Government of India
Ministry of Health and Family Welfare
Dated 22 June 2026

Interim guidelines for self-monitoring, quarantine, isolation and criteria for ending
these measures for people travelling from Ebola Disease affected areas

A. Background

The World Health Organization (WHO) on 17th May, 2026 under the International Health
Regulations, 2005, in light of reported outbreaks of Ebola Disease (EBOD) in the Democratic
Republic of the Congo (DRC) and Uganda determined a Public Health Emergency of
International Concern (PHEIC). Accordingly, as per standard protocol, health screening at
Points of Entry to mitigate the risk of importation of disease in the country has been initiated.

B. Scope of the document

The scope of the current document is to provide guidance for decision by public health

authorities and treating healthcare workers for:

e Declaring end of self-monitoring period of travellers from Ebola affected countries with no
history of exposure to disease (Category 1, as detailed below)

e Declaring end of quarantine period of travellers from Ebola affected countries with history
of exposure to disease (Category 2, as detailed below)

¢ Declaring end of isolation period (out of designated Ebola isolation facility protocol to be
followed for suspect and confirmed cases detected among persons travelling from/through
affected countries (Category 3, as detailed below)

¢ Deciding in cases where persons want to return to their country of origin before completion
of self-monitoring, quarantine or isolation period

e Decide on protocol to be followed where persons/ cases undergoing self-monitoring or is
under institutional quarantine, develops a medical emergency (unrelated to Ebola disease)

C. Risk categorization and management of incoming passengers at Points
of Entry

In view of declaration by the WHO of the EBOD outbreak in DRC and Uganda as a PHEIC,
and risk assessed for South Sudan, travellers coming to India from DRC, Uganda or South
Sudan or who have travelled through these countries in the preceding 21 days are currently
being categorized as detailed below:

C . 1 Category 1: Passengers who are travelling from/ through the above countries with no
symptoms suggestive of EBOD and with no history of exposure to an infected person or
material.

C.1.1 Major Action:
e Self-monitoring for *fever and other associated symptoms suggestive of EBOD
(muscle or body ache, headache, vomiting, diarrhoea, unexplained bleeding,
weakness etc.) for 21 days* at home.
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*since start of travel from the above countries;
*Fever must be measured without antipyretics

C.1.2 Other required actions:
¢ Daily monitoring by District Surveillance Units for a period of 21 days*.
e In case of development of any symptom suggestive of EBOD, contact the District
Surveillance Officer/Municipal/Corporation Health Officer.

C.1.3 Criteria for end of self-monitoring period:
e Self-monitoring will end if the person does not develop symptoms suggestive of EBOD
during the 21-day period* and no laboratory testing is required, except as elaborated
in Section D below.

C.1.4 Advice at the end of the self-monitoring period:
e Reassurance and health education.
o Routine healthcare seeking if any further symptoms develop.
¢ No restriction on activities or travel.

C . 2 Category 2: Passengers who are travelling from/through affected countries with no
symptoms suggestive of EBOD, but have contact history with EBOD patient or body of a
person who has died of probable EBOD or EBOD infected materials.

C.2.1 Major Action:
e The passengers will be placed under surveillance at dedicated quarantine
facility with daily follow up data reported to NCDC/MoHFW for 21 days*.

C.2.2. Other required actions:
o Reporting to Health Officer at Point of Entry.
o Detailed Line list of contacts for future ready reference will be prepared by the Health
Officer and transmitted to the concerned authorities.

C.2.3 Criteria for end of quarantine period:
o If the person does not develop symptoms suggestive of EBOD for 21 days*.
o No laboratory testing is required for ending the quarantine period, except as elaborated
in Section D below.

Note: If the person manifests symptoms suggestive of EBOD during the quarantine period —
he/she shall be treated as a suspect case of EBOD and moved to an isolation facility for
treatment.

C.2.4 Advice at the end of the quarantine period:
e Reassurance and health education.
e In case of development of any symptom suggestive of EBOD contact the District
Surveillance Officer/Municipal/Corporation Health Officer.
¢ Routine healthcare seeking if any other symptoms develop.
o No restriction on activities or travel.
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C.3 Category 3: Passengers who are travelling from/through affected countries AND
are exhibiting symptoms suggestive of EBOD (Suspect Ebola patient).

