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Introduction

In September 1998, the 48" Regional Committee for Africa met in Harare.
Through resolution AFRO/RC48/R2, Member States adopted integrated
disease surveillance as aregiona strategy for early detection and
efficacious response to priority communicable diseases for the African
region.

Communicabl e diseases are the most common causes of death, disability
and illness in the African region. While these diseases present alarge
threat to the well-being of African communities, there are well-known
interventions that are available for controlling and preventing them.
Surveillance data can guide health personnel in the decision making
needed to implement the proper strategies for disease control and lead to
activities for preventing future cases.

Surveillance is a watchful, vigilant approach to information gathering that
serves to improve or maintain the health of the population. A functional
disease surveillance system is essential for defining problems and taking
action. Using epidemiological methods in the service of surveillance
equips district and local health teams to set priorities, plan interventions,
mobilize and allocate resources and predict or provide early detection of
outbreaks.

Depending on the goal of the disease prevertion programme, the
surveillance activity objectives guides programme managers towards
selecting data that would be the most useful to collect and use for making
evidenced-based decisions for public health actions.

A disease control program may want to krow what progress is being made
with its prevention activities. The program collects age and vaccination
statues for cases of vaccine-preventable diseases. |If the program’s goal is
to prevent outbreaks, the surveillance unit can monitor the epidemiol ogy
of a particular disease so that the program can more accurately identify
where the next cases might occur or the populations at highest risk. In
addition, improving laboratory support for disease surveillance is essential
for confirming causes of illness and early detection of outbreaks. Case-
based investigation and laboratory confirmation provide the most precise
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information about where action must be taken to achieve an elimination
target. Monitoring populations at highest risk for a particular disease can
help to predict future outbreaks and focus prevention activities in the areas
where they are most needed.

Too often, however, surveillance data for communicable disease is neither
reported nor analyzed. As aresult, the opportunity to take action with an
appropriate public health response and save livesislost. Even in cases
where adequate information is collected, it is often not available for use at
the local level.

What is integrated disease surveillance?

Experiences with some disease eradication and elimination programs show
that disease control and prevention objectives are successfully met when
resources are dedicated to improving the ability of health officias to
detect the targeted diseases, obtain laboratory confirmation of outbreaks,
and use action thresholds at the district level. Building on these successes,
the World Health Organization (WHO) Regional Office for Africa
(AFRO) proposes a comprehensive strategy for improving communicable
disease surveillance and response through integrated disease surveillance
(IDS) linking community, health facility, district and national levelsin the
African region.

The IDS strategy provides for arationa use of resources for disease
control and prevention. Currently, many intervention programs have their
own disease surveillance systems. Each program has made efforts through
the years to improve its ability to obtain data for developing timely and
reliable information that can be used for action. They involve similar
functions especidly at district and health facility levels. They often use
the same structures, processes and personnel.

In an integrated system:

The digtrict level is the focus for integrating surveillance functions.
This is because the didtrict is the first level in the health system

with full-time staff dedicated to all aspects of public health such as
monitoring health events in the community, mobilizing community
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action, encouraging national assistance and accessing regional
resources to protect the district’s health.

All surveillance activities are coordinated and streamlined. Rather
than using scarce resources to maintain separate vertical activities,
resources are combined to collect information from a single focal
point at each level.

Several activities are combined into one integrated activity and
take advantage of similar surveillance functions, skills, resources
and target populations. For example, surveillance activities for
acute flaccid paralysis (AFP) can address surveillance needs for
neonatal tetanus, measles and other diseases. Thus, health staff
who routinely monitor AFP cases can also review district and
health facility records for information about other priority diseases.

Surveillance focal points at the district, regional and national levels
collaborate with epidemic response committees at each level to
plan relevant public health response actions and actively seek
opportunities for combining resources.

Objectives of integrated disease surveillance

The general overall objective of the IDS strategy is to provide arational
basis for decision making and implementing public health interventions
that are efficacious in responding to priority communicable diseases. To
implement IDS, WHO/AFRO has proposed to countries a system of
simplified tools and response actions. These tools should contribute to
efficient and timely decision-making based on the use of timely
information, selection of appropriate responses and effective use of
available resources for preventing and controlling communicable diseases.

The goa of IDS isto improve the ability of districts to detect and respond
to diseases and conditions that cause high levels of death, illness and
disability in the district’s catchment area. By strengthening skills and
resources for integrated disease surveillance and response, improved
health and well-being for the communities in the district can result.



To that end, integrated disease surveillance seeks to:

Strengthen the capacity of countries to conduct effective
surveillance activities

Integrate multiple surveillance systems so that forms, personnel
and resources can be used more efficiently and effectively
Improve the use of information for decision making

Improve the flow of surveillance information between and within
levels of the health system

Improve laboratory capacity in identification of pathogens and
monitoring of drug sensitivity

Increase the involvement of clinicians in the surveillance system.
Emphasize community participation in detection and response to
public health problems

Strengthen the involvement of |aboratory personnel in
epidemiologic surveillance.



How does information flow in an integrated disease surveillance
system?

An ill person presentsto medical attention. Information about the patient isrecorded in a
register. Theregister isupdated daily to include information for both inpatients and
outpatients. At a minimum, the following data is collected: the patient’s ID number, date of
onset, date of presentation at the facility, date of discharge (inpatient only), village (location),
age, gender, diagnosis, treatment, and outcome (inpatient only).

If the clinician suspects a disease or condition that is targeted for elimination or eradication,
or if the disease has high epidemic potential, the disease is reported immediately to the
designated health staff in the health facility and at the district level. The health facility should
begin a response to the suspected outbreak. At the same time, the district takes stepsto
investigate and confirm the outbreak. The investigation results are used to plan a response
action with the health facility.

Periodically, once a month, weekly, quarterly or annually, the health facility summarizes the
number of cases and deaths for each routinely reported IDS condition and reports the totals to
the district. The health facility performs some analysis of the data such as keeping trend lines
for selected priority diseases or conditions and observing whether certain thresholds are
passed to alert staff to take action. One action that is taken if an outbreak is suspected is to
obtain laboratory confirmation. Laboratory specimens are obtained and the following data is
documented: type of specimen, date obtained, date sent to the lab, condition of specimen when
received in the lab (good or poor), and lab results.

At the district level, data is compiled monthly for each of the IDS conditions. The district
prepares analyses of time, place and characteristics of the patients such as age and gender for
both outpatients and inpatients. These results are sent to either the regional level or the
central level.

The district uses the data to plot graphically the routine surveillance trends and epidemic
curves for IDS conditions. In addition, the district maintains a log of suspected outbreaks
reported by health facilities. This list documents the nature of the potential outbreak, the
number of possible cases, the dates of investigations and actions taken by the district. It also
includes any findings of investigations led by district, regional or national levels.

The district surveillance focal point provides disease-specific data and information to each
disease prevention program.




How can IDS contribute to epidemic preparedness?

When an outbreak of an infectious disease occurs or is detected, thereis
no time to conduct initial training or assemble supplies. All efforts must be
focused on meeting the needs of patients and the community.

Being prepared for an emergency situation can ultimately save lives. In
cases Where epidemic preparedness plans have been in place, timely
detection of outbreaks has been followed by prompt and appropriate
response actions.

Because epidemiologic surveillance collects data for describing and
analyzing health events, it provides skills and information for early
detection of emergency outbreaks leading to enhanced preparedness for
emergency Situations. For example, a district’ s epidemic management
committee can define each level’ s role in outbreak response in advance.
Limited resources are maximized by combining resources for training,
simulations and setting aside adequate supplies of equipment, vaccines,
drugs and supplies.

How are surveillance functions described in these guidelines?

These guidelines assume that all levels of the health system are involved
in conducting surveillance activities for detecting and responding to
priority diseases and conditions and include the following:

Step 1 - Identify cases. Using basic, standard case definitions, identify
priority diseases and conditions.

Step 2 - Report suspected cases or conditions to the next level. If thisis
an epidemic prone disease, or a disease targeted for elimination or
eradication, investigate and respond immediately.

Step 3 - Analyze and interpret data. Compile the data, and analyze it
for trends. Compare information with previous periods and summarize the
results.



Step 4 - Investigate and confirm suspected cases and outbreaks. Take
action to ensure that the case or outbreak is confirmed including
laboratory confirmation wherever it is feasible. Gather evidence about
what may have caused the outbreak and use it to select appropriate control
and prevention strategies.

Step 5 - Respond. Mobilize resources and personnel to implement the
appropriate outbreak or public health response.

Step 6 - Provide feedback. Encourage future cooperation by
communicating with levels that reported outbreaks and cases about the
investigation outcome and success of response efforts.

Step 7 - Evaluate and improve the system. Assess the effectiveness of
the surveillance system, in terms of timeliness, quality of information,
preparedness, thresholds, case management and overall performance.
Take action to correct problems and make improvements.

Thereis arole for each surveillance functions at each level of the health
system.! The levels are defined as follows:

Community: Represented by basic village-level services such as
trained birth attendants, village leaders, school
teachers, and village health workers or smilar care
providers.

Health facility: Defined by each country. For example, for
surveillance purposes, all institutions with
outpatient and in-patient facilities are defined as a
“hedlth facility”

District, region,

or province: The intermediate administrative unit serving a
population of between 100,000 and 300,000 people.
Countries may have two intermediate levels, for
example, the district and the region.

1These guidelines focus on improving surveillance for public facilities. In districts or regions
where reporting from public facilities is of good quality, integrate private and non-governmental
organizations into the system.
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National level: In many countries thisis the federa level where
policies are set and resources are allocated.

Laboratory: In an integrated system, some laboratory services
are available at each level guided by a national level
system of quality assurance and linked to reference
laboratories for specific diseases.

How can districts strengthen surveillance and response?

Most countries have completed an assessment of their surveillance system
using an assessment tool devel oped by WHO/AFRO. Y our country’s
national assessments may have already resulted in specific plans and
activities being carried out. If this has not been done, a district may
update the district’s profile to decide where priority activities can take
place to improve surveillance and response capacity. There is a checklist
in Annex 1 at the end of this introduction that outlines what needs to bein
place in order to conduct IDS.

Districts can aso use a matrix of surveillance functions and skills to
describe their role in the surveillance system. On the following two pages
there is amatrix that describes a complete system in which all the skills
and activitiesarein place. Each level supports activities at other levels
and reinforces the opportunity for successful decisionmaking at
corresponding levels and functions. In a developing system, the matrix
provides a systematic framework for improving and strengthening the
system.

Practical uses of the matrix include:

Ensuring that all necessary functions and capacities have been
identified

Establishing accountability to provide a basis for assigning
functions to appropriate levels and determining what capacities
should be present

Developing activities and training for human resource

devel opment
8



Managing and monitoring programs
Planning for surveillance and laboratory personnel, supplies and
materials.

Moreover, the matrix illustrates several key assumptions about
surveillance systems.

If one or more of the elements at each level is not present or is
being performed poorly, the risk of failure increases for achieving
surveillance and control objectives.

