified format

Financeand Budgeting Team

The state team for finance should discuss and foresee various areas of fund requirement and
pool resources for all possible needs arising from time to time.

The decision regarding fund expenditure and necessary AS should be prepared timely so as not

hinder any processes happening in the state and districts

Si

NoO Name of Team Team Leader Key Members

1 |overall Coordination District Medical Officer |[DPM (NHM), ADMOs, RCH

(Health) Officer
> Isurveillance Team District Surveillance Epidemiologists, Data
Officer (DSO) Managers, Health Inspectol
3 Call Centre District Program DISHA representatives, IT
Management Team  [Manager (NHM) Support Staff

Junior Administrative

Administrative Assistant Medical Officer, Clerical

4 |HR Management

(DMO Office) Staff
5 Training and District Education & éigcirdail;nal\t/lc;?slcl)—:]ealth
Awareness GenerationMedia Officer (DEMO) . '
Supervisors
6 Material Management [District Store PharmacistsStorekeepers
Team Verification Officer Biomedical Engineers
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NS(l Name of Team Team Leader Key Members
- Infrastructure Assistant District Hospital Superintendents,
Management Team  [Medical Officer PWD Engineers
District Lab Officer - .
: . Lab Technicians, Field
8 |[Sample Tracing Team |Public Health Lab In- Health Workers (JHIIJPHN]
Charge
9 Media Surveillance Dy. District Education Social Media Monitors, PRI
Team & Media Officer Liaison
10 IEC/BCC and Media |District Education & Mass Media Officers,
Management Media Officer Graphic Designers
11 Documentation Team Dls_trlct Statistical Data Entry Qperators,
Officer Documentation Assistants
12 Private Hospital Assistant District KASP District Coordinator,
Surveillance Medical Officer Private Hospital Reps
. Pulmonologists,
13 Expert. Stgdy Semqr.ConsuItant Microbiologists, Infectious
Coordination Team (Medicine) )
Disease Experts
Transportation & 108 Ambulance
14 P District RCH Officer Coordinators, MVI (Motor
Ambulance Mgmt :
Vehicle Dept)
Inter-departmental Revenue Officials, Police,
15 Coordination Dy. Collector (General) LSGD Representatives
16 Community Level Aardram Mission Kudumbashree Coordinatol
Volunteer CoordinationDistrict Coordinator Youth Welfare Board
. District Mental Health - .
17 Psychological Support Program (DMHP) Clinical Psychologists,

Team

Officer

Psychiatric Social Workers
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NS(l Name of Team Team Leader Key Members
18 |Data Compilation District Data Manager IT Mission Technicians,

M&E Officers

Accounts Officers, Residen
Medical Officers
Superintendents

Finance Manager

19 |Budget and Financing (NHM)

Table 52: Finance Budgeting Team
Daily Monitoring Indicators

To ensure timely decisiemaking and effective response, the following key indicators shall be

monitored and updated on a daily basis by the Pandemic Control Room:

1.Epidemiological Indicators:

New cases reported today, Total active cafest Positivity Rate (TPR), Case Fatality Rate
(CFR)

2.Surveillance Indicators:

Persons under home quarantine, Higk contacts identified, Fever, ILI, SARI or other
symptoms (syndromic surges), Travellers (symptomatic or -tédh arrivals),Animal
husbandry surveillance (zoonotic alerts, unusual animal deaths, poultry/bird fhisgign

Mortality surveillance (excess deaths, unexplained fatalities, verbal autopsy reports)
3.Logistics and Infrastructure Indicators:

Hospital / CFLTC beds occupied, Oxygen cylinders/concentrators available, Ambulances on
standby
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4.Alert Findings

The following table outlines categespecifictrigger points (red flags) from surveillance
indicators and corresponding immediate actions for the Pandemic Control Room. These enable
rapid response to alert findings like testing anomalies, positive cases exceeding thresholds,

clusters, and WGS reports.

Category Trigger Point (Red Flag) Immediate Action

Clusters Geographical or facility- | Declare a micro
based: 5+ cases linked to on{ containment zone; perimete
location (office, school, street).| control and active cas

finding.

Testing Sudden drop in testing volume| Review the sample
delay in reporting / unusug collection process, addres
testing trends lab  bottlenecks, deploy

additional testing teams, an
notify the District Lab.