C.3.1 Major Action:
o Transport from airport/ port, using bio safety precautions, to designated
isolation facility for admission and care, confirmation of diagnosis and further
clinical management.

C.3.2 Other required actions:

o All Category 3 patients must be treated as EBOD unless proven otherwise (positive for
other aetiologies as outlined in Annexure 1) Patient to be managed as per MoHFW
‘Standard Operating Procedure (SOP) for Public Health Preparedness and Response
to EBOD (as detailed at Annexure 2), while simultaneously undergoing testing/
assessment.

o Detailed history must be elicited and clinical evaluation undertaken to document the
clinical signs and symptoms.

¢ Real-time RT-PCR testing of blood, urine, oropharyngeal/nasopharyngeal swabs, stool
and CSF (if indicated) must be undertaken and interpreted as follows:

o First sample should be collected at the earliest possible, after onset of symptoms
suggestive of EBOD and tested at ICMR-NIV, Pune or any other designated BSL-3
laboratory. All test positive persons must be considered as EBOD confirmed and
managed as per the national guidelines.

» However, a negative test in samples collected within 72 hours of symptom onset does
not exclude EBOD. A second test is recommended after at-least 72 hours of symptom
onset if the first test is negative (with the two tests conducted at least 72 hours apart).

o If the second test result is positive, the person must be treated as a confirmed case of
EBOD and managed accordingly.

o If the second laboratory test is also negative, it may be interpreted as follows:

i. If the symptoms have resolved and no new symptoms develop, he/she may be
considered negative for EBOD and:
a. If there is no contact history — Passenger to be managed as per Category 1
for self-monitoring to complete 21 days’ period
b. If there is positive contact history — Passenger to be managed as Category
2 and moved to an institutional quarantine facility.
ii. If symptoms suggestive of EBOD persist, the person must be managed like an
EBOD patient with all bio safety precautions and as per the national guidelines for
EBOD as a matter of abundant precaution in view of possibility (though rare) of a
laboratory error. Another test, ensuring stringent quality measures, must be repeated
after 24-48 hours at ICMR-NIV, Pune.

o If the person tests negative for Ebola virus on all occasions but manifests progressive
disease and develops clinical signs & symptoms such as vomiting, severe diarrhea,
hemorrhage and shock, in-depth investigations for all possible etiologies of viral
hemorrhagic fever must be conducted, while supportively managing the patient.

o Contact listing & tracing by Integrated Disease Surveillance Program (IDSP).

o Contact follow up if case turns out to be positive by IDSP.

¢ Daily reporting to NCDC/MoHFW.
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C.3.3 Criteria for end of isolation:

The person has been without *fever and any significant symptoms that suggest
ongoing shedding of virus (e.g. diarrhoea, bleeding, etc.) for at least three consecutive
days

AND
Is in a stable condition, independently feeding and carrying out other activities of daily
life, such as washing and walking, without assistance, taking into account any previous
disabilities.

AND
Has two consecutive negative RT-PCR test results in blood, conducted at least 72
hours apart (in initially real-time RT-PCR positive patients).

Note: Viral shedding is known to occur in semen, vaginal fluids and breast milk. This should
not prevent the patient from getting discharged but must be taken into consideration when
providing discharge instructions to the patient.

*since start of travel from the above countries;
#Fever must be measured without antipyretics

C.3.4 Advice at the end of isolation period

Reassurance and health education.

Provide counselling on post- EBOD sequelae and follow-up.

Self-monitoring for 21 days.

Daily monitoring by District Surveillance Units for a period of 21 days®.

In case of development of any symptom suggestive of ED contact the District
Surveillance Officer/Municipal/Corporation Health Officer.

Routine healthcare seeking if any other symptoms develop.

No restriction on activities or travel.