An effective system will be supported at each level from the levels
above and below.

A complete system minimizes any delay in taking public health
actions.

The functions of detection, analysis, investigation, response,
feedback and evaluation are interdependent and should always be
linked.

The matrix on the next two pages defines the surveillance functions and
how they are achieved at each level of the health system.
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What is contained in these guidelines?

This manual contains practical guidelines for use as:
A generd reference for surveillance activities across al levels
A set of definitions for thresholds that trigger some action for
responding to specific diseases
A stand-alone reference for level-specific guidelines
A resource for developing training, supervision and evaluation of
surveillance activities
A guide for improving early detection and preparedness activities
for improved and timely response.

The manual sets forth basic genera guidance on surveillance and
response. Guidelines can be adapted by each country to suit unique
situations and public health objectives and specific information for
diseases targeted by WHO/AFRO.

Who are the guidelines for?

The information and recommendations in this manual are intended for use
by hedlth staff in the surveillance coordination unit at district and health
facilities. Information in these guidelines applies also to:

Surveillance officers

Hospital outbreak coordinators

Nationa epidemiology unit staff

National communicable disease program managers
Digtrict health management teams

Medical and nursing officers, sanitarians, EPl managers
Health facility managers

Public health officers and administrators

Medical and nursing educators

Public health educators

L aboratory personnel

Community

12



Which diseases are to be included?

The WHO-Regional Office suggests 19 communicable diseases and
conditions for integrated disease surveillance to be implemented in the
African region. The diseases are recommended because they fall into one
or more of the following categories:

Are top causes of high morbidity and mortality in the African
Region (for example, malaria, pneumonia, diarrhoeal diseases,
tuberculosis, and HIV/AIDS);

Have epidemic potential (for example, plague, yellow fever and
cholera);

Surveillance required internationally (for example, plague, yellow
fever and cholera);

Have available effective control and prevention interventions for
addressing the public health problem they pose (for example,
schistosomiasis, onchocerciasis, trypanosomiasis, and so on);

Can easily be identified using simple case definitions; and

Have intervention programmes supported by WHO for prevention
and control, eradication or elimination of the diseases (for
example, the Expanded Programme on Immunizations (EPI) and
the Integrated Management of Childhood IlIness Strategy (IMCI).

The list of priority diseases could vary from country to country depending
on the local epidemiological situation. We encourage countries to keep
the list to the minimum possible to ensure that it is manageable by the
system.

Nineteen Recommended Diseases
Epidemic-Prone Diseases

Cholera

Diarrhoea with blood (Shigella)

Measles

Meningitis

Plague

Viral hemorrhagic fevers

Yellow Fever

13



Diseases Targeted for Eradication and Elimination
Acute flaccid paralysis (AFP)/polio
Dracunculiasis

Leprosy

Neonatal tetanus

Other Diseases of Public Health Importance
Pneumonia in children less than 5 years of age
New AIDS cases

Malaria

Onchocerciasis

Sexually transmitted infections (STIs)
Trypanosomiasis

Tuberculosis

How does WHO/AFRO support efforts to strengthen disease
surveillance?

The World Health Organization’s Regional Office for Africa (AFRO)
provides IDS support for every level of the health system, including:

The development of comprehensive technical guidelines for each
level

A framework for adapting guidelines to each level within each
country

Advocacy for resources and resource mobilization, and
Monitoring and detection of diseases across regions and the
continent.
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ANNEX 1 Using assessment results to improve surveillance and
response at the district level

Most countries have assessed their surveillance systems and identified where improvements are
needed. This assessment uses atool developed by WHO/AFRO. It provides results that can be
used to solve problems with resources, the quality and timeliness of information, and how the
information isused. The assessment tool includes an action planning and prioritization step.

IDS is not proposing a new system, but is providing guidance in how surveillance and response
activities can be improved. National assessment results may already have resulted in specific
plans and activities being carried out. If this has not been done, or if districts want to update
their district profiles, a checklist such as the one below can be used to help identify where
districts can select priority activities to improve their surveillance and response capacity.

1 Define the sources of information about health events in the district,
including points of contact the community has with health services. For
example, list the following sources on alist of district reporting sites such
asthelist in Annex 6 of this section:

health facilities and hospitals

community health workers

traditional birth attendants

rural community leaders who have knowledge of health

events in the community (for example, the village elders,

traditional healer, school teacher, leaders of faith-based

communities, etc.)

9 public health officers

9 private sector practitioners

9 public safety officers such asfire, rescue or police
departments

9 others (please describe)

© O oo

2. Identify surveillance focal points for each source. Identify and specify the
opportunities for community involvement in surveillance of health events.

3. Describe how communication about surveillance and response takes place
between the district and the surveillance focal points. Include methods
such as monthly meetings, news etters, telephone calls and so on. Update
the description periodically.

4, Describe the laboratory referral network for confirming priority diseases
and conditions in the district. For example, list the following:
9 Public, private or NGO district facilities with reliable
laboratory services for confirming priority diseases.

15



10.

9 Prevention, control or special surveillance activitiesin the
district with laboratory access (for example, any HIV
sentinel surveillance sitesin the district).

Update the policies of the district epidemic response team so that
assessing preparedness is a routine agenda item of the team. Specify and
disseminate schedules for:

9 Meeting to routinely assess preparedness for response and
discuss current problems or activities
9 Outbreak response meetings

Describe the communication links between the community and health
facilities with the epidemic response committee that can be activated
during an outbreak and for routine activities.

Specify the priority diseases and conditions for surveillance within the
district and those directed by national policy. List diseasesthat are:

9 Epidemic-prone diseases

9 Diseases targeted for eradication and elimination

9 Other diseases of public health importance

For each priority disease or condition selected, state the available public
health response activity.

For each disease or condition that the district can respond to, specify the
target, alert threshold or analysis results that would trigger an action.

For each priority disease or condition, review the minimum data element
that health facilities and other sources should report. State when it should
be reported, to whom, and how. For example:

9 State the information that should be reported from in-
patient sources and outpatient sources. For example, a
minimum requirement would be to report al cases and
deaths for the selected diseases and conditions.

9 State the diseases or conditions that require immediate
reporting and communicate the list to health facilities in the
district.

9 Define the means for reporting data to the district (by
phone, by form, by voice). If thereis electronic reporting,
do all facilities have access to computers and modems?

9 Define how often the required data should reported.

16



11.

12.

13.

14.

15.

16.

Define the data management tools available in the district and how they
should be used in an integrated system

Routine reporting forms

Case-based surveillance reporting forms

Line lists for use in outbreaks of more than 5 cases
Tables for recording summary totals

Graphs for time analysis of data

Maps for place analysis of data

Charts for person analysis of data

© OO wOWoOoo

Define the exact data management requirement for each reporting site.
For example, develop and disseminate a policy and specify the procedures
so that reporting sites know they must each month:

9 Tally, compile and report summary totals
9 Analyze monthly summaries in graphs, tables or maps
9 Provide some interpretation to the district level.

Periodically update the availability of relevant supplies at each reporting
site for conducting surveillance. (Note: If areporting site has capacity for
electronic reporting, is there an electronic format that is compatible with
the methods used at the district, region and national levels? If electronic
reporting is not available, do the focal points who are required to manage
data have areliable supply of paper, coloured pencils, graph paper, log
books?)

Decide if current forms address the priorities of integrated disease
surveillance and response. For example, do current forms provide the
information necessary for detecting problems and signaling a response to
the priority integrated disease surveillance diseases?

Decide if additional indicators will be evaluated and plan how to monitor
and evaluate timeliness and completeness of reporting.

Define methods for informing and supporting health staff in the
implementation of integrated disease surveillance. For example:

9 List the current opportunities for training health staff in
surveillance, response or data management in the district.

9 Coordinate training opportunities between disease
programs that take advantage of overlapping skills between

17



17.

18.

19.

programs such as supervision, report writing, budgeting,
dataanalysis, and using data to set priorities.

Define the training needs for each category of health staff
for either initial training in surveillance and response skills
or refresher training in how to integrate surveillance
activities.

Review and update feedback procedures and methods between the district,
health facilities and community as well as between the district and higher
levels. For example, specify the feedback methods and update as

necessary:

9

9

9

Bulletins summarizing data reported by health facilities to
the district

Periodic meetings to discuss public health problems and
recent activities

Supervisory visits

Gather and present relevant data about your district that can be used to
advocate for additional resources for improving surveillance and response
activities in your district. (Example: Health staff are able to document an
increase in malaria cases, they know that an effective response is available
with insecticide-treated bednets. The district surveillance officer used data
to show the expected reduction in malaria cases if some of the

community’ s bednet cost could be supported by local businesses.)

State three objectives you would like to achieve for improving
surveillance in your district over the next year.
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Section 1
Identify cases of priority diseases and conditions

This section describes how to:

Use standard case definitions for reporting suspected
priority diseases and conditions

Improve district procedures for surveillance and response
Use the laboratory network to confirm suspected
outbreaks.
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1.0 Identify cases of priority diseases and conditions

Cases and suspected outbreaks of priority diseases and conditions may
come to the attention of the health system in several ways. For example:

A patient fallsill and seeks treatment from a health facility

A member of the community reports a single suspected case, a
cluster of deaths or unusual event to the health facility. For
example, a pharmacy reports a sharp increase in the number of
purchases of a particular medication or treatment. The school
reports an increased number of absences due to similar signs and
symptoms.

During active searches to find additional cases for a particular
disease, the surveillance officer identifies cases of other priority
diseases that have not been reported. For example, during areview
of the clinic register for cases of acute flaccid paralysis, the officer
also looks for suspected cases of other vaccine-preventable
diseases, such as meades, neonatal tetanus, meningitis and cholera.

Radio, television or newspapers report rare or unexplained health
events in the area.

An individua hedlth facility reports a cluster of deaths or an
unusual increase the number of cases which may not cross the
health facility’ s action threshold. When the cases are added
together and analyzed at the district with reports from other health
facilities, an outbreak is detected. For example, an individual
health facility reports that there has been an adult with bloody
diarrhoea who dies, the problem appears to be only in that
catchment area. If severa health facilities report a ssimilar event, a
district problem is detected and action can be taken.

Vita events records show an increase in neonatal deaths.
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11

Use standard case definitions

A case definition is a standard set of criteria used to decide if a person has
aparticular disease, or if the case can be considered for reporting and
investigation. Case definitions make use of both clinical and surveillance
criteria. For example:

Clinical case definition: Clinical staff (doctors, nurses, or a
clinical assistant) see a patient with signs and symptoms. A
clinical case definition provides the criteria for identifying
appropriate and potentially life-saving trestment to offer the
patient. Resources permitting, the clinician will ask for a
diagnostic laboratory test to support the diagnosis. Without the
laboratory confirmation, the clinician may not be able to determine
either the cause of or appropriate treatment for the patient’s
condition.

Surveillance case definition: A case definition for surveillanceis
used to:

-- Obtain an accurate detection of all cases of a disease or
condition in a given population
-- Exclude detection of other similar conditions.

