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13.0 OBJECTIVES 

After studying this unit, you should be able to: 

• Explain the need for capacity-building; and 

• Describe the capacity-building in different sectors. 

13.1 INTRODUCTION 

Capacity-building is defined as “Building abilities, relationships and values 
that will enable organisations, groups and individuals to improve their 
performance and achieve their development objectives”(Richter et al., 2021). 
While it is common for developing nations to be seen as the recipients of 
capacity-building from more developed nations, it is crucial to acknowledge 
the reciprocity of this connection because researchers on both sides from 
developing and developed countrieshave significant information, experience, 
and transferable skills. Co-creation is essential to the process (multiple actors 
including individuals, organisations, and groups involved from both sidesare 
equally empowered and construct paths to attain mutual ends) if the 
advantages of capacity-building are to be felt by all participants. Most skill-
based and practical training required for capacity-building and co-creation 
often entails significant levels of interaction and takes place in person. 

                                                           
*Contributed by: Dr Shyamli Singh, Assistant Professor, Environment Management and 
Climate Change, Indian Institute of Public Administration, New Delhi 
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Recognising the inherent challenges associated with in-person training, the 
current imperative to transcend geographical barriers and environmental 
considerations has led to a pivotal shift in the approach to capacity-building. 
Consequently, there is a growing emphasis on developing virtual methods for 
capacity-building, driven by the constraints on foreign travel and a collective 
commitment to reducing carbon emissions.Online conferences, webinars, live 
streams, and virtual meetings are currently used forms of virtual engagement 
(Richter et al., 2021).  

We will explain the need and significance of capacity-building and training 
and their goals for pandemic preparedness.It is a known fact that 
organisations, groups, and individuals develop talents, connections, and 
values to improve performance and achieve development goals through 
capacity-building. The discussion in this unit focuses on building-capacity in 
RRTs, health professionals, educators, and vaccine-makers, especially in 
developing nations. We will describe, how capacity-building improves 
healthcare professionals' effectiveness and efficiency, and benefits the overall 
healthcare system. In addition, evaluate the implementation of a COVID-19 
management training programme on the Integrated Government Online 
Training (iGOT) portal on the DIKSHA platform of the Ministry of Human 
Resource Development, India. Even, Frontline workers managing the 
pandemic will be the focus of this Unit, This project aims to improve their 
skills and provide them with the expertise to handle this catastrophe. The 
discussion will also include educators. It is to be notedthe role of the 
Instructor is crucial in the epidemic. In this context, the need and significance 
of teacher competency and community involvement will be highlightedin this 
Unit to manage the learning loss. 

13.2 NEED OF CAPACITY-BUILDING 

Capacity-building in pandemics is crucial for several reasons. Firstly, 
pandemics, by their very nature, are unpredictable and often classified as 
black swan events. Therefore, equipping individuals and organisations with 
the necessary skills and knowledge becomes imperative to respond 
effectively to unforeseen challenges. 

Secondly, there are inherent gaps in existing knowledge and preparedness for 
handling pandemics. By investing in capacity-building, we can address these 
gaps, ensuring that healthcare professionals, public health officials, and the 
broader community are well-prepared to face the complexities of a pandemic. 

Moreover, the challenges posed by each pandemic are unique and require 
specific expertise and strategies. Capacity-building allows for the 
development of specialised skills and the dissemination of up-to-date 
information, enabling a more targeted and efficient response to emerging 
threats. 

Additionally, the evolution of pandemic management techniques highlights 
the need for continuous improvement and adaptation. Advancements in 
medical research, technology, and communication methods necessitate 
ongoing training to keep professionals abreast of the latest developments in 
the field. 
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Given the pandemic situation, it is imperative to strengthen the capabilities of 
the current healthcare staff and provide them with the information and skills 
they need to deliver high-quality treatment locally. This is crucial for people 
who live in disadvantaged areas since they have difficulty accessing proper 
care because of limited mobility and high costs. 

The time of COVID-19 is the period when this has never been truer. The 
marginalised groups were most struck when the virus broke out and the entire 
nation was placed under lockdown because they lacked access to basic care 
and transportation (for this treatment). 

The need for capacity-building during pandemics arises from the 
unpredictable nature of these events, existing knowledge gaps, the 
uniqueness of each pandemic, and the evolving landscape of healthcare. 
Investing in capacity-building ensures a more resilient and prepared global 
response to address future pandemics. 