In view of potential persistence of virus in body fluids:

o Male survivors: abstinence from sexual activity or use of condoms until semen
testing demonstrates clearance; if testing is unavailable, safe sex practices
should be continued for up to 16 months after symptom onset.

o Female survivors: abstinence from sexual activity or use of condom by the
partner until vaginal swab testing demonstrates clearance. if testing is
unavailable, safe sex practices should be continued for up to 16 months after
symptom onset.

Breastfeeding should resume only after two negative breast milk real-time RT-PCR
tests 224 hours apart.

D. Following are the considerations for persons wanting to return to their country of
origin, before completion of self-monitoring, quarantine or isolation period:

i. Category 1 people: may be allowed to return.
ii. Category 2 people:

o If they remain asymptomatic, they may be allowed to return.

iii. Category 3 people: Must NOT be allowed to return until all the criteria as outlined in C.3.3
above are met.
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E. If a person undergoing self-monitoring or is under institutional quarantine, develops
a medical emergency (unrelated to EBOD), the case shall be managed for the said acute
emergency at an appropriate nearest health facility provided that:

i. the treatment is given under strict isolation while following all Infection, Prevention and

Control protocols for Ebola disease and

ii. Any such transfer would occur under intimation to concerned District Surveillance Unit.

After completion of treatment of the acute medical emergency, once discharged, the
passenger shall return to complete the remaining self-monitoring or quarantine period.

*since start of travel from the above countries;
*Fever must be measured without antipyretics
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Annexure 1

Clinical evaluation and other investigations with respect to differential diagnosis

of Ebola Disease

deterioration possible

Diagnosis Key clues Immediate test / action
Malaria Fever t chills, headache/ Gl | Thick + thin smear or RDT
(P. falciparum) symptoms, splenomegaly; rapid | urgently; repeat smear if

suspicion persists

exposure; conjunctival suffusion, calf
pain, jaundice, AKI, 1CK

VHF Active outbreak/endemic area + body- | Isolate if risk criteria met;
(Marburg,  CCHF, | fluid, funeral, healthcare, sick-contact | PPE; notify public health;
Lassa) or animal/bat exposure; bleeding may | test  via designated
be absent pathway
Enteric fever Sustained/ stepwise fever, headache, | blood cultures before
(Typhi/Paratyphi) abdominal symptoms, relative | antibiotics
bradycardia, hepatosplenomegaly
Dengue / severe | Dengue / severe dengue Myalgia, | NS1/ IgM; monitor
dengue retro-orbital pain, rash, leukopenia, | Hematocrit, platelets
thrombocytopenia, warning
signs/plasma leak
Leptospirosis Freshwater/flood/animal urine | IgM/paired serology;

renal/ liver profile

Rickettsial fever

Tick exposure, eschar, rash

Do not delay doxycycline
if clinically suspected

Acute hepatitis
Yellow fever

/

Jaundice dominant; YF depends on
itinerary +  vaccination  status;
ALF/coagulopathy possible

LFT/INR; hepatitis panel;
YF Real time RT-PCR via
public health, if indicated

Meningococcaemia
/ bacterial sepsis

Toxic appearance, petechial/purpuric
rash, meningism, shock, rapid
deterioration

Blood culture + empiric
ceftriaxone immediately

Note: Any other causes for febrile illness also needs to be considered, based on clinical
evaluation. Also, a diagnosis of an alternative infection should not by itself exclude Ebola
disease if epidemiological risk and compatible iliness persist. De-isolation should be based on
Ebola RT-PCR results, timing of sample collection, clinical evolution, and public-health risk
assessment.
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Annexure 2

Clinical Management protocol for Ebola cases

1. Isolation and access

Single negative-pressure room (HEPA-filtered exhaust if available); otherwise, a
single room with door closed and dedicated toilet
Full PPE for every entry

2. Initial assessment and monitoring

Detailed history (travel, contact, funeral exposure, HCW status, symptom onset)
Vitals every 1-2 hours; continuous SpO, and cardiac monitoring

