


 Human Nipah virus (NiV) -first recognized - 276 reported cases in
Malaysia and Singapore -from September 1998 to May 1999.

 In India – 5 outbreaks - 2001 and 2007 two outbreaks -West
Bengal, neighbouring Bangladesh.

 2018-kozhikode,2019-one case .2021-one 2018-kozhikode,2019-one case .2021-one

 Large fruit bats of Pteropus genus - natural reservoir

 Circumstantial evidence of human-to-human transmission in India
in 2001.

 In Siliguri, 33 health workers and hospital visitors became ill ?
nosocomial infection.

 Tend to occur in a cluster or as an outbreak.



 Agent: NiV is a highly pathogenic paramyxovirus

 Natural Reservoir: Large fruit bats of Pteropus genus.
Presumably, pig may became infected after consumption
of partially bat eaten fruits that dropped in pigsty.

 Seasonality was strongly implicated in NiV outbreaks in
Bangladesh and India. All of the outbreaks occurred during
the months of winter to spring (December-May). Now 2
cases in September.

 Incubation period: varies from 4-21 days. In the
Kozhikode outbreak, average incubation period was 10
days.



 Outbreaks in Pteropus bats are driven by 
increased population density, loss of 
immunity over time, and viral recrudescence, 
resulting in multiyear interepizootic periods.resulting in multiyear interepizootic periods.

 Can shed virus at any time of year, 
highlighting the importance of routes of 
transmission to the timing and location of 
human NiV outbreaks.





 Transmission of Nipah virus to humans may
occur after

1. Direct contact with infected bats, infected
pigs [Malaysia], or from other Nipah viruspigs [Malaysia], or from other Nipah virus
infected people.

2. Indirect contact—drinking date palm sap
[Bangladesh], horse meat [Phillipines ].

 In recent outbreak...direct spread from index
patients to others by contact and droplet
spread.





•The number of secondary cases 
per case patient was highly 
overdispersed: 

•5% of case patients (12 of 248) 
were responsible for 86% of were responsible for 86% of 
transmission events (68 of 79)

•. A total of 9% of case patients 
(22 of 248) transmitted Nipah 
virus.







 Fever, Altered mental status, Severe
weakness, Headache, Respiratory distress,
Cough, Vomiting, Muscle pain, Convulsion,
DiarrhoeaDiarrhoea

 Pulmonary Neurological syndrome.

 Flu like syndrome+ encephalitic syndrome.



Gender

Male 
12

63%

Female 
7

37%

















S no Parameter Value

1 Mean Hb 13.27 gm/dl

2 Mean TC 5616 cells/mm3

3 Mean Polymorph % 81.44 %

4 Mean Lymphocyte % 12.06%

5 Mean Platelet count 1.38 lakh / mm3

6 Mean ESR 19

7 Mean Bilirubin 0.8 mg/dl

8 Mean SGPT 41.9 U /l

9 Mean SGOT 55.36 U /L

10 Mean Urea 21 mg/dl

11 Mean Creatinine 1.05 mg/dl



 Person from a area/ locality affected by a 
Nipah virus disease outbreak who has: 

 Fever with new onset of altered mental status or 
seizure and/or 

 Fever with severe headache and/or 
 Fever with Cough or shortness of breath



Suspect case-patient/s who resided in the same
village where suspect/confirmed case of NIPAH
were living during the outbreak period and who
died before complete diagnostic specimens coulddied before complete diagnostic specimens could
be collected.

OR
Suspect case-patients who came in direct contact
with confirmed case-patients in a hospital setting
during the outbreak period and who died before
complete diagnostis.



Suspected case who has laboratory
confirmation of Nipah virus infection either
by:

 Nipah virus RNA identified by PCR from
respiratory secretions, urine, or cerebrospinal
fluid.

 Isolation of Nipah virus from respiratory
secretions, urine or cerebrospinal fluid.