Using the same case definition throughout a country’s public
health surveillance system ensures efficient tracking of particular
diseases or conditions. Data can be compared more accurately
from one area to another. When health facilities and districts use
different case definitions, tracking the trend of a particular
infectious disease will be impossible. Health staff who analyze the
data and take action will not know if the trends are due to the
disease under surveillance or to some other cause.
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1.1.1 Review case definitions used by health facilities in the
district.

Take action to ensure that health facility staff know how to use standard
case definitions specified by national policy for reporting priority diseases
and conditions to the district level.

Suggested case definitions for the priority diseases in an integrated disease
surveillance system arein Annex 1 at the end of this section.

Also refer to information about case definitions in the disease specific
recommendations in Section 8 of these guidelines.

1.1.2 Distribute simplified case definitions to the community

Involve the community in plans to improve surveillance and response
proceduresin the district. If the community does not know to notify
health authorities when priority diseases or unusual health events occur,
suspected cases will not be seen at the health facility, and cases will not be
reported.

Community health workers, traditional healers, birth attendants and
community leaders should know how to recognize and report selected
priority diseases to the health facility. They should aso refer people with
the suspected disease or condition to the health facility for treatment.
Provide information to the community about priority diseases on posters,
news etters and announcements during community meetings.

Being prepared to respond effectively to the community reports will
encourage the community to participate in the system.

A list of simplified case definitions for use in community surveillance are
in Annex 2 of this section.
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1.2 Improve district procedures for surveillance and
response

Use national assessment results to plan improved activities based on the
prioritized list. Each year, evaluate the system and modify plans to
address the next priority on the list.

1.2.1 Update the description of the catchment area

Periodically, update information about the catchment area. For example,
make sure you have up-to-date information about:

The size of important target populations in the district such as
children less than 5 years of age, women of childbearing age, all
children and adults from ages 1 through 30, people living in
refugee settlements, youth out of school, and so on.

Major public health activities in the area including public, private,
and NGO immunization activities, clean water projects, family
planning clinics, feeding centers for undernourished children, and
S0 on.

List five to ten current leading public health problems treated in
the district or facility.

1.2.2 Update the list of reporting sites in the district

Identify all of the health facilities in the district required to report
surveillance information to the district level. Record the health facility
and names of staff who are responsible for surveillance activities. Annex
6 of this section is a worksheet that can be used to list the reporting sites
and contact focal person at each site.

When reporting from public facilities is of good quality, add private and
non-governmental sources of information to the routine reporting system.
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1.3 Define laboratories for confirming suspected
outbreaks

There are severa diseasesor conditions with signs and symptoms that are
the same or similar as other diseases or conditions. For example, achild
with fever and rash over the entire body might be diagnosed with measles,
even though there could be several causes for the child's clinical
presentation.

Laboratory testing is a useful tool for public health because it can support
or confirm the diagnosis. Even well-trained, experienced health providers
may be unable at times to make the correct diagnosis. Having laboratory
support for the diagnosis increases the likelihood that the diagnosisis
correct, and that public health action will be efficient and appropriate.
Laboratory confirmation ensures that surveillance data (for example, the
number of measles cases diagnosed according to clinical signs and
symptoms) does not result in unnecessary public health actions (for
example, conducting a mass immunization campaign for measles vaccine
when the cause of the illness is not meades).

Annex 3 at the end of this section contains a rapid reference table for
reguesting, collecting, and shipping specimens for recommended
laboratory tests to confirm priority diseases. Genera information about
interpreting laboratory tests is in the introduction to Annex 3.

1.3.1 Establish communication with the designated
laboratories

Establish or strengthen routine communication with identified |aboratories
that will receive specimens from your health facility or district and
confirm suspected outbreaks. The purpose of this routine contact isto
strengthen procedures between the health facilities in the district who will
be sending specimens and the laboratory that will be receiving them.
Ensure that the procedures for confirming the disease or condition and
reporting the results are clear and can be reliably carried out.
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1.3.2 Identify a district laboratory focal point

A digtrict level focal point should make sure that |aboratory confirmation
procedures are known and followed in the district. The designated staff
person should:

Support the health facility in determining when to take a specimen
for confirming the suspected case

Coordinate with the laboratory, as needed, to identify the correct
specimen for collection and any special concerns or procedures
Collect and package the specimen safely or assist the health facility
in collecting the specimen.

Ensure the safe and reliable transport of the specimen from the
health facility to the district

Receive the laboratory results from the laboratory and report them
promptly to the health facility and national levels.

Take action with the health facility based on the laboratory report.
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ANNEX 2

ANNEX 3

ANNEX 4

ANNEX 5

ANNEX 6

Annexes to Section 1

WHO/AFRO recommended case definitions for reporting suspected
priority diseases or conditions from the health facility to the district

Simplified messages for use in community surveillance

Recommended laboratory tests for confirming priority diseases and
conditions

List of laboratories for confirming priority diseases and conditions

List of district reporting sites
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ANNEX 2 WHO/AFRO recommended case definitions for reporting
suspected priority diseases or conditions from the health
facility to the district

WHO/AFRO recommends that health facilities use the following surveillance case definitions
for reporting suspected cases of priority diseases and conditionsto the district level. Please refer
to the disease- specific guidelines in Section 8 for additional information about specific case

definitions.

Cholera

Any person 5 years of age or more who develops severe
dehydration or dies from acute watery diarrhoea

Diarrhoea with blood
(Shigella)

Any person with diarrhoea and visible blood in the stool.

Measles

Any person with fever and maculopapular (non-vesicular)
generalized rash and cough, coryza or conjunctivitis (red
eyes) or any person in whom a clinician suspects measles.
A measles death is a death occurring within 30 days of
onset of the rash.

Meningitis

Any person with sudden onset of fever (>38.5EC rectal or
38.0EC axillary) and one of the following signs: neck
stiffness, altered consciousness or other meningeal signs.

Plague

Any person with sudden onset of fever, chills, headache,
severe malaise, prostration, and very painful swelling of
lymph nodes, or cough with blood-stained sputum, chest
pain, and difficulty in breathing.

Viral hemorrhagic fevers

Any person with severe illness, fever, and at least one of
the following signs: bloody stools, vomiting blood, or
unexplained bleeding from gums, nose, vagina, skin or
eyes.

Yellow fever

Acute flaccid paralysis (AFP)/polio

Any person with sudden onset of high fever (>39EC rectal

or 38EC axillary), followed by jaundice within two weeks of
onset of first symptoms.

Any child less than 15 years of age with AFP or a person of
any age in whom the clinician suspects polio.

Dracunculiasis

Any person with a history of skin lesion and emergence of
Guinea worm within one year of the skin lesion.
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Leprosy

Any person with clinical signs (as defined by the national
program) of leprosy with or without bacteriological
diagnostic confirmation and requiring chemotherapy
(excluding patients released from treatment).

Neonatal tetanus

Any newborn with a normal ability to suck or cry during the
first two days of life, and who, between 3 and 28 days of
age, cannot suck normally and becomes still or has
convulsions or both.

Other diseases of public health importance

Diarrhoea in children
less than 5 years of
age

Diarrhoea with some dehydration:

Any child less than 5 years of age with diarrhoea and two or more of the
following:

- restless or irritable

- sunken eyes

- drinks eagerly, thirsty

- skin pinch goes back slowly

Diarrhoea with severe dehydration

Any child less than 5 years of age with diarrhoea and two or more of the
following:

- lethargic or unconscious

- sunken eyes

- not able to drink or drinking poorly

- skin pinch goes back very slowly

Pneumoniain
children less than 5
years of age

Pneumonia

Any child aged 2 months up to 5 years of age with cough or difficult breathing

and

- breathing 50 breaths or more per minute in an infant 2 months up to 2
year

- breathing 40 breaths or more per minute for a child aged 1 to 5 years

(Infants less than 2 months with fast breathing 60 breaths or more per minute are referred for
serious bacterial infection.)

Severe Pneumonia

Any child age 2 months up to 5 years with cough or difficult breathing, and
with any general danger sign, or chest indrawing, or stridor in a calm child.
General danger signs are: unable to drink or breast-feed, vomits everything,
convulsions, lethargy or unconsciousness.

New AIDS case s

Any person who meets the AIDS case definition adopted by national policy.
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Malaria

Uncomplicated malaria
Any person with fever or fever with headache, back pain, chills, sweats,
myalgia, nausea and vomiting diagnosed clinically as malaria.

Confirmed uncomplicated malaria

Any person with fever or fever with headache, back pain, chills, sweats,
myalgia, nausea and vomiting and with laboratory confirmation of diagnosis by
malaria blood film or other diagnostic test for malaria parasites.

Malaria with severe anaemia

Any child 2 months up to 5 years with malaria and, if an outpatient, with
severe palmar pallor, or if an inpatient, with a laboratory test confirming severe
anaemia.

Severe malaria
Any person hospitalized with a primary diagnosis of malaria and confirmed by
a positive blood smear or other diagnostic test for malaria.

Onchocerciasis

In an endemic area, any person with fibrous nodules in subcutaneous tissues.

Sexually transmitted
infections (STls)

Genital ulcer syndrome (non-vesicular)

any male with an ulcer on the penis, scrotum, or rectum, with or without
inguinal adenopathy, or any female with ulcer on labia, vagina, or rectum, with
or without inguinal adenopathy.

Urethral discharge syndrome
any male with urethral discharge with or without dysuria

Trypanosomiasis

Early stage trypanosomiasis

Any person with a painful chancre that originates as a papule and then
evolves into a nodule at the fly bite site. There may be fever, intense
headache, insomnia, painless lymphadenopathy, anaemia, local edema and
rash.

Late stage trypanosomiasis
Cachexia, somnolence, and central nervous system signs

Tuberculosis

Smear-positive pulmonary tuberculosis
Any patient with cough for 3 weeks or more and:

- at least 2 sputum specimens positive for acid-fast bacilli by
microscopy, or

- 1 sputum specimen smear positive for acid-fast bacilli and
radiographic abnormalities consistent with active pulmonary
tuberculosis as determined by the treating medical officer, or

- one sputum specimen smear positive for acid-fast bacilli and one
sputum specimen culture positive for acid-fast bacilli.
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ANNEX 3 Simplified messages for use in community surveillance

Inform community health workers, traditional healers, birth attendants, health workers who
conduct outreach activities in hard-to-reach areas, and community leaders about the priority
diseases and conditions under surveillance in your area. Use simplified messages such as the
following to help the community to recognize when a person with these signs should be referred

to the hedlth facility.

Simplified community messages

Acute flaccid paralysis

Any acute paralytic disease

Acute watery diarrhoea

Any person with 3 or more loose stools within the last
24 hours and a danger sign or dehydration.