13.3 CAPACITY-BUILDING OF RESPONSE 
RAPID TEAMS 

Rapid Response Teams (RRT) are on the front lines of field research and 
outbreak response. An RRT comprises a point of entry officer, a surveillance 
officer, a clinician, a lab technician, a risk communication officer, and other 
appropriate professionals, such as an animal health officer for zoonosis. The 
necessary knowledge and abilities are a must for RRT to investigate and 
address an outbreak quickly. 

Building RRT capacity is essential for emergency response in the present 
environment, and it is a necessity designed to give the fundamental 
knowledge and understanding required to prevent, detect, and respond to the 
pandemic efficiently (World Health Organization, n.d.). 

13.3.1 Rapid Response Team’s Initiative in the Eastern 
Mediterranean Region: A Case Study 

Initiated by the Global Health Development (GHD) and the Eastern 
Mediterranean Public Health Network (EMPHNET), RRT is a multistage 
collaborative project that aims to close the human resources gap and give 
member states the tools they need to improve their capacity for rapid 
assessment and response to public health emergencies to decrease suffering. 
To assist the nations of the Eastern Mediterranean Region (EMR) in 
efficiently responding to public health crises, including newly emerging 
infectious diseases and other biological hazards under IHR, the 
GHD/EMPHNET developed the RRT programme in 2012. The Field 
Epidemiology Training Programme and the Public Health Empowerment 
Programme graduates, as well as other public health professionals from the 
human and animal health fields, are targeted by the RRT effort to improve 
their alert, investigation, and reaction capacities. It intends to foster internal 
expertise in emergency preparedness and response operations, which will 
strengthen national preparedness and response capacities and promote health 
security on a regional, national, and global stage. RRTs aimed to increase 
connections between public health institutions in the EMR for cross-border 
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investigations of diseases and outbreaks. They also improved outbreak 
investigation, disease surveillance, and public health responses to disasters 
and disease outbreaks in the EMR. 

13.3.2 Rapid Response Team: Capacity-building Approach 

EMPHNET first supported an international training workshop, then provided 
technical help to some nations so they could replicate the training and create 
their rapid response framework to increase the capacity of the member states 
in rapid response and to create strong teams of multi-sectoral rapid response 
specialists (RRT at national and sub-national levels). The international 
workshop was an introduction to RRT training (July 1 to July 5, 2012). It 
served as an introduction training for the shortlisted applicants, enhancing 
their knowledge, abilities, and skills to prepare for joining an RRT. The 
training included 32 participants from 9 EMR countries. The course provided 
the GHD/EMPHNET with a strong opportunity to identify possible future 
regional RRT members as well as 15 to 20 candidates for the replication of 
the RRT course in the respective nations. An advanced RRT course (from 
September 16 to October 4, 2012) was held after this activity, and its target 
audience was prospective regional RRT members. The three-week advanced 
course trained 19 professionals who are excited about conducting fieldwork 
in different settings. 

The RRT training covered data management, report writing, soft skills, 
coordination, surveillance systems, outbreak investigation, biosafety, risk 
assessment, communication, laboratory role, and more. 

The trained RRT members continued to train the national RRTs once the 
regional RRT network had been established and was operating at full 
capacity. The number and make-up of these squads varied depending on the 
requirements of each nation. The EMPHNET sought to offer a platform for 
response at the national and sub-national levels. Epidemiologists, lab 
technicians, and other certified public health officers from the health 
ministries and personnel from the agriculture ministries, including those 
engaged in animal husbandry, veterinary medicine, and disaster management, 
were part of the teams. The goal of educating these national RRTs was to 
facilitate sub-regional trainings that mobilise more people and use resources 
more effectively where they are most needed. 