A Close contact is defined as a patient or a person who came in contact 
with a Nipah case (confirmed or probable cases) in at least one of the 
following ways. 

 Was admitted simultaneously in a hospital ward/ shared room with a
suspect/confirmed case of NIPAH

 Has had direct close contact with the suspect/confirmed case of NIPAH Has had direct close contact with the suspect/confirmed case of NIPAH
during the illness including during transportation.

 Has had direct close contact with the (deceased) suspect/confirmed
case of NIPAH at a funeral or during burial preparation rituals

 Has touched the blood or body fluids (saliva, urine, vomitus etc.) of a
suspect/confirmed case of NIPAH during their illness

 Has touched the clothes or linens of a suspect/confirmed case of
NIPAH

These contacts need to be followed up for appearance of symptoms of
NiV for the longest incubation period (21 days).





 Laboratory diagnosis of a patient with a clinical
history of NiV can be made during the acute
and convalescent phases of the disease by
using a combination of tests.using a combination of tests.

 Nipah virus is classified internationally as a
biosecurity level (BSL) 4 agent. In India, testing
facility is available at NIV, Pune.

 For Kerala—MCH Calicut, NIV Alappuzha



 Nipah –necrotising vasculitis with 
predeliction especially for brain and  lung .

In the 2018 outbreak,myocarditis was also  In the 2018 outbreak,myocarditis was also 
present in 51% of patients.

 Fibrinoid necrosis in kidneys also observed.



• Treatment - largely supportive consisting of
– Anticonvulsants
– Treatment of secondary infection
– Mechanical ventilation and rehabilitation

• Malaysia outbreak- empiric treatment with ribavirin (broad spectrum• Malaysia outbreak- empiric treatment with ribavirin (broad spectrum
and ability to cross the blood-brain barrier)

• In an open-label trial of ribavirin- a reduction in mortality observed
(54% in control vs 32% treatment) (Chong et al., 2001)
• Malaysia outbreak- Mortality rate: ~ 40%
• Bangladesh and India- Mortality rate ~ 70%
 Greater involvement of respiratory tract in Bangladesh & India

outbreak
 Differences in pathogenicity between Clade 1 [B] and Clade 2 [M]



 Currently there is no known treatment or
vaccine available for either people or animals.
Ribavirin, an antiviral may have a role in
reducing mortality among patients withreducing mortality among patients with
encephalitis caused by Nipah virus disease.

 RIBAVIRIN HAS NO ROLE IN PROPHYLAXIS.







 The outbreak of NiV disease in Kozhikode in 
May 2018 presented as encephalitis, acute 
respiratory distress and myocarditis or 
combinations of these. combinations of these. 

 Ribavirin therapy was tried but no evidence 
for its benefit could be obtained.





 8 Animals were inoculated with a lethal dose of Nipah virus, and a once-
daily intravenous remdesivir treatment was initiated 24 hours later and 
continued for 12 days.

 Mild respiratory signs were observed in two of four treated animals, 
whereas all 4 control animals developed severe respiratory disease signs. 
In contrast to control animals, which all succumbed to the infection, all In contrast to control animals, which all succumbed to the infection, all 
remsdesivir-treated animals survived the lethal challenge, indicating that 
remdesivir represents a promising antiviral treatment for Nipah virus 
infection.

 Remdesivir—was studied against NiV-B: where as Favipiravir tried 
against NiV-M









Suspect Case

h/o Definite 
Contact+Symptoms

Intensive Support Care

Test for NIPAH 
Throat Swab, Blood, 

Urine (CSF if 
available) Continue Intense Supportive Care                                        

After discussion with patient/relatives                             

Continue Intense Supportive Care                                        
Consider MAB/Remdisivir/favipiravir/Ribavirin

After discussion with patient/relatives                             
Treatment plan to be formulated by Institutional Medical Board  

Patients for MAB Yes

Test positive 
Confirmed case

Repeat test after 48 
hours If symptomatic

General Measures

Treatment of Encephalitis

Treatment of ARDS

Treatment of Myocarditis

FAVIPIRAVIR                                                 
1800 mg twice a day for one day followed 
by 800 mg BD for next 13 days may be used.