Cholera

Any person 5 years of age or more with lots of watery
diarrhoea

Diarrhoea with blood

Any person with diarrhoea and visible blood in the
stool

Malaria

Any person who has an illness with high fever and a
danger sign

(Danger signs are lethargy, unconsciousness, vomits
everything, convulsions, and in children less than 5,
unable to drink or breast-feed)

Measles

Any person with fever and rash

Meningitis

Any person with fever and neck stiffness

Neonatal tetanus

Any newborn who is normal at birth, and then after 2
days, becomes unable to suck or feed.

Plague Any person with painful swelling under the arms or in
the groin area. In an area known to have plague, any
person with cough, chest pain and fever.

Pneumonia Any child less than 5 years of age with cough and

fast breathing or difficulty in breathing.

Tuberculosis

Any person with cough for 3 weeks or more

Viral hemorrhagic fevers

Any person who has an unexplained illness with fever
and bleeding or who died after an unexplained severe
illness with fever and bleeding

Yellow fever

Any person with fever and yellowing in the white past
of the eyes or yellowing of the skin
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ANNEX 4 Recommended laboratory tests for confirming priority
diseases and conditions

Confirming diagnoses of infectious diseases is essential. The laboratory results are used to:

C Accurately diagnose illness in an individual patient, and
C Verify the cause (or etiology) of a suspected outbreak.

Laboratory specimens should arrive in the laboratory in good condition. Thisis to ensure that
processing provides reliable results. Specimens should be collected safely, stored in appropriate
media, and kept within a specific temperature range. Minimize delays between collection of the
specimen and processing it at the laboratory.

Many factors can affect the reliability of interpretation of alaboratory test report. For example,
results are difficult to interpret when:

C A serum specimen has been collected inappropriately and becomes hemolyzed.

C There has been a delay in transportation or refrigeration resulting in bacterial overgrowth
in the collected specimen.

C The storage mediais not adequate causing reduced viability of the suspected organism or
antibody.

C The specimens are not plated on the appropriate media or reagents are out-of-date.

A positive result for serum IgM or vira isolation taken from any site (blood, serum, urine,
cerebral spina fluid (CSF) or tissue) usually confirms a suspected condition. In situations when
anegative result is received for testing of serum IgM or vira isolation, repeating the laboratory
test may be indicated. Implementing public health measures even before the laboratory
confirmation is complete may be necessary.

The reference chart on the following pages lists recommended laboratory tests for confirming
priority diseases and conditions. The table contains information about:

the diagnostic test for confirming the disease or condition
the specimen to be collected

when to collect the specimen

how to prepare, store and ship it

when to expect the results

sources for additional information.

DO OO OO

The chart is intended to be used as a rapid reference chart. Use the information when suspected
priority diseases or conditions are reported from the health facility or when a suspected outbreak
isreported. Refer to the disease specific guidelines in Section 8 for additional information about
confirming outbreaks of priority diseases and conditions.

33



Acute flaccid paralysis
(Suspected polio)

REFERENCE:

WHO global action plan for
laboratory containment of wild
polio viruses. WHO/V&B/99.32,
Geneva, 1999

Manual for the virological
investigation of polio
WHO/EPI/GEN/97.01
Geneva, 1997

Isolation of polio virus from stool

Stool

Note: If no
specimen is
collected, re-
evaluate patient
after 60 days to
confirm clinical
diagnosis of polio
(AFP).

Collect a sample from every
suspected AFP case.

Collect the first specimen when
the case is investigated.

Collect a second specimen on
the same patient 24 to 48 hours
later.

Specimens for laboratory confirmation for priority diseases at the district level

C Place stool in clean, leak-proof
container and label clearly.

C Immediately place in
refrigerator or cold box not
used for storing vaccines or
other medicines.

C  Ship specimens so they will
arrive at designated polio
laboratory within 72 hours of
collection

C When there is a delay, and
specimen will not be shipped
within 72 hours, freeze
specimen at -20°C or colder.
Then ship frozen specimen with
dry ice or cold packs also
frozen at -20°C or colder.

Preliminary test results are usually
available 14-28 days after receipt of
specimen by the laboratory.

If wild polio virus is detected, the
national programme will plan
appropriate actions

Cholera

REFERENCE:

“Laboratory Methods for the
Diagnosis of Epidemic
Dysentery and Cholera”.
CDC/WHO, 1999

CDC, Atlanta, GA, USA

Isolate V. cholerae from stool
culture and determine O1
serotype using polyvalent
antisera for V. cholerae O1.

If desired, confirm identification
with Inaba and Ogawa antisera.

If specimen is not serotypable,
consider, V. cholerae 0139 (see
note in Results column).

Liquid stool or
rectal swab

Collect stool sample from the
first suspected choleracase. If
more than one suspected case,
collect until specimens have
been collected from 5 to 10
cases. Collect stool from
patients fitting the case
definition and:

C onset within last 5 days,
and

C before antibiotics
treatment has started

Do not delay treament of
dehydrated patients.
Specimens may be collected
after rehydration (ORS or IV
therapy) has begun.

C Place specimen (stool or rectal
swab) in a clean, leakproof
container and transport to lab
within 2 hours.

C If more than 2- hour delay is
expected, place stool-soaked
swab into Cary-Blair transport
medium.

If Cary-Blair transport medium is
not available and specimen will not
reach the lab within 2 hours:

C Store at 4°Cto 8°C

C Do not allow specimen to dry.
Add small amount of 0.85%
NaCl if necessary.

C To ship, transport in well
marked, leakproof container

C Transport container in cold box
at 4°C to 8°C

Cholera tests may not be routinely
performed in all laboratories.

Culture results usually take 2 to 4
days after specimen arrives at the
laboratory.

Cary-Blair transport medium is stable
and usually good for at least one year
after preparation. It does not require
refrigeration if kept sterile and in
properly sealed container. If color
changes (medium turns yellow) or
shrinks (depressed meniscus), do not
use the medium.

The 0139 serotype has not been
reported in Africa and only if a few
places in southwest Asia.

Serological determination of Ogawa
or Inaba is not clinically required. Itis
also not required if polyvalent antisera
results are clearly positive.




Diarrhoea with blood

(Shigella dysenteriae
type 1) and other shigellae

Note: SD1 infections are
epidemic-prone and associated
with high levels of antibiotic
resistance. SD1 is the most
significant of the shigellae due
to the high levels of mortality in
the young and elderly and due
to its association with hemolytic
uremic syndrome (HUS).

REFERENCE:

“Laboratory Methods for the
Diagnosis of Epidemic
Dysentery and Cholera”.
CDC/WHO, 1999

CDC, Atlanta, GA, USA

plate Shigella dysenteriae type 1
(SD1) in culture to confirm
shigella outbreak.

If SD1 is confirmed, perform
antibiotic sensitivity tests with
appropriate drugs.

Stool or rectal
swab.

pllect sample when an outbreak
is suspected. Collect stool from
5-10 patients who have bloody
diarrhoea and:

Onset within last 4 days,
and

Before antibiotic treatment
has started.

Preferably, collect stool in a
clean, dry container. Do not
contaminate with urine.
Sample stool with a swab,
selecting portions of the
specimen with blood or mucus.

If stool can not be collected,
obtain a rectal swab sample
with a clean, cotton swab.

Place stool swab or rectal swab
in Cary-Blair transport medium.
Ship to laboratory refrigerated.

If Cary-Blair not available, send
sample to lab within 2 hours in
a clean, dry container with a
tightly-fitting cap. Specimens
not preserved in Cary-Blair will
have significant reduction of
shigellae after 24 hours.

If storage is required, hold
specimens at 4°C to 8°C, do not
freeze.

Culture results are usually
available 2 to 4 days after receipt by
the laboratory.

SD1 isolates should be characterized
by antibiotic susceptibility.

After confirmation of an initial 5-10
cases in an outbreak, sample only a
small number of cases until the
outbreak ends.

Refer to disease specific guidelines in
Section 8 for additional information
about the epidemic potential of
Shigella dysenteriae 1

Dracunculiasis

Routine laboratory confirmation for surveillance is not required.

HIV

REFERENCE

Guidelines for Second
Generation HIV Surveillance,
WHO and UNAIDS, 2000
WHO/CDC/CSR/EDC/2000.5

ELISA for HIV
or

Refer to national HIV/AIDS
program guidelines for
recommended diagnostic test in
your area.

Serum

Obtain specimens according to
national HIV/AIDS program
strategy for clinical or
epidemiological sampling.

Use universal precautions to
minimize exposure to sharps and
any body fluid.

For ELISA:
Collect 10 ml of venous blood.

C Letclot retract for 30 to 60
minutes at room temperature or
centrifuge to separate serum
from red blood cells.

C Aseptically pour off serum into
sterile, screw capped tubes.

C store serum at 4°C.

C Ship serum samples using
appropriate packaging to
prevent breakage or leakage.

HIV testing is highly regulated with
strict controls on release of
information. Results are usually
available wthin one week from arrival
in the laboratory.
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Leprosy

Routine laboratory confirmation for surveillance is not required.

Malaria

REFERENCE:
“Basic Laboratory Methods in

C Presence of malarial
parasites in blood films for
suspected cases admitted
to inpatient facility

C Hematocrit or hemoglobin

Blood

Usually finger-
stick sample

Finger stick or
other accepted

For blood smear: prepare
blood film for all suspected
cases admitted to inpatient
facility, or according to national
malaria case management
guidelines

For hematocrit or hemoglobin:

For blood smear:

Collect blood directly onto correctly
cleaned and labeled microscope slides
and prepare thick and thin smears.

C Allow smears to dry thoroughly.

C Stain using the appropriate stain and
technique.
C store stained and thoroughly dried

slides at room temperature out of
direct sunlight.

Thick and thin smear results can be
available the same day as preparation.

Microscopic examination of malarial
slides may also reveal the presence of
other blood-borne parasites.

Medical Parasitology” WHO, for suspected malaria in methqd for In the inpatient setting_, pe_zrform
Geneva, 1991 . collecting blood |a laboratory test confirming
children 2 months to 5 from young severe anaemia For hematocrit or hemoglobin:
years in age. children Collect specimen according to
instructions in national guidelines.
Measles Presence of IgM antibodies to | Serum Collect blood samples on 5 C For children, collect 1 to 5 ml of The specimen should arrive at the
measles virus in serum. suspected measles cases venous blood depending on size of | laboratory within 3 days of being
when the number of cases child. Collect into a test tube, collected.
exceeds the measles outbreak . . .
threshold (usually more than 5 capillary tube or microtainer. Results are usually available after 7
cases in a district in a month). |C Separate blood cells from serum: days.
— Let clot retract for 30 to 60
In countries with an elimination minutes at room temperature. If as few as 2 our of 5 suspected
target: Centrifuge at 2000 rpm for 10-20 measles cases are laboratory confirmed,
C Collect specimen from minutes and pour off serum into a the outbreak is confirmed.
every suspected case of clean glass tube. _ _ ) )
measles — Ifno centrifuge, put sample in Avoid shaking of specimen before serum
refrigerator overnight (4 to 6 hours) | has been collected.
. until clot retracts. Pour off serum the
¢ Collect serum for antibody next morning. To prevent bacterial overgrowth, ensure
testing at first opportunity or|  _|f no centrifuge and no that the serum is poured into a clean
first visit to the health refrigerator, let blood sit at an angle | glass test tube. The test tube does not
facility. for at least 60 minutes (without need to be sterile, just clean.
shaking or being driven in a vehicle).
REFERENCE: Pour off serum into a clean tube. Transport the serum in an EPI hand

WHO Guidelines for Epidemic
Preparedness and Response to
Measles Outbreaks
WHO/CDS/CSR/ISR/99.1

C Store serum at 4°C.