Lab Test Positivity rate increases Increase testing sites in thg

ward.

Hospital >80% Oxygen bed occupancy | Activate backup/CFLTC

beds.

Travel Cluster of cases from a singll Trace all passengers i
flight/train or highrisk arrival | adjacent seats; implemer
group. mandatory institutional

quarantine.

Animal Mass poultry/wildlife death on Notify Animal Husbandry,
unusual sickness sample the area, an

dispatch RRT for
environmental sampling an(
zoonotic check.

Mortality Sudden spike in home deaths | Audit the deaths and Activg
broughtin-dead (BID) cases Case Search drive

Additional Detection of a Variant of | Implement strict micro

investigations like | Concern (VOC) or Variant of | containment; update clinica

Whole Genome | Interest (VOI) protocols to match varian

Sequencing (WGS) severity.

Table 53: Daily Monitoring Indicators
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Communication of Public Health Information

A Community Communication Hub shall be established to ensure the timely, accurate, and
consistent dissemination of information during a pandemic. The Hub will operate under the
coordination of the control room's Nodal officers and serve as the nodalfpoiptiblic
communication, risk messaging, and community engagement. It will suppdrs$leenination

of official advisories, promote preventive behaviours, address rumours and misinformation,
and ensure that messages reach all sections of the poputatiagtt trusted local channels

and leaders.

Key communicators

All messages disseminated through the Hub shall align with advisories issued by the Health
Department and District authorities.

Community leaders shall be sensitized to support behavior change, reduce stigma, and
counter misinformation.

Special efforts shall be made to reach vulnerable andtbashch populations using locally

appropriate communication methods.

Rumor Tracking: A designated volunteer will monitor local social media/WhatsApp groups

daily to identify misinformation and issue official clarifications via the Communication Hub
Coordination with District/State Authorities & Other Organisations

Effective coordination with Block, District, and State authorities is essential to ensure timely
reporting, technical guidance, and uninterrupted supply of essential resources during a
pandemic. The LSG shall establish clear communication channels, desigsponsible
officers, and adhere to prescribed reporting timelines to support coordinated public health

action and efficient resource mobilisation.
Key Detalils:

Nodal Officer for Reporting: District Surveillance Officer

Contact Number:

Reporting Schedule and Protocols:
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To Whom What to Report Frequency Nodal Person
Block PHC Complete Situation Repo

(Cases, Quarantine, Bec

Screening, Deaths)

District IDSP  Outbreaks/Clusters/Unusu

Unit Events (>5 cases san
ward)

Veterinary Animal health

Officer events/Zoonotic alerts

State Cell Zoonotic crosssector
events

Supply Chain Coordination

The LSG shall coordinate closely with Block, District, and State authorities (KMSCL) to
ensure uninterrupted availability of essential goods, medical supplies, and logistics during a
pandemic. Supply requirements shall be assessed regularly based onoadhsand

communicated promptly to the appropriate authorities for timely replenishment.
Key Points:

0 Maintain updated contact details of District and Block nodal officers for health

logistics, oxygen supply, ambulances, and essential medicines.

O«

Submit timely indent requests for PPE, testing kits, medicines, oxygen, and other

critical supplies through prescribed channels.

0 Monitor stock levels at DISTRICT facilities, quarantine/isolation centres, and field
teams through daily stock registers and dispensing logs to prevent shortages.

0 Coordinate with District authorities, Karunya/Neethi medical shops, and local purchase

committees for funds allocation and emergency procurement.

0 Ensure regular monitoring of dispensing registers at all facilities to track usage, expiry,

and pilferag® shortages being a perennial issue requiring proactive weekly audits.

0 Activate surge procurement protocols during high caseloads, leveraging local purchase

powers under DISTRICT funds alongside state supplies.
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Resource Inventory and Contacts

Resource Category Squrge .
(District/State/Private)

PPE Kits/Masks/Gloves KMSCL

PPE Kits/Masks/Gloves Local Vendors

Oxygen

Cylinders/Concentrators KMSCL

Medicines/Antivirals KMSCL

Medicines/Antivirals Neethi Shops

Test Kits (RTPCR/Rapid) KMSCL

Table 54: Resource Inventory Contacts

Collaboration with NGOs, PPP, and CSR

To augment government efforts during a pandemic, the LSG shall collaborate with NGOs,
voluntary organisations, and private sector partners through ppiiate partnerships and
Corporate Social Responsibility (CSR) initiatives, in coordination with Distuthorities.