13.3.3 Achievements 

Both the introductory and advanced courses on RRT training in the EMR 
were successfully conducted by the EMPHNET. Thirty-two students from 9 
nations — Egypt, Afghanistan, Sudan, Iraq, Saudi Arabia, Lebanon, Pakistan, 
Jordan, and Yemen — participated in the introductory course. A pre-test, 
three quizzes, and a post-test were administered by EMPHNET, with class 
averages of 58.7 per cent, 80.3 per cent, and 89.6per cent respectively. Pre- 
and post-test comparisons revealed an average class improvement of 30.9 per 
cent. According to the post-workshop satisfaction survey, the participants 
gave the workshop a high rating of satisfaction. Nearly all the participants —
over 95 per cent strongly concurred that the workshop lived up to their 
expectations. 
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19 participants qualified for the more in-depth and advanced training because 
they achieved at least 72 per cent on the post-test based on the results of the 
basic RRT training course. There were 4 people from Yemen, 3 from 
Afghanistan, 2 each from Lebanon, 2 from Iraq, Pakistan, Jordan, and Sudan, 
and 1 from Saudi Arabia among the 19 people. The evaluation of the three-
week advanced course revealed that the participants had a high level of 
satisfaction. To respond to disease outbreaks in the area and set up 
subsequent RRT training at the national and provincial/governorate levels in 
their respective countries, these courses aimed to develop a highly qualified 
public health RRT. By doing this, the goal of having certified regional and 
national RRTs in the EMR was achieved. 

It has been concluded that the GHD/EMPHNET has created a highly skilled 
public health RRT through the RRT initiative, which can implement 
subsequent RRT training at the national and provincial/governorate levels in 
the EMR countries and help the region respond to unanticipated events. The 
RRTs will need to be continuously involved with the activities of public 
health stakeholders by taking part in different initiatives like outbreak 
investigations or even simulation exercises for this developed capacity to be 
sustained and functional.  

Uganda 

The World Health Organization (WHO), the United States Centers for Disease 
Control and Prevention (CDC), and the Ministry of Health in Uganda have joined 
forces to develop public health emergency management capacity. The main goal of 
training activities is to provide Uganda the tools, direction, and support it needs to 
put up a long-term strategy for strengthening the ability of Rapid Response Teams 
(RRTs) to successfully address any public health outbreaks at the national and sub-
national levels. 

Additionally, the Trained National Trainers (ToTs) will have the knowledge and 
expertise to lead training sessions and develop the ability of Rapid Response Teams 
to respond to public health emergencies quickly and effectively. Over 70 emergency 
responders, including managers, national trainers, and rapid response teams, 
received the two-week training at the Nile Village Hotel in Jinja owing to 
collaboration between the Ministry of Health, WHO, and CDC (Health Care, 2022). 

The WHO provided funding for the training through the French Ministry of Health 
as part of the Rapid Response Teams Training Implementation Package (RRT TIP) 
project, which focuses on rapid deployment and operational response to public 
health emergencies. 

According to WHO, Uganda is the first member state to deploy the Rapid Response 
Team training package, which consists of learning materials created by WHO from 
the viewpoint of a global standard to be implemented by Member States in local 
context to fit their particular needs. 

The ultimate objective of this RRT TIP pilot was to equip the nation with the tools, 
direction, and assistance required to put into action a long-term strategy to increase 
the ability of RRTs to effectively address all public health outbreaks at the sub-
national and national levels. 

In order to guarantee that long-term training plans are in place and surge teams are 
prepared for rapid response teams, the CDC will also keep up its strong 
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collaboration with the Ministry of Health in Uganda and the World Health 
Organization. 

As Uganda experiences several infectious disease outbreaks throughout the nation 
each year, building capacity for multidisciplinary teams at all levels is essential for 
an instant effective and efficient response to prevent the catastrophic effects of 
disease outbreaks. 

Bangladesh 

Bangladesh has built emergency preparation capabilities by training RRT that may 
be employed during any public health disaster caused by influenza or any other 
respiratory disease using the lessons learned from the COVID-19 pandemic. 

Over 200 RRT members in all, including epidemiologists, physicians, lab 
technicians, communication officers, anthropologists, logisticians, psychological 
support specialists, data managers, and environmental experts, have received 
training (World Health Organization, 2022). Responding to the COVID-19 
pandemic has been a real-world exercise in quick reaction for these trainees for more 
than two years. In order to be better equipped to handle upcoming influenza 
outbreaks or other respiratory infections with epidemic or pandemic potential, 
participants had the opportunity to share their experiences and discuss lessons 
learned throughout the RRT trainings. 

A team of epidemiologists and laboratory scientists from the Institute of 
Epidemiology Disease Control and Research (IEDCR) who have first-hand 
experience handling COVID-19, influenza, and other respiratory diseases devised 
and administered the trainings. 