C Ship serum samples using
appropriate pac kaging to prevent
breaking or leaks during shipment.

vaccine carrier at 4EC to 8EC to prevent
bacterial overgrowth (up to 7 days). If
not refrigerated, serum stored in a clean
tube will be good for at least 3 days.
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Meningitis

REFERENCE:

“Laboratory Methods for the
Diagnosis of Meningitis
Caused by Neisseria
meningitis, Streptococcus
pneumoniae and Haemophilus
influenzae”.

WHO document
WHO/CDS/EDC/99.7

WHO, Geneva

Microscopic examination of Cerebral spinal

CSF for Gram negative fluid (CSF)
diplococci

Culture and isolation of N.

meningitis from CSF Note: CSF is

the specimen
of choice for
culture and
microscopic
exam. If CSF
not available,
collect blood
(10 ml adults,
1-5 ml for
children) for
culture.

Collect specimens from 5 to
10 cases once the alert or
action threshold (see
“Meningitis” in Section 8) has
been reached.

Prepare the patient and aseptically
collect CSF into sterile test tubes
with tops.

Immediately place 1 ml of CSF into a
pre-warmed bottle of trans-isolate
medium.

Incubate at body temperature (36EC
to 37EC).

Never refrigerate specimens that will
be cultured.

Keep CSF for microscopic exam and
chemistry in the original syringe
(replace cap). Refrigerate the
capped syringe and send it to the
laboratory as soon as possible.

Isolation of Nausari meningitis, a
fastidious organism, is expensive, and
difficult. It requires excellent
techniques for specimen collection and
handling and expensive media and
antisera.

Initial specimens in an outbreak or for
singly occurring isolates of N.
meningitis should be serotyped and an
antibiogram performed to ensure
appropriate treatment.

Trans Isolate medium (TI) is stable. If
properly stored at refrigerator
temperature (4EC) it can be kept for up
to two years after preparation. In the
refrigerator, the liquid phase turns
gelatinous but reliquifies at room
temperature. Unused Tl bottles should
be kept tightly sealed. If there is any
color change (yellowing or clouding of
the liquid medium) or obvious drying or
shrinkage of the agar slant, the
medium should not be used.

Neonatal tetanus

Laboratory confirmation is not required.

Onchocerciasis

Routine laboratory confirmation for surveillance is not required.
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Plague

REFERENCE:

“Plague Manual: Epidemiology,
Distribution, Surveillance and
Control”. WHO/CDS/EDC/99.2
WHO, Geneva, 1999

“Laboratory Manual of Plague
Diagnostic tests”. CDC/WHO
publication, 2000, Atlanta, GA

Isolation of Yersinia pest s Aspirate of C Collect specimen from the
from bubo aspirate or from buboes, blood, first suspected plague
culture of blood, CSF or CSF, sputum, case. If more than one
sputum. tracheal washes suspected case, collect
or autopsy until specimens have
materials for been collected on 5 to 10
culture suspected cases before
the administration of
antibiotics.
C  With buboes, a small
amount of sterile saline
(1-2 ml) may be injected
into the bubo to obtain an
adequate specimen
Identification of antibodies to | Blood for C I antibiotics have been

the Y. pestis F1 antigen from
serum.

serological tests

started, plague can be
confirmed by
seroconversion (4-fold or
greater rise in titer) to the
F1 antigen by passive
hemaglutination using
pared sera. Serum
should be drawn within 5
days of onset then again
after 2-3 weeks.

C Specimens should be collected
using aseptic tec hniques.
Materials for culture should be
sent to the laboratory in Cary Blair
transport media or frozen
(preferably with dry ice (frozen
CO,). Unpreserved specimens
should reach the laboratory the
same day.

C Liquid specimens (aspirates)
should be absorbedwith a sterile
cotton swab and placed into Cary-
Blair transport medium.
Refrigerate.

C If transport will require 24 or more
hours and Cary Blair transport is
not available, freeze the specimen
and transport it frozen with cool
packs.

Cultures should only be sent to a
laboratory with known plague
diagnostic capabilities or to a WHO
Collaborating Center for Plague.

Plague culture results will take a
minimum of 3 to 5 working days from
reception in the laboratory.

Antibiotic treatment should be
initiated before culture results are
obtained.

Plague patients seroconvert to the F1
Y .pestis antigen 7-10 days after
onset.

Sexually transmitted
infections (STIs)

Routine laboratory confirmation for surveillance is not required.

Trypanosomiasis

Routine laboratory confirmation for surveillance is not required.

Tuberculosis

(Smear positive pulmonary
tuberculosis)

REFERENCE:

Laboratory Services in
Tuberculosis Control, Parts I, Il
and Ill. WHO publications
WHO/TB/98.258

Presence of acid fast bacillus
(AFB) in Ziehl Neelsen (ZN)
stained smears

Deep-chest
sputum

Collect sputum (not saliva) for
direct smear microscopy and
examine at least two stained
specimens taken on different
days.

Smear should be examined at health
facility where the specimen is taken.

TB microscopy is read daily.
Quantification of observed
mycobacteria are reported using
various reporting methods. Refer to
the criteria used by the examining
laboratory.
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Viral hemorrhagic fevers

REFERENCES:

Infection Control for Viral
Hemorrhagic Fevers in the
African Health Care Setting
WHO/EMC/ESR/98.2

Viral Infections of Humans;
Epidemiology and Control.
1989. Evans, A.S. (ed).
Plenum Medical Book
Company, New York

Presence of IgM antibodies
against Ebola, Marburg,
CCHF, Lassa or Dengue
fever

or

Presence of Ebola in post-
mortum skin necropsy

For ELISA:
Whole blood,
serum or plasma

For PCR:

Whole blood or
blood clot,
serum/plasma or
tissue

For
immunohistoche
mistry: Skin or
tissue specimens
from fatal cases.

Collect specimen from the first
suspected case.

If more than one suspected
case, collect until specimens
have been collected from 5
to10 suspected cases.

HANDLE AND TRANSPORT
SPECIMENS FROM SUSPECTED VHF
PATIENTS WITH EXTREME CAUTION.
WEAR PROTECTIVE CLOTHING AND
USE BARRIER PRECAUTIONS.

For ELISA or PCR:

C Refrigerate serum or clot

C Freeze (-20C or colder) tissue
specimens for virus isolation

For Immunohistochemistry:

C  Fix skin snip specimen in formalin.
Specimen can be stored up to 6
weeks. The specimen is not
infectious once it is in formalin.

C Store at room temperature

C Formalin-fixed specimens may be
shipped at room temperature.

Diagnostic services for VHF are not
routinely available. Advance
arrangements are usually required for
VHF diagnostic services. Contact the
appropriate National authority or
WHO.

Yellow fever

REFERENCES:

District guidelines for Yellow
Fever Surveillance,
WHO/GPVI/EPI/98.09

Yellow Fever. 1998.
WHO/EPI/Gen/98.11

ELISA for the presence of
yellow fever IgM antibodies

Serum

Collect specimen from the first
suspected case of yellow
fever. If more than 1
suspected case, collect until
specimens have been
collected from 5 to 10
suspected cases.

C Collect 10 ml of venous blood from
adults, 1-5 ml from children. In a
standard glass test tube, capillary
tube or microtainer.

C Separate blood cells from serum:

- Let clot retract for 30 to 60
minutes at room temperature.
Centrifuge at 2000 rpm for 10-
20 minutes and pour off serum
into a clean glass tube.

- If no centrifuge, put sample in
refrigerator overnight (4 to 6
hours) until clot retracts. Pour
off serum the next morning.

- If no centrifuge and no
refrigerator, let blood sit at an
angle for at least 60 minutes
(without shaking or being
driven in a vehicle. Pour off
serum into a clean tube.

C Store serum at 4°C.

C Ship serum samples using
appropriate packaging to prevent
breaking or leaks during shipment.

The specimen should arrive at the
laboratory within 3 days of being
collected.

Avoid shaking of specimen before
serum has been collected.

To prevent bacterial overgrowth,
ensure that the serum is poured into a
clean glass test tube. The test tube
does not need to be sterile — just
clean.

Transport the serum in an EPI hand
vaccine carrier at 4EC-8EC to prevent
bacterial overgrowth (up to 7 days). If
not refrigerated, serum stored in a
clean tube will be good for at least 3
days.
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ANNEX 5 List of laboratories for confirming priority diseases and
conditions

Periodically update the list of laboratories or those specified by the national level for confirming
priority diseasesin your district. Also record whom to contact for assistance.

Name of disease

Available laboratory tests

Name, address, and phone number for
laboratory
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ANNEX 6 List of district reporting sites

Record information for contacting the health staff who provide information to the district related
to surveillance and outbreak detection. For example, include community health workers, trained
birth attendants, village leaders and public safety officials.

Name of health facility Address or location Designated focal Telephone or
or point of patient of facility or person for facsimile number (or
contact with health point of contact surveillance and other
service response contact information

such as e-mail)
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Section 2
Report priority diseases and conditions

This section describes how to:

Decide how often to report priority diseases and
conditions

Record information in clinic registers or patient
charts

Use standard methods for reporting diseases
Improve routine reporting practices
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2.0 Report priority diseases and conditions

Ensuring reliable reporting of surveillance data throughout the system is
important so thet program managers, surveillance officers and other health
care staff can use the information to:

2.1

Identify problems and plan appropriate responses
Take action in atimely way
Monitor disease trends in the area

Know how often to report priority diseases and
conditions

National policy determines whether the data from the districts and health
facilities are reported immediately, weekly, monthly, or quarterly. The
recommendations abou when to report will depend on specific disease
control activities in your country or district.

These guidelines recommend two kinds of reporting:

I mmediate reporting: Report information about an individual case
when an epidemic-prone disease is suspected and requires
immediate notification. Also report case-based information for
diseases targeted for elimination or eradication or when an action
threshold is crossed.

Note: Some epidemic-prone diseases may have specific reporting
requirements depending on national policy. For example, leprosy
isreported quarterly. Meningitis cases and deaths should be
reported weekly.