Strict input/output charting with hourly urine output

Daily weight; quantified stool and vomitus volumes

3. Optimized supportive care

Aggressive fluid resuscitation: Isotonic crystalloid (Ringer's lactate) 20-30 mL/kg
bolus for shock, then titrated to urine output =0.5 mL/kg/h, MAP =65, falling lactate.
Electrolyte replacement: correct K*, Mg?*, Ca?*, PO, aggressively; hypokalaemia
and hypomagnesaemia drive arrhythmias

Antiemetics: Ondansetron 8 mg IV gq8h

Antidiarrhoeals: Loperamide only after ruling out invasive bacterial cause; oral
rehydration if tolerating

Antipyretics: paracetamol; avoid NSAIDs and aspirin (bleeding risk, AKI)

Pain control: paracetamol; tramadol if needed; avoid IM injections

Nutritional support: oral or NG feeds early; parenteral if prolonged ileus

Empirical antibiotics: broad-spectrum for any sepsis picture given high rate of
concurrent Gram-negative bacteraemia from gut translocation; de-escalate on
culture

Vasopressors: noradrenaline first-line for fluid-refractory shock; add vasopressin
Renal support: early, if required

Respiratory support as required

Coagulopathy: Vitamin K, FFP for active bleeding with INR >1.5; platelets if <20 x
10%/L or bleeding with <50; Tranexamic acid for major bleeding

4. Disease-specific therapeutics: current outbreak (Bundibugyo virus-BDBV)

No licensed monoclonal antibody for BDBV
No licensed vaccine for BDBV

5. Procedures and Aerosol Generating Procedures (AGP) discipline

Avoid non-essential AGPs; if essential, perform with full precautions
Avoid nebulization, use inhaler devices if required
Use closed suction circuits if intubated

6. Laboratory Testing- Laboratory diagnosis of Ebola Virus infection
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Laboratory testing facility for Ebola virus infection is available at ICMR-NIV, Pune and 10 other
designated ICMR/ DBT laboratories, specifically for Bundibugyo strain detection
i)Testing for suspect cases of Ebola virus infection
o Molecular detection by real time RT-PCR (sequencing if required)
e For more than 3 days of onset of symptoms - Additionally Serology testing by IgM
ELISA
¢ Ifthe Real time RT-PCR test is negative in early period- repeat the test after collection
of samples within 24-28 hours apart before declaring the suspected case as negative
(if there is high risk of suspicion)

7. Sample collection criteria
Clinical samples to be collected from the suspected/probable Ebola virus infection:
e Whole Blood [EDTA]
e Serum
e Urine samples in Plain Tube
e Oropharyngeal/Nasopharyngeal Swabs in VTM [3ml]
e CSF Samples in plain tube [1-2ml], if case present with CNS symptoms
e Stool specimen in plain tube /Rectal swabs in VTM

8. Interpretation of tests
Molecular Testing: Detection of Ebolavirus nucleic acid (RNA) by real time RT-PCR in
clinical specimens

Serology:
e Presence of Ebolavirus IgM antibodies.
o A fourfold or greater increase in Ebolavirus-specific IgG antibody titres between
acute and convalescent serum samples.

Note: The Laboratory testing for Ebola virus requires stringent Infection Prevention and
Control (IPC) protocols to manage significant biohazard risks.

9. Infection Prevention and Control (IPC) specially for isolation & Quarantine centre

Healthcare personnel shall use PPE as detailed below:

o A fluid-resistant impermeable coverall with integrated hood (or scrub suit with full-
sleeved impermeable gown and head and neck covering),

o double gloves with the inner pair tucked under the coverall cuff and outer pair drawn
over it

o NO95 respirator

e goggles or a full-face shield

o fluid-resistant boots or disposable shoe covers.

¢ Donning and doffing shall be performed in designated zones under direct supervision
of a trained observer using a printed checklist.

10. Biomedical Waste Management
e Waste disposal as per Biomedical Waste Management Rules (IPC Guidelines).
e Linen and contaminated materials to be treated as infectious waste.
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11. Documentation and Reporting
Mandatory daily reporting of clinical status of the passenger through the IDSP network to

Central Surveillance Unit, IDSP, NCDC; which shall share the compiled report to Ministry of
Health and Family Welfare.
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