Twelve groups of rapid response personnel successfully completed their training in 
2022 with assistance from the Pandemic Influenza Preparedness Partnership 
Contribution, and they are now prepared for deployment during the subsequent 
public health event caused by influenza or any other respiratory pathogen (World 
Health Organization, 2022). 

Check Your Progress 1 

Note:   i) Use the space given below for your answers. 
 ii) Check your answer with those given at the end of the Unit. 

1) What is the need for capacity-building in pandemic preparedness? 

 ……………………………………………………………………………. 

 ……………………………………………………………………………. 

 ……………………………………………………………………………. 

 ……………………………………………………………………………. 

 ……………………………………………………………………………. 

 ……………………………………………………………………………. 

 ……………………………………………………………………………. 
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2) Discuss the Rapid Response Team’s Initiative for capacity-building in 
the Eastern Mediterranean Region. 

 ……………………………………………………………………………. 

 ……………………………………………………………………………. 

 ……………………………………………………………………………. 

 ……………………………………………………………………………. 

 ……………………………………………………………………………. 

13.4 CAPACITY-BUILDING OF HEALTH 
WORKERS 

Building capacity is essential to the healthcare industry because it improves 
the effectiveness and efficiency of healthcare professionals and the entire 
healthcare system. Therefore, frontline workers (FLWs) and medical experts 
must be informed about new procedures and processes. The sector of 
healthcare is undergoing extraordinary transformation due to the 
advancements in information technology, particularly in the areas of 
Artificial Intelligence (AI) and Machine Learning (ML). Every aspect of 
healthcare has been impacted by these technological advancements and 
inventions, from disease detection, diagnosis, and treatment to healthcare 
administration. Any public health system’s performance depends critically on 
the competency and training of its workforce (Gera A., 2020). Therefore, for 
medical professionals, Frontline Workers (FLWs), and non-profit 
organisations involved in public healthcare, capacity-building has become 
essential and crucial (Wish Foundation, n.d.). Considering the requirement of 
capacity-building, the Government of India has introduced a training 
programme for managing COVID-19. It is called the “Integrated Government 
Online Training” (iGOT) portal and is available on the Digital Infrastructure 
for Knowledge Sharing (DIKSHA) platform of the Ministry of Human 
Resource Development (HRD). The programme aims to address the training 
needs of frontline workers and to increase their capacity to effectively 
manage the pandemic (Press Information Bureau, 2020). Doctors, nurses, 
paramedics, hygiene workers, technicians, Auxiliary Nursing Midwives 
(ANMs), state government officers, civil defence officers, members of 
various police organisations, members of the National Cadet Corps (NCC), 
members of the Nehru Yuva Kendra Sangathan (NYKS), members of the 
National Service Scheme, members of the Indian Red Cross Society, 
members of the Bharat Scouts and Guides, and other volunteers have all been 
given access to iGOT courses. 

Capacity-building of Primary Care Physicians: Working in Remote areas 
of Uttarakhand, India 

One strategy to alter the perception of how India's health care system should 
be developed is to strengthen primary care while also developing the skills of 
medical officers. It’s important to prepare primary health centres during the 
COVID-19 pandemic, which has affected millions of people and caused 
thousands of deaths daily worldwide. This preparation goes beyond just 
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tertiary care systems. PHCs in particular and health systems should be 
strengthened to withstand future pandemics, epidemics, and other calamities 
that continue to plague the nation regularly. Primary and community health 
clinics are the first places people go to for healthcare. 

To strengthen and better equip the Medical Officers and primary care 
physicians of Uttarakhand with the knowledge of current technologies that 
would also contribute to the long-term revitalisation and creation of a 
resilient health system, AIIMS, Rishikesh organised a COVID-19 
preparedness and capacity-building workshop for them. 

This programme aims to better equip Uttarakhand’s medical officers with an 
understanding of basic care, expose them to the idea of family medicine, and 
have them ready to deal with the COVID-19 pandemic. The Chief Medical 
Officers of each district had been informed and made aware of this admirable 
cause. The certificate programme was attended by 30 primary care physicians 
in total (Kumar et al., 2021). A pre-test was given before the lectures, 
discussions, and practical exercises in this session, which was followed by a 
post-test. 