Routine summary reporting: Routinely report the total number of
cases and deaths seen in a given period (for example, monthly or
weekly). Thesetotals are analyzed and the results used to monitor
progress toward disease reduction targets, measure achievements
of disease prevention activities in the district, and identify hidden
outbreaks or problems so that early action can be taken.
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The following list suggests when to report a suspected outbreak and

monthly summary reporting:

Name of disease When to report a suspected outbreak
For these diseases, a single suspected case is a C Report case-based information immediately to
suspected outbreak: the district as soon as an outbreak is
. . suspected
Acute flaccid paralysis (AFP) P
Cholera I
Dracunculiasis - Make the |n|_tt|)a|1I replort r:Jy fastest
Measles (elimination) means possible (te epnhone,
Neonatal tetanus facsimile, E-mail, radiophone)
Plague Foll ith . ;
Viral hemorrhagic fever - ollow up with a writien report o
vYellow fever the case-based information
recorded on a form
C  Report summary information monthly. Enter
“zero” when no cases were suspected or
confirmed during the reporting period.
For these diseases, report a suspected outbreak C Report suspected measles outbreak when 5
when the threshold is crossed: or more cases are suspected in one month.
Mgﬁisrlleisti(snon-el|m|nat|on) C  Report suspected meningitis outbreak when
9 the alert threshold is crossed. (See Section 8
for specific guidance on alert and action
thresholds for meningitis.)
For these diseases, report monthly summaries of |C  Health facilities report summary totals to the
cases and deaths to the next level district. District reports summary totals to the
. . L rovincial, regional or central level.
Diarrhoea with severe dehydration in P g
children < 5 years of age b | d action thresholds f
Diarrhoea with some dehydration in ¢ 0 sgrye gert an acFlon thres _O s for
children < 5 years of age specific diseases during analysis of monthly
Bloody Diarrhoea summary reports.
Leprosy (report quarterly)
Malaria
New AIDS cases
Pneumonia in children <5 years of age
Severe pneumonia in children <5 years
Sexually transmitted infections (STls)
TB (report quarterly)
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2.2 Record information in clinic registers or patient charts

Each district or health facility has its own procedures for recording the
patient’ s diagnosis.

For immediately notifiable diseases, contact the district immediately and
provide information about the patient. As afollowup, complete a case-
based reporting form and send it to the district.

To collect daily summaries, aclinician, nurse, or clinical assistant records
the diagnosis in the ward register. Other staff such as a nurse or records
clerk visits the ward daily to tally the cases and deaths for each diagnosis.
Each month, the daily totals are summarized and reported to the district
level asrequired. Another method is when the clinician records the
patient’s diagnosis in a patient record. Other health staff review the charts
and tally cases and deaths which are then used to compile weekly or
monthly summaries.

To ensure that cases of priority diseases and conditions are recorded
correctly:

Take stepsto ensure that al health staff know the standard case
definitions recommended by national policy. Establish or modify
existing procedures so that all health staff will be able to apply the
standard case definitions in detecting or suspecting cases or
outbreaks.

Highlight with staff those diseases or conditions that require
immediate reporting for case-based surveillance. For example, all
the health staff should be aware of the epidemic-prone disease for
which one case is a suspected outbreak requiring immediate action.

Depending on the recommendations for a specific priority disease
or condition, as soon as an epidemic-prone disease is suspected,
ask the patient about additional cases in the home, work place or
community.
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|dentify the focal person at the health facility who will be
responsible for tracking priority diseases and reporting them as
required. If the disease is one that requires immediate reporting,
specify how the information should be reported to the district level
through the fastest means possible. For the district, specify how
the district should notify the regional or national levels. Use
facsimile, telephone, electronic mail, telegrams, personal
messages, or other rapid communication methods.

Identify sources in the community who will be able to report suspected
cases of priority diseasesto the health facility. Examples of community
sources include:

-- Pharmacists

-- School teachers

-- Private clinics

-- Village leaders

-- Religious leaders

-- Traditiona heders

-- Trained birth attendants or other community health workers.

Provide the community sources with information about the priority
diseases you are interested in monitoring through surveillance.
Give enough information about the disease so that the community
source can refer cases to the health facility, or notify the health
facility when unusua or unexplained health events occur in the
community.

Please refer to the list of simplified messages for community surveillance
in the Annex to Section 1.

2.3 Use standard methods for reporting priority
diseases

In an integrated system, streamlining reporting allows for data to be
reported efficiently by using a minimum number of forms and reporting
contacts. Rather than requiring health facilities to provide reports using
several forms for different disease control and prevention programs, data
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about the priority diseases can be reported on asingle form. Case-based
information can be reported first verbaly. Then written information is
provided on a case reporting form. Summary data is reported on monthly
summary reporting forms.

2.3.1 Report immediately reportable diseases or unusual
events promptly

When an immediately reportable disease or outbreak of any priority
disease is suspected, report the patient’ s locating information,
immunization history, date of onset of symptoms, and other relevant risk
factorsto the next level. The verbal or written notification should reach
the district within 24 hours from when the case was first seen by the health
facility.

Also report immediately any unusual health event reported by the
community such as alarge number of deaths with fever that did not
respond to usual treatment for causes of fever in the area. Report
information about the health event verbally by telephone or radiophone.
Or, use an electronic method such as E-mail or facsmile. Prompt
reporting is required for certain diseases because action can be taken to
control the wider transmission of the disease and prevent additional cases
from occurring.

2.3.2 Report case-based information on a form

After the initial verbal report is made, complete a case-based surveillance
form. If averba report cannot be made, the case reporting form may be
the first contact that the district receives about the case. An example of
the form and instructions for completing it are in Annex 8 at the end of
this section. Adapt the generic case reporting form provided at the end of
this section, or compare these criteria to the form you aready use to
ensure that there are places for recording important information about the
case including:

The patient’s name. If neonatal tetanus is reported, also record the
name of the mother
Patient’ s date of birth, if known, or the age of the patient
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Patient’ s locating information (address, village, neighborhood)
How to contact the patient or the parents of the patient if more
information is needed

Patient’ s gender

The date the patient was seen at the health facility and the date the
case was reported to the district

Date of onset of the disease (refer to disease specific guidelines for
signs and symptoms that define onset of the disease)

If you are reporting a suspected case of a vaccine preventable
disease, describe the patient’ s immunization history (and aso for
the mother if neonatal tetanus is suspected)

Patient’ s status at the time of the report (if an inpatient, report final
outcome as living or deceased)

Provide the date of the report.

The health staff person who completes the form should record his or her
name and the date the form was sent to the district. Make two additiona
copies of the form by photocopy, carbon copy or by hand. Submit the
original to the district. Keep one copy at the health facility. Use the
second copy as a laboratory transmittal dlip if alaboratory specimen is
taken. Send the copy of the case-based form with the specimen to the
laboratory.

Refer to Annex 4 or the disease specific guidelinesin Section 8 for
information about which laboratory tests to request.

2.3.3 Report summary data routinely

Each month, the health facility calculates the total number of cases and
deaths due to priority diseases and conditions seen in the health facility.
Separate totals are calculated for outpatient cases and inpatient cases. The
summary totals are recorded on a form and sent to the district level.

The district aggregates the totals from all the health facilities who reported

and reports district summary totals to the provincial, regional or central
level.

50



2.4 Improve routine reporting practices

In some health facilities, more than one person may be responsible for
recording information about patients seen in the facility. For example, the
clinician records the patient’ s name and diagnosisin a clinic register.

Later in the day, a nurse tallies the number of cases and deaths seen in an
outpatient service. The ward nurse tallies the number of hospitalized
cases. Each month, arecords clerk or statistician calculates summaries for
all the diseases and records them in a standard form.

2.4.1 Review the flow of information in the health facility
Make sure that:

Clinicians record information in the clinic register using the
recommended case definition so that health staff who tally the
cases at the end of the day can reliably record the required
diagnoses on the tally sheet.

Clinicians, ward nurses or other responsible staff should complete
the case form while the patient is still present.

Records clerks or statisticians have summary forms that contain
spaces for recording cases and deaths due to the priority diseases
according to the standard case definitions.

Records clerks know how to compl ete the summary forms.

Health staff review the monthly totals and provide comments on
the forms about results seen in monthly analysis. (See Section
3.0).

Health staff record the totals on a recommended monthly summary
reporting form.

Note: In the sample monthly summary reporting forms at the end of this
section, there is space for recording observations about the data that health
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professionals at the health facility and district observe either during
routine analysis or when they complete the form each month.

2.4.2 Submit zero-reporting when no cases of immediately
reportable diseases are diagnosed

If no cases of an immediately reportabl e disease have been diagnosed
during the month, record a zero (0) on the reporting form for that disease.
If the space is left blank, the staff who receive the report will not know
why there is a blank space.

Submit a zero for each immediately reportable disease even if no cases
were detected during the month. Thiswill tell the staff at the next level
that a complete report has been submitted by the health facility or district.

2.4.3 Useline lists and summary reporting during outbreaks
When a limited number of cases of a single disease occur during a
specified period of time, report the information about each case on an

individual case reporting form.

If more than 5 to 10 cases occur in a specified time, use aline list instead
of individual case reporting forms to record and report the cases weekly.

When alarge number of cases occur in a single suspected outbreak, report
summary totals of cases and deaths each week.

How to conduct routine analysis of surveillance datais described in
Section 3.0.

Indicators for monitoring timeliness of immediately reportable diseases
arein Section 7.0.

Monitoring timeliness of reporting suspected outbreaks isin Section 7.0.
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ANNEX 7

ANNEX 8

ANNEX 9

ANNEX 10

ANNEX 11

ANNEX 12

ANNEX 13

ANNEX 14

Annexes to Section 2

Maintaining clinic registers for recording priority diseases and conditions
Case-based surveillance reporting form (sample)

Line list for reporting case-based information when several cases occur
during a short period: health facility to districts

Monthly summary reporting form for in-patient cases and desths: health
facility to district

Monthly summary reporting form for district out-patient and in-patient
cases and deaths: district to next level

Leprosy quarterly report form
Tuberculosis quarterly report form

Managing public health surveillance data
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ANNEX 7 Maintaining clinic registers for recording priority diseases
and conditions

Each health facility should maintain registers for recording cases of priority diseases and
conditions seen in the health facility. At a minimum, the clinic register should have spaces for
recording the following information:

D

The patient’ s name and age

C The patient’s diagnosis. This is mainly important for reporting summary information.
Use IMCI diagnosis for diarrhoea with dehydration and for pneumonia in children less
than 5 years of age.

C The patient’ s status if an inpatient

C The date the patient was seen.

Some registers include spaces also for recording:

The patient’ s gender

Treatments

Laboratory results, if case was confirmed with laboratory specimen
Other notes relevant to patient’s disease, treatment or outcome.

DO O O O

55



ANNEX 8 Case-based surveillance reporting form

WHO/AFRO recommends a generic case-based reporting form that can be used to report written
information about individual cases of priority diseases recommended for case-based surveillance.
These include:

Epidemic-prone diseases (cholera, diarrhoea with blood*, measles, meningitis, plague,
vira hemorrhagic fevers and yellow fever)

* Not every case of bloody diarrhoea is reported. Report diarrhoea with blood when an outbreak is

suspected either because there has been an adult death in a patient who had diarrhoea with blood,
or when a threshold has been reached that prompts reporting. Please see disease specific
guidelinesin Section 8 for guidance on when to report a suspected outbreak of Shigella.