Key Points:

Engage NGOs and communityased organisations for community outreach, awareness, and

supportto vulnerable populations.

Leverage CSR support for procurement of medical equipment, PPE, oxygen concentrators,

food kits, and sanitation materials, as permitted.

Ensure all collaborations align with government guidelines and are routed through approved

administrativeandfinancial procedures.

Maintain transparency and documentation for all external support received and utilised.

Interdepartmental Coordination

Coordination among departments during a pandemic shall be ensured through regular review
meetings convened by the DISTRICT President. These meetings will provide a structured
platform for sharing situational updates, assessing resource availabilityjmgsgerational

gaps, and taking joint decisions to ensure a coordinated and timely response.
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Department Representative Key Role Contact
Health District Medical Officer:| Case management | 04682228220
Dr.Anitha Kumari

Veterinary Veterinary Surgeon: Animal surveillance | 04682322762

ICDS Supervisor: Nisha Nair R | Nutrition support 04682224130

Education DEO School coordination | 04682222229

Police Superintendent Containment 04682222636
enforcement

Water Authority | Assistant executive engine{ Water supply 04682222687

DISTRICT Executive Engineer PWD | Quarantine 04682222584

Engineering infrastructure

Table 55: Interdepartmental Coordination
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PHASE 3- SURGE CAPACITY

Phase 3 is activated when there is a rapid increase in cases, high test positivity rates, or when
existing health facilities and quarantine arrangements approach saturation. The focus of this
phase is to expand isolation capacity, augment clinical careagrand mobilise additional

resources through district and state support mechanisms.

Surge Capacity Plan Integration (4S Framework)

Introduction

This section integrates the Surge Capacity Plan into the existing Pathanamthitta District
Pandemic Preparedness Plan. It adopts the stad@iferamework (Staff, Stuff, Space,
Systems)to ensure preparedness for both normal crisis and contingency situations.

STAFF (Human Resources)

Normal Crisis:

O«

Redeployment of available staff within institutions

Activation of district reserve pool (retired staff, interns, nursing students)

O«

O«

Duty roster optimization to prevent burnout

O«

Training in triage, IPC, and case management
Contingency Situation:

Emergency recruitment (temporary/contract staff)
Mobilization of ASHA, NSS, and Kudumbashree volunteers

O«

O«

Inter-district/state staff mobilization

O«

O«

Telemedicine consultation support

STUFF (Supplies & Logistics)

Normal Crisis:

O«

Maintenance of buffer stock (PPE, N95 masks, gloves, medicines)

O«

Oxygen availability monitoring

O«

Daily logistics tracking system
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Contingency Situation:

O«

Emergency procurement mechanisms activation

O«

Redistribution of supplies within district

O«

Oxygen surge support (cylinders, concentrators, PSA plants)

O«

Private sector coordination for supply sharing

SPACE (Infrastructure Expansion)

Normal Crisis:

0 Dedicated isolation wards in all major hospitals
0 Oxygensupported beds availability
0 Stepdown care centres

Contingency Situation:

Conversion of schools, auditoriums into DCCs

O«

O«

Hotels/lodges as quarantine centres

O«

ICU and oxygen bed expansion

O«

Temporary field hospitals if required
SYSTEMS (Coordination & Management)
Normal Crisis:

24x7 District Control Room activation

O«

O«

Realtime reporting through IHIP

O«

Standard treatment and referral protocols

O«

Regular district review meetings

Contingency Situation:

O«

Incident Command System (ICS) activation

O«

Interdepartmental coordination (Health, Police, LSG, Revenue)

O«

Strengthened risk communication

O«

Ambulance and referral transport optimization
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Trigger Points for Surge Activation

O«

Test positivity rate >1510%

O«

Bed occupancy > 70%

O«

Increase in ICU/oxygen demand

Outbreak clusters identified

O«

De-escalation Strategy

O«

Gradual closure of temporary facilities

Resource redistribution

O«

Staff rest and normalization

O«

Documentation and review

Ox¢

Conclusion

The integration of the Surge Capacity Plan ensures that Pathanamthitta district is equipped to
respond effectively to both routine public health emergencies anddeafge pandemics

through a structured and scalable approach.
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