As a result, 40 per cent of the participants were women and 60 per cent of the 
participants were men. 30 per cent of those surveyed had never attended a 
workshop of this nature. However 45 per cent of them, have received no kind 
of practical training previously (Kumar et. al., 2021). Only 10 per cent of 
them had advanced degrees, while the remainder were only MBBS grads 
(undergraduate). For the dependent variable, the Wilcoxon Signed-Ranks 
Test was used because the results were not normally distributed. Between 
pre- and post-test findings, a significant difference (p < 0.05) was discovered. 

Therefore, it has been demonstrated that providing doctors with ongoing 
medical education is a useful strategy for encouraging excellent clinical 
behaviour. The effectiveness of this intervention may be leveraged to create 
and implement more workshops and training sessions to improve the abilities 
and expertise of Primary Care Physicians in contexts with comparable 
physician shortages. 

13.5 CAPACITY-BUILDING OF TEACHERS  

The key players in tackling the regional learning problem and enhancing 
children's academic performance are teachers. The unusual and widespread 
school closures brought on by the COVID-19 pandemic have impacted 43 
million teachers in the Asia-Pacific area (Ministry of Education, n.d.). Budget 
cuts put these educators in danger of losing their employment, and they also 
had to deal with the additional difficulty of teaching remotely while also 
caring about their own and their families' health and welfare. While schools 
were closed, instructors continued to educate in a variety of challenging 
situations, including higher workloads, the need to employ novel 
technologies without the proper training, a lack of resources for online 
education, high levels of physical and emotional stress, and a lack of support. 

The educators will play the most significant role during these challenging 
times. Building teachers’ competence to manage learning loss and involving 
the community and self-help groups is therefore essential. 
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• Additionally, teachers need to receive training in digital forms of 
instruction and evaluation. 

• Following the success of the National Initiative for School Heads' and 
Teachers' Holistic Advancement (NISHTHA) training for elementary 
teachers at the DIKSHA platform, the Ministry of Education (MoE) will 
carry on and include secondary teachers in the training this year. 
Teachers from early childhood care and education(ECCE) through 
elementary grades will also get specialised training in Foundational 
Literacy and Numeracy (FLN). 

• However, it is expected that states and UTs would also carry out their 
own online teacher capacity, building programmes on a variety of topics 
relating to teaching and learning in pandemic times. If a state or union 
territory (UT) does not have a learning management system (LMS) 
platform of their own, they may use the DIKSHA platform for this 
purpose. 

• If necessary, States/UTs could also choose to carry out a brief survey on 
training requirements. 

Mental Health and Psychosocial Support 

Responding to Multiple Emergencies: Building Teachers’ Capacity to 
Provide Mental Health and Psychosocial Support — Before, During, and 
After Crises 

Over 1.5 million people were affected by the cyclones Idai and Kenneth 
which hit Mozambique in only five weeks in March and April 2019 
(UNICEF, 2021). Education services were significantly affected, with 1,380 
schools and 4,189 classrooms partially destroyed or damaged, affecting 
382,717 students and 9,619 instructors besides extensive displacement and 
damage to public and private property. The COVID-19 epidemic afflicted 
about 8 million children, 6.9 million of whom were enrolled in primary 
school. As a result, schools were forced to close for the majority of 2020 
(UNICEF, 2021). Additional closures in July and August 2021 affected more 
than 1 million (14.1% of primary school students) and 36.5 per cent of 
secondary school students (over 500,000). More than 800,000 people have 
been displaced by the conflict in the country's north, at least 400,000 of them 
are children (UNICEF, 2021). 219 (57%) of the 385 schools in Cabo 
Delgado's 9 northern districts were affected by the conflict. In 46 schools, 
104 classrooms — including 5 district offices for education have been 
destroyed or severely damaged. The critical need to integrate mental health 
and psychosocial support (MHPSS) interventions into capacity-building for 
teachers and other duty-bearers has been brought to light by the region's 
ongoing susceptibility to natural catastrophes, regional instability, and the 
COVID-19 pandemic. This is to guarantee that teachers and students in 
provinces experiencing crises have access to the mental health and 
psychosocial help they require before, during, and following emergencies. 