Diseases targeted for eradication or elimination (polio (AFP), Dracunculiasis, and
neonatal tetanus.) Leprosy is reported quarterly.

Other diseases recommended by national policy for case-based surveillance.

If the health facility suspects a disease or condition in one of the above categories, health facility
staff should contact the district immediately by telephone, facsimile, e-mail or other prompt
communication. Send the form as a follow-up to the verbal report.

The sample form on the next page has two sections. The top half is where information is
recorded about the individual case. It provides information that can be used to plan a more
detailed case investigation. The bottom half of the form is a laboratory transmittal dip. It
contains spaces where laboratory results and information about the timeliness of the laboratory
testing should be recorded. After the health facility or district staff complete the top part of the
form, a copy of it can be made and included with the specimen, if a specimen has been collected,
when it is sent to the laboratory.

56



Reporting Hedlth Facility Reporting District

Generic Reporting Form — from Health Facility/Health Worker to District Health Team

AFP Cholera Diarrheawith Dracunculiasis Neonatd Meades Meningitis Plague Viral Yelow
Blood/Shigella Tetanus Hemorrhagic Fever Fever Other
/ /

Received form at national level

Name(s) of Date of Age:
Patient: Birth: / / (rpos years months days
unknown) (If <12months)  (NNT only)
Patient’s Residence: Village/Neighborhood Sex: M=Mae F=Female
District of
Town/City: residence; U=Urban R=Rural

Urban/Rural

L ocating I nformation:

If applicable, Name of mother and father
if neonate or child

For cases of Meades, NT (TT in mother), Yellow Fever, and Meningitis:

Date Seen at Health Facility: / / Number of vaccine dosesreceived 9=unknown
Date Health Facility For Measles, TT, Y~ documented by card. For Meningitis, by history.
Notified District: / /
Dates of Onset: / / Date of last vaccination: / /
(Meades, Neonatal Tetanus (TT in mother), Y ellow Fever, and Meningitisonly)
Blank variable #1 In/Out patient : 1=In-patient Outcome 1=Alive
2=0ut-patient 2=Dead

Blank variable #2

9=unknown

Final Classification: 1=Confirmed
2=Probable/Compatible
3=Discarded
4=Suspected

Person Completing Name:
Form Signature: Date Sent Form to District: / /
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If Lab Specimen Collected

For Health Facility: If |ab specimen is collected, complete the following information. And send a copy of thisformto the lab
with the specimen.

Date of specimen collection: / / Specimen source: Stool Blood CSF
Date Specimen sent to lab: / / Other

For the Lab: Complete this section and return the form to district team and clinician

Date lab specimen: / / Specimen Condition: Adequate Not adequate
Disease/ Type of test Results (P=pending) Disease/ Typeof Results
Condition Condition test
Cholera Culture + - P Yellow Fever IgM + - P

Direct Exam + - P Measles IgM + - P
Meningitis Method used for Direct Rubella IgM + - P VirusDetection
N. meningitidis Culture + - P RVF IgM + - P + - P
S. pneumonia Culture + - P Ebola IgM + - P + - P
H. influenza Culture + - P CCHF IgM + - P + - P
N. meningitidis Latex + - P Lassa IgM + - P + - P
S. pneumonia Latex + - P Marburg IgM + - P + - P
H. influenza Latex + - P
ShigellaDysenteriae Culture SDtypel Other shig No shig
Plague Culture + - P

IFA>1: 64 + - P

Other lab results:
Date lab sent resultsto district: / /
Name of lab sending results: Other pending tests:
Date lab results sent to

Date district received lab results: / / clinician by district: / /

NOTE: District isresponsiblefor ensuring lab results get to clinicians. Failureto do so will under mine cooper ation with clinicians on reporting of
casesin thefuture
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Instructionsfor completing the Generic Case Reporting Form

For the health facility:

1.

2.

3.

Complete the name of the health facility submitting the case-based reporting form.

Record the name of the district that is receiving the report.

Tick the box at the top of the form to indicate which disease is being reported. If the
disease or condition is not stated, or its cause is unknown, write the name of the disease
or condition (or “unknown”) in the blank marked “Other”.

For thedistrict:

4.

5.

If unique identification numbers are used to record cases reported to the district, record
the identification number (ID number) in the blank for “ID number”.

When the report is received at the district, record the date it was received. |If averbal
report was made, report the date of the verbal report.

For the health facility:

6.

10.

11.

12.

Record the name of the patient. For a neonatal tetanus case, record the name of the
mother.

Record the patient’s age, if it is known, or the patient’s date of birth

Record information about the patient’s residence. Include the name of the village or
neighborhood that the patient lives in. Include the name of the district that the patient
livesin also.

Record information about how to contact the patient or the patient’s parents for use at a
later time when additional information about the patient’s illness may be needed.

Record “M” for Mde, and “F’ for Femae.

Record the date the patient was seen at the health facility and the date the health facility
reported the disease or condition to the district. (The form should be a followup to
prompt verbal reporting.)

Record the date of onset of the disease, if known.
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13.

14.

15.

16.

17.

For vaccine preventable diseases, such as AFP, neonatal tetanus, measles, meningitis and
yellow fever, obtain an immunization history for the patient. Record the date of the last
immunization dose for the reported illness. Decide if the dose was more than 15 days
ago. If the immunization was received within the last 15 days, there may not have been
an immunization response. Do not count doses that were received within the last 15

days.

For meningitis, record if there is a history of vaccination during a mass campaign.

For neonatal tetanus, record the number of lifetime doses of tetanus toxoid the
mother received up to 15 days before the delivery.

Report whether the patient was an outpatient or inpatient at the time the case was
reported.

Record whether the patient was living or deceased at the time the report was made. If the
patient’s illness is reported, and the patient later dies, inform the district. The district can
change the status on the form.

When the investigation of the case is complete, record “confirmed” or “discarded” in the
item “Final Classification”. When the case is first suspected, record “suspected” as the
Final Classification.

The health facility staff member who completes the form should sign his or her name and
also the date the form was sent to the district.

If thereisno laboratory specimen collected, the form is complete.

If a laboratory specimen is taken, send a copy of the form to the laboratory with each
specimen.

18.

19.

Record the date the specimen was collected in the box labeled “If lab specimen
collected”. Also record the date the specimen was sent to the laboratory.

Circle what type of specimen was collected (blood, CSF, stool).

When the specimen arrives at the laboratory:

20. Record the date the laboratory received the specimen. Also record the condition of the

specimen.  See Annex 3 in Section 1 for information about ensuring the quality of
specimens. |If the specimen arrives in poor condition, inform the health facility promptly
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to let them know a useful laboratory result is not going to be possible. They may decide
to send another specimen. Give guidance in ensuring the specimen arrives in adequate

condition.

21. Record the results of the laboratory testing according to the prompts on the bottom part of
the form.

22. Record the date the results were given (verbally or in writing) to the health facility and/or
the district. If it is nationa policy that results are given to the district, the district will

inform the health facility.

At thedistrict:

23.  Send a complete case reporting form to the nationa level for data entry and analysis.
Also send the laboratory results.
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ANNEX 9  Generic Line List — for Reporting from Health Facility to District and for Use During Outbreaks
Health Facility: Date received at District:
District: Disease/Condition:
ID Number
(O)ut /
(Assigned at the (Dn Village or Town and Neighborhood Date seen at Date of
district level only) Patient Name Sex Age** hedlth facility | onset of
001,002, etc. disease
@
@)
©)
4
©)
(6)
@)

- If district sends specimen to the lab, use ID number as well (PPP-DDD-Y'Y-00x format) to identity lab specimen

- If health facility sends lab specimen to lab without passing through the district, then the name (only) will be the lab specimen identifier

NOTE: -If more than 100 cases occur in aweek (e.g. for measles, cholera, etc.) at a health facility, line listing of casesis not required, record jus the total number of cases

** Agein yearsif more than 12 months, otherwise write age in months (e.g. 9m)

If previously reported cases die, update the status by completing a new row with “died” in the status column and “update record” in the Comments column.
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Generic Line List (Continued)

Lab Tests
Number of Specimen taken Outcome
doses of vaccine | Blank variable Blank variable (Yes/No) Lab results (A)live Comments
(Exclude doses If yes, date collected (D)ead
given within 14d
of onset)

@

@

©)

4

®)

(6)

)
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ANNEX 10 Monthly surveillance report form for out-patient cases and in-
patient cases and deaths (health facility to district level)

Health Fecility District Province
Y ear Month Record below the total number of cases and total number of deaths for each disease/condition.
Report these totalsto the next level. Complete the column for the current month for all disease/conditions.
Out-Patient In-Patient
Cases Cases Deaths

) Uncomplicatec
<
Malaria<5 years Sovae
. Uncomplicatec
M >
aaria>5years Sovere

In-Patient Malaria with severe anemia(<5 years)

Uncomplicated Malaria <5 years, lab-confirmed

Uncomplicated Maaria 5+ years|ab-confirmed

Pneumonia (<5 years)

Severe Pneumonia (< 5 years)

Diarrhoea with some dehydration (<5 years)

Diarrhoea with severe dehydration (<5 years)

New AIDS cases

Male Urethral Discharge

MaleNon-vesicular Genital Ulcer

Femae Non-vesicular Genital Ulcer

Diarrhoea with blood

Number of sitesthat reported ontime
Number of Out -patient sites that are supposed to report Number of sites the reported late

Zeroreporting for immediately-reported, case-based disease/conditions:
Total cases previously reported thismonth on caseformsor linelists

AFP Measles Plague
Cholera Meningitis Yellow Fever
Dracunculiasis Neonatal Tetanus Vira Hemorrhagic Fever

NOTE: Officia counts of immediately notified cases come only from case forms or line lists. The counts from the zero-reporting boxes are not
official counts.

Analysis, inter pretations, comments, and recommendations on both out-patient and in-patient data

Other information:

Look at thetrendsin the District Analysis Book. Comments on observed trends? Abnormal increasein cases, deaths, or casefatality
ratios? Lack of decrease of previousincreasing trends? Improving trends?

Conclusions, actionstaken, and recommendations:

Sent Date: Received Date:
Report Person: Report Person:

- Some dehydration, severe dehydration, pneumonia, and severe pneumoniaare defined according to WHO Integrated Management of Childhood Infections (IMCI)
definitions. TB and Leprosy data reported quarterly on separate forms.