Administer only on 
compassionate grounds

20mg/kg infusion – 2 doses in 
48 hours

Patients for MAB Yes

No

Immunomodulators to be
considered in case of GCS≤8, rapid
neurological deterioration, CRS
Grade 3 or 4, secondary HLH

REMDESIVIR                                                                       REMDESIVIR                                                                       
200 mg iv followed by 100 mg iv twice a day may be 
used for up to 12 days in case of ARDS/Encephalitis. In 
mild severity 100 mg iv once a day may be used

Ribavirin
2 g stat                                        
1 g 6 hourly for1 to 4 days   
500 mg 6 hourly for 5-10 days

OR

OR

Followed 
by

POST EXPOSURE PROPHYLAXIS

1. Inj Remdesivir 200 mg loading and 100 mg iv
OD for 12 days

OR

2. Favipiravir 1800 mg BD for 1 day followed
by 800 mg BD for next 13 days.

hours If symptomatic







 Sample collection:
 as early as possible (preferably within 4 days)
 with all biosafety precautions
 and accompanied with detailed history of patients on the performa which can

be obtained from the testing laboratory

 During sample collectionDuring sample collection
 wear complete disposable Personal Protective Equipments (N 95 mask,

double surgical gloves, gowns, goggles etc).
 Wash hands with soap and water atleast for 30 seconds and then clean hand

using 1-2 ml alcohol based hand sanitizer before and after collection of
samples

 The samples may be as follows
 Throat swab in viral transport medium
 Urine 10 ml in universal sterile container
 Blood in plain vial (atleast 5ml)
 CSF (atleast 1 ml) in sterile container



 Sample collection should be done only AFTER ADMISSION  
in an appropriately secure isolation facility, and ensuring 
that the staff member doing the collection is using 
adequate PPE

 During sample collection wear complete disposable  During sample collection wear complete disposable 
Personal Protective Equipments (N 95 mask, double surgical 
gloves, gowns, goggles foot cover,  etc). Wash hands with 
soap and water at least for 30 seconds and then clean hand 
using 1-2 ml alcohol based hand sanitizer before and after 
collection of samples.



 Wash hands thoroughly with soap and water 
for 20 seconds after contact with a sick 
patient
Use appropriate mask and gloves during  Use appropriate mask and gloves during 
history- taking, physical examination, sample 
collection and other care-giving to suspected 
Nipah cases

 Follow Standard precautions for infection 
control at hospital settings:



 Hand Hygiene

 Use of PPE

 Use disposable items (NG tube, ET tube, oxygen 
mask) while handling the patient

 Safe waste disposal for potentially infected 
material including used PPE, linen, clothing of 
patient



 Admit all suspect cases to the designated isolation
ward/ facility in the hospital. Once the case is
suspected of NIPAH, attendants should not be
permitted in the ward.

 Segregate all suspect cases of Nipah from all patients Segregate all suspect cases of Nipah from all patients
in the isolation ward/ facility

 Avoid unnecessary contact with suspected Nipah
cases or use barrier nursing

 Any spillage of body fluids in the OP/Ward should be
managed as per Infection control guidelines.

 Immediately report admission of a suspected Nipah
case to State Surveillance Officer and CSU (IDSP)









Doffing (Removal) = Critical Process

Most Provider 
exposures occur 
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during PPE Removal 

(doffing)! 
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• A trained observer shall monitor the doffing
procedure
• Can be used during donning, as well

• “Buddy” (in PPE) watches to prevent

O
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4• “Buddy” (in PPE) watches to prevent
compromises or other procedural breaches

• Any compromise/breach must be reported to
your ICN immediately
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