In response, the United Nations International Children's Emergency Fund 
(UNICEF) collaborated to create the MHPSS training handbook alongside 
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Education Cluster partners Save the Children, IsraAID, Right to Play, 
StreetChild, and the United Nations Educational, Scientific and Cultural 
Organisation (UNESCO). By enhancing the fundamental knowledge and 
skills of frontline educators and instructors in emergency contexts, the goal 
was to increase access to mental health and psychosocial assistance for 
primary school students. A practical guide on pedagogical approaches to 
supporting student well-being, such as creating learning environments where 
students feel safe to express themselves, as well as strategies for identifying 
children in need of additional support due to mental health concerns, 
exposure to violence, and/or gender-based violence are all provided in the 
manual for the Ministry of Education and Human Development (MINEDH) 
professionals and school staff. The MINEDH is putting the guidebook into 
practice with assistance from partners Aid for the Development of People for 
People (ADPP) and Finn Church Aid, starting with national focal points and 
working down to provincial and district facilitators. A constant coaching 
method was incorporated into the training process to guarantee quality. To 
pinpoint areas for improvement, this included following up on trainers' 
experiences, assessments, and feedback methods.With the potential to 
incorporate an MHPSS component into national teacher pre-service training, 
UNICEF worked with MINEDH to integrate the handbook into on-the-job 
training for teachers. 

As a result, over 40,000 kids who have been affected by natural disasters, 
armed conflict, and COVID-19 are now receiving psychosocial care because 
oftraining (UNICEF, 2021). To increase their proficiency in providing 
MHPSS services for children, over 7,600 primary teachers have taken part in 
training. 290 pedagogical directors and an additional 67 national, province, 
and district-level focal points were trained on the MHPSS manual (UNICEF, 
2021). Forty districts, provincial, and national focal points have been trained 
in the two newly added modules on gender-based violence (GBV) and 
violence against children (VAC). 

13.6 CAPACITY-BUILDING OF VACCINE 
MANUFACTURERS IN DEVELOPING 
COUNTRIES  

In terms of personnel development, technology transfer, facility construction, 
financial assistance, etc., capacity-building is required for the vaccine 
manufacturers.A wide range of complex conditions will have to be created to 
produce a workforce that is suitable and long-lasting for the production of 
vaccinations. Local expertise in long-term strategic planning, such as multi-
year development and production, management abilities, and an 
understanding of the difficulties associated with vaccine production, will be 
necessary. Beyond financial concerns, the institutional academic and 
technological capabilities, the regulatory environment, the market, IP, the 
capacity to handle risks, and the ability to acquire money must be considered.  

According to a study by the WHO, transferring technology to poor nations 
has expanded vaccine supply, widened access to many vaccinations, and 
driven down vaccine costs (Kumraj, et al., 2022). It is not always economical 
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to establish a local vaccine production facility. Instead of just being a 
commodity, vaccine production should be seen from the perspective of 
national health security. Establishing a vaccination policy for each nation 
may help determine how and when to take local manufacturing into account. 
Technology transfer needs to be supported by a sizable local or regional 
market or by a government commitment to fund it to benefit everyone. 

Capacity-building of DCVM manufacturer: A Case study of the Serum 
Institute of India 

Most places in the world are home to infectious diseases, but in developing 
and impoverished nations, they seem to be more severe. The H5N1 influenza 
virus, which causes avian influenza, has caused outbreaks and has migrated 
from Asia to other continents including Europe, the Middle East, and Africa. 
Significant cases of bird infection have been recorded from India, which has 
also been impacted. It is now obvious that every nation on earth will 
experience an influenza pandemic. The effects can vary across high- and low-
income nations. For example, estimates from different nations suggest that 
fatality rates during the 1918 – 1920 flu pandemic were much lower in 
Europe and North America than in Asia, Sub – Saharan Africa, and Latin 
America. Furthermore, a future influenza pandemic is predicted to kill 62 
million people, with 96 per cent of those deaths happening in underdeveloped 
nations (Jadhav et al., 2010). 

Because of socioeconomic factors, inadequate public health infrastructures, 
and concurrent medical disorders in underdeveloped nations, these 
discrepancies are expected. As a result, a pandemic-related epidemic would 
be extremely severe in underdeveloped nations, and the lack of an effective 
vaccine would make it much worse. The development of vaccines against 
H5N1 subtype viruses is presently underway. However, the bulk of 
production facilities are in Europe or North America since these two 
continents' members have very high vaccination rates for seasonal flu. 
Manufacturers of vaccines are naturally reluctant to invest in manufacturing 
their regular vaccination programmes in underdeveloped nations where there 
is no capacity until the demand for seasonal influenza vaccines grows. 