ANNEX 11 Monthly surveillance summary report form for out-patient
cases and in-patient cases and deaths (district to next level)

Year Month District Province
Record below the total number of cases and total number of deaths for each disease/condition. Report
these totals to the next level. Complete the column for the current month for all disease/conditions

Out-Patient In-Patient
Cases Cases Deaths
. Uncomplicatec
Malaria<5 years Sovare
. Uncomplicatec
Malaria>5 years Sovare

In-Patient Malaria with severe anemia(<5 years)

Uncomplicated Malaria <5 years, lab-confirmed

Uncomplicated Malaria 5+ yearslab-confirmed

Pneumonia (<5 years)

Severe Pneumonia (< 5 years)

Diarrhoea with some dehydration (<5 years)

Diarrhoea with severe dehydration (<5 years)

New AIDS cases

Male Urethral Discharge

MaleNon-vesicular Genital Ulcer

Female Non-vesicular Genitd Ulcer

Diarrhoea with blood

Number of sitesthat reported on time
Number of Out -patient sites that are supposed to report Number of sites the reported late

Zeroreporting for immediately-reported, case-based disease/conditions:
Total cases previously reported thismonth on caseformsor linelists

AFP Measles Plague
Cholera Meningitis Yellow Fever
Dracunculiasis Neonatal Tetanus Viral Hemorrhagic Fever

NOTE: Officia counts of immediately notified cases come only from case forms or line lists. The counts from the zero-reporting boxes are not
official counts.

Analysis, inter pretations, comments, and recommendations on both out-patient and in-patient data

Other information:

Look at thetrendsin the District Analysis Book. Comments on observed trends? Abnormal increasein cases, deaths, or case fatality
ratios? Lack of decrease of previousincreasing trends? | mproving trends?

Conclusions, actions taken, and recommendations:

Sent Date: Received Date:
Report Person: Report Person:

- Some dehydration, severe dehydration, pneumonia, and severe pneumoniaare defined according to WHO Integrated Management of Childhood Infections (IMCI)
definitions. TB and Leprosy datareported quarterly on separate forms. Update District Analysis Book if receive late reports from health facilities. If late reports are
received from health facilities from previous months, send a separate sheet to the next level updating numbers.



ANNEX 12 Tuberculosis quarterly report form

Y ear Quarter
Health Facility District Province
Case Natifications Number
Pulmonary- Smear + New case
Pulmonary - Smear + Relapse Age of new pulmonary smear+ cases
Pulmonary - Smear Negative M F Total
Pulmonary- Smear not done/unknown 0-14
Extra-pulmonary 15-24
Total 25-34
35-44
Category of Re-treatment cases Number 45-54
Relapses 55-64
Failures 65+
Re-treatment after interruption Total
Total

Cohort Analysisdone on patientsregistered in same quarter in the previous year

; New pulm Re-rx smear +
Smear conversion
smear + (at 3 months) Treatment results gne‘g’affm sRn(?e:aXH
(at 2 months)
New sputum + :
converted by 2-3 Total registered
months Total evaluated
New sputum + '
evaluated with Smear negative atend of
sputum by end of 3" treatment (cured)
month Completed treatment, but smear
not done at end of treatment
Died
Failure
Interrupted treatment
Transferred out

Analysis, inter pretations, comments, and recommendations

Other information:

Comments on observed trends? Abnormal increasein cases ? lack of decrease of previousincreasing trends?
Improving trends?

Conclusions, actionstaken, and recommendations:

Sent Date: Received Date:
Report Report
Person: Person:




ANNEX 13 Leprosy quarterly report form
Y ear Quarter
Health Facility District
Province
Category Indicators Clinical form of leprosy

Multibacillary Paucibacillary

Total

Total casesunder
treatment during
the quarter

Total cases being treated (or about to
immediately start treatment) during
the quarter

In-coming cases

Total new cases never treated

seen during the (=detection)
quarter 0-14 years
15+ years

New cases with < 2" degree
disability

Relapse, defaulter, or transferred

Casesthat left Died
program during Treatment finished
this quarter

Transferred

Lost to follow-up (at least 1 year
without treatment

Tota

Casesin program
at the last day of
the quarter

Total (=cases at the beginning plus
new cases during the quarter minus
cases that | eft the program)

Analysis, inter pretations, comments, and recommendations

Other information:

Comments on observed trends? Abnormal increase in cases? lack of decrease of previousincreasing trends?

Improving trends?

Conclusions, actionstaken, and recommendations:

Sent Date: Received Date:

Report Report

Person: Person:




ANNEX 14 Managing public health surveillance data

Effective public health activities, including public health surveillance, depend on atrusting
relationship between the public health workers and the public they are trying to assist.

The following are obligations of public health workers including epidemiologists:

C

Protect the confidentiality and privacy of the community

Privacy is the right of patients to choose what information they will release about
themselves and to whom.

Confidentiality is the obligation of public hedth workers to keep information about
individuals restricted only to those persons who absolutely need it for the hedth of the
community. Patients have the right to know why they are providing information, to refuse
to provide information, and to expect that information will be handled as confidential.

Information, even when it does not include names, can still be used to identify persons and
lead to discrimination or other consequences against individuals and, therefore, must be
protected. In many countries and districts, even afew pieces of information that may seem
to be unimportant can be used unintentionally to identify the patient. Additionaly,
consideration will be given to how to protect patients from identification while still
allowing the public heath system to trace contacts or outbreaks when required. A good
information system will have thought carefully about what information is essential for
public health action.

Informed Consent

Make sure that information is used only for the purposes for which it was intended.
Information for surveillance is not expected by the community to be used for research
purposes. There may be national or institutional laws that specify what the uses should be
and when additional consent from the patient is needed. The public health worker respects
these laws.

Maintaining professionalism and the public trust

To perform public health functions, including surveillance, it is essential that there is public
support. Trust is an expression of confidence that public health workers will be fair,
reliable, ethical, and competent.
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Section 3
Analyze data

This section describes how to:

Recelve, handle and store data reported from other
levels

Analyze data by time, place and person

Draw conclusions based on the analysis results
Compare anaysis results with thresholds for
public health action.
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3.0 Analyze data

Analyzing trends of disease cases and deaths over time has many benefits.
The analysis provides key information for:

|dentifying trends and taking prompt public health action
Identifying causes of problems and their most appropriate solutions
Evaluating the quality of public health programsin the district over
the medium- and long-term.

Analysis of survelllance data emphasizes two important outcomes:

During an acute outbreak of a disease or condition, the information
that results from data analysis leads to the identification of the
most appropriate and timely control actions. The actions are taken
immediately to limit the outbreak and prevent further cases from
occurring.

Disease rates change over time. Some of these changes occur
regularly and can be predicted such as an increase of malaria cases
during the rainy season. Analysis and use of the trendsin
summary data over time provides information for improving
district public health activities that target diseases such as malaria,
tuberculosis, HIV/AIDS and vaccine preventable diseases. These
are diseases that can account for up to 80% of the deaths due to the
priority diseases and conditions. Many of the deaths are in
children less than 5 years of age.

This section focuses on the analysis of data at the district level.
However, the steps can be applied to data at the health facility level.

| deally, do some data analysis at each level where data are
collected.
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3.1 Receive data from health facilities

The district team receives two types of surveillance data from reporting
sites, such as health facilities, in the district:

Case-based or other information from suspected cases of
immediately reportable diseases

Monthly summary totals of cases and deaths for the priority
diseases.

WHO/AFRO recommends that:

Reports of suspected cases for immediately reportable diseases be
received by the district within 48 hours of the case being seen at
the headlth facility.

Monthly reports of summary data should be received on time.

Note: When an outbreak is suspected, cases and deaths should be
reported and graphed weekly. In meningitis-belt countries, weekly
reporting of immediately reportable meningitis casesis
recommended.

When written reports are received, review case-based reporting formsto
seeif any essential information is missing.

If reports are not being received at al, or if they are consistently late,
contact or visit the health facility to find out what has caused the problem.
Work with the staff at the reporting health facility to help find a solution
that could be implemented for improving reporting.

Note: Make sure that health staff who record, report or store data

understand the need for privacy and confidentiality. Please see Annex 14
for guidance in managing public health surveillance data.
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3.2 Prepare to analyze data by time, place, and
person

In order to detect outbreaks, follow their course, and monitor public
health activities, health staff need to know:

How many cases occurred

Where the cases occurred

When the cases occurred

The population most affected

Risk factors that contributed to transmission of the disease

This information comes from patient registers and lists. But it is easier to
identify problems and detect outbreaks if the data from the patient record
or clinic register are summarized and displayed in atable, graph or map.
When data are displayed, the information can be understood quickly, and
it is easier to see patterns and trends.

One method for ensuring that at least routine summary data for priority
diseases is analyzed every month is to maintain an “anaysis book” at the
health facility and district levels. Recommended graphs, tables and maps
for analyzing data about the selected priority diseases can be kept together
in a notebook or placed on the wall. Each month the graphs and tables are
updated and conclusions drawn about what is shown.

The analysis book can be easily observed during a supervisory visit or
when the health facility public health team or district response team want
to have information about how to respond to health events in the area.
How to set up and maintain an analysis book isin Annex 16 at the end of
this section.

The chart on the following page lists recommended methods and tools for

analyzing surveillance data so that health staff will have the information
they need to take a public health action.
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Objectives, tools and methods of descriptive analysis for communicable diseases

Type of analysis

Objective

Tools

Method

Time

for immediately
reportable diseases and
monthly summary totals
of cases and deaths for

priority diseases

Detect abrupt or long-
term changes in
disease occurrence,
how many occurred,
and the period of time
from exposure to onset
of symptoms.

Record summary totals
ina table or on aline
graph or histogram.

Compare the number of
case reports received
for the current period
with the number
received in a previous
period (months,
seasons or years)

Place

usually for immediately
reportable diseases only

Determine where
cases are occurring

(for example, to identify
high risk area or

locations of populations
at risk for the disease)

Plot cases on a spot
map of the district or
area affected during an
outbreak.

Plot cases on a map
and look for clusters or
relationship of the
location of the cases to

the health event being
investigated.

Person

usually for immediately
reportable diseases only

Describe reasons for
changes in disease
occurrence, how it
occurred, who is at
greatest risk for the

disease, and potential
risk factors

Extract specific data
about the population
affected on a table.

Depending on the
disease, characterize
cases according to the
data reported for case-
based surveillance such
as age, gender, place of
work, immunization
status, school
attendance, and other
known risk factors for
the diseases.

3.3 Analyze data by time

Analyzing data to detect changes in the numbers of cases and desths over
time is the purpose of “time” analysis. Observing disease trends over time
helps to show when regular changes occur and can be predicted. Other
disease rates make unpredictable changes. By examining events that
occur before a disease rate increases or decreases, it may be possible to
identify causes and appropriate public health actions for controlling or
preventing further occurrence of the disease.

Data about time is usually shown on agraph. The number or rate of cases
or deaths is placed on the vertical or y-axis. The time period being
evaluated is place along the horizontal or x-axis. Events that occurred that
might affect the particular disease being analyzed can also be noted on the
graph. For example, the graph may indicate the date that refresher training
was conducted for health workers in IMCI case management for childhood
diseases.
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Graphs can show how many cases and deaths have occurred in agiven
time. Itiseaser to see changes in the number of cases and deaths by
using a graph, especially for large numbers of cases or showing cases over
aperiod of time.

Graphs are made with bars (a bar graph) or lines (a line graph) to measure
the