One of the biggest vaccine producers, Serum Institute of India Ltd. (SIIL), 
has made significant contributions to the nation's ability to produce its own 
Diphtheria, Tetanus and Pertussis (DTP), Measles, Mumps and Rubella 
(MMR), Haemophilusinfluenzae (type-b), Bacilli Calmette-Guerin(BCG), 
and Hepatitis-B vaccines. Because there was no market demand for flu 
vaccinations, SIIL could not carry out a capacity-building exercise. To 
support the WHO's capacity development and stockpiling strategy, SIIL 
chose to work on a pandemic vaccine when the WHO approached it for 
capacity-building. To support the work of developing a pandemic flu vaccine, 
a special team was formed. The activity involved handling seasonal vaccine 
strains, APR8 basic flu virus strains, and finally H5N1 virus. It was possible 
to customise an appropriate system for cultivating, inactivating, and purifying 
viruses such that it could handle any type of influenza virus to create a 
vaccine. To determine dosages, adjuvants, and delivery routes, formulation 
studies of subunit and whole virion (inactivated) vaccines were carried out. 
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According to the findings, whole viral vaccines are more immunogenic than 
subunit vaccines. With aluminium-based adjuvants, a significant 
improvement in the immunogenicity of whole virus vaccination compared to 
sub-unit vaccine. This was in line with other observations on the enhanced 
immunogenicity of the entire virus vaccination adjuvanted with alum. 
Research on adjuvanted H5N1 vaccinations has produced limited evidence 
for dose-sparing or expanded immune responses, which made the use of 
alum-based adjuvants appealing because of the low IP barriers. This led to 
the adoption of the adjuvanted whole virion vaccine and the general 
formulation and adjuvantation process. In a record-breaking 18 to 20 months, 
SIIL could create an inactivated adjuvanted H5N1 whole virus vaccine for 
animal toxicity tests (December 2008). When news of a potential swine flu 
pandemic broke in April or May 2009, WHO asked SIIL to work on an 
H1N1 vaccine. It was expected that a stockpile-only strategy may not be 
sufficient for nations like India, where at least 1.2 billion doses would be 
needed if the entire population had to be inoculated.The SIIL sought to 
acquire technologies that would be easily delivered and highly scalable. The 
WHO, Nobilon, BioDiem, and SIIL successfully came to an agreement 
through which SIIL was granted permission to utilise the cold-adapted virus 
strain for the creation of an intranasal live attenuated influenza vaccine. After 
receiving the cold-adapted strain in August 2009, SIIL quickly created the 
Live Attenuated Influenza Vaccine LAIV) vaccine. Clinical studies for the 
vaccine are underway in PhaseI. SIIL anticipates reaching a production 
capacity of around 50 million doses per year with the existing setup. Using 
in-house technology, an inactivated, alum-adjuvanted whole virion H1N1 
vaccine was also developed based on knowledge gained from the inactivated 
H5N1 vaccine. A vaccine was created for intramuscular injection in July 
2009 after receiving the strain needed to produce an inactivated vaccine. 
Phase-I clinical trials on humans have received regulatory permission, and 
research was scheduled to start in January 2010. A manufacturing capacity of 
around 1.5 million doses per year is what SIIL hopes to achieve (Jadhav et 
al., 2010). After these trials are completed, SIIL will have the manufacturing 
capability to establish itself as a significant producer of both the LAIV and 
Inactivated Influenza Vaccines (IIV) vaccines. This entire endeavour will 
create the groundwork for the manufacturing of seasonal and pandemic flu 
vaccinations that will meet the requirements of both Indians and those 
outside of India who lack access to these immunisations.  

In short, building capacity has been an effective strategy for improving global 
public health by supporting research and development of pandemic influenza 
vaccines. The worldwide distribution of manufacturing capacity will 
undoubtedly become more egalitarian because of such activities. The full 
cooperation of international organisations, including national and 
international regulatory authorities, is also credited with helping this 
programme succeed since it allowed for the quickest possible completion of 
product development for these organisations. The ability to make a vaccine in 
the shortest amount of time can be expanded to any influenza virus strain, 
which has equipped and empowered developing nation vaccine 
manufacturers to handle a pandemic crisis in the future. 
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Check Your Progress 2 

Note:   i) Use the space given below for your answers. 
 ii) Check your answer with those given at the end of the Unit. 

1) How can teachers be trained during pandemic preparedness? 

 ……………………………………………………………………………. 

 ……………………………………………………………………………. 

 ……………………………………………………………………………. 

 ……………………………………………………………………………. 

 ……………………………………………………………………………. 

2) Examine the role of Serum Institute of India Ltd. in capacity-building for 
vaccine manufacturers in developing countries. 

 ……………………………………………………………………………. 

 ……………………………………………………………………………. 

 ……………………………………………………………………………. 

 ……………………………………………………………………………. 

 ……………………………………………………………………………. 

13.7 CONCLUSION 

Capacity-building is defined as “building abilities, relationships and values 
that will enable organisations, groups and individuals to improve their 
performance and achieve their development objectives”. Building capacity is 
essential to the healthcare industry because it improves the effectiveness and 
efficiency of healthcare professionals and the entire healthcare system. In this 
Unit, we have explained the need and significance of capacity-building and 
training and their goals for pandemic preparedness. It is a known fact that 
organisations, groups, and individuals develop talents, connections, and 
values to improve performance and achieve development goals through 
capacity-building. The discussion in this Unit, focused on building-capacity 
in RRTs, health professionals, educators, and vaccine-makers, especially in 
developing nations. We have described, how capacity-building improves 
healthcare professionals' effectiveness and efficiency and benefits the overall 
healthcare system. In addition, evaluated the implementation of a COVID-19 
management training programme on the Integrated Government Online 
Training (iGOT) portal on the DIKSHA platform of the Ministry of Human 
Resource Development, India. Even, Frontline workers managing the 
pandemic have been explained in this Unit, and the discussion has focused on 
educators also. It is to be noted that the role of the Instructor is crucial in the 
epidemic. In this context, the need and significance of teacher competency 
and community involvement have been highlighted. We have explained the 
need and significance of capacity-building and training, and their goals for 
pandemic preparedness. It is a known fact that organisations, groups, and 
individuals develop talents, connections, and values to improve performance 
and achieve development goals through capacity-building. The discussion in 
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this unit, focused on building capacity in RRTs, health professionals, 
educators, and vaccine-makers, especially in developing nations. We have 
described, how capacity-building improves healthcare professionals’ 
effectiveness and efficiency, and benefits the overall healthcare system. In 
addition, evaluate the implementation of a COVID-19 management training 
programme on the Integrated Government Online Training (iGOT) portal on 
the DIKSHA platform of the Ministry of Human Resource Development, 
India. Even, Frontline workers managing the pandemic have been the focus 
of this Unit, This project aimed to improve their skills and provide them with 
the expertise to handle this catastrophe. The discussion also included 
educators. It is to be noted the role of the Instructor is crucial in the epidemic. 
In this context, the need and significance of teacher competency and 
community involvement have been highlighted in this Unit to manage the 
learning loss. 

13.8 GLOSSARY 

Capacity-building : It is described as the process of enhancing the 
knowledge, talents, processes, and resources that 
communities and organisations need to survive, 
adapt, and thrive in a world that is changing 
quickly. 

Primary Health 
Centre 

: It is the fundamental structural and functional 
component of public health services in developing 
nations that provide people with readily available, 
reasonably priced primary healthcare. 

DIKSHA : The Digital Infrastructure for Knowledge Sharing 
(DIKSHA) is a program of the nation, for the 
nation and by the nation to ensure the continuity of 
quality of education. 

Learning 
Management 
System 

 

: 

It is an essential tool in the education sector, a 
learning management system (LMS) is a software 
that serves multiple purposes, including the 
administration, documentation, tracking, reporting, 
automation, and delivery of educational courses, 
training materials, and learning and development 
programmes. The concept of a learning 
management system originated from the 
development of e-Learning. 
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13.10  ANSWERS TO CHECK YOUR PROGRESS 
EXERCISES 

Check Your Progress 1 

1) Your answer should include the following points: 

• For details, refer to Section 13.2 

2) Your answer should include the following points: 

• For details, refer to Sub-section 13.3.1 

Check Your Progress 2 
1) Your answer should include the following points: 

• For details, refer to Section 13.5 

2) Your answer should include the following points: 

• For details, refer to Section 13.6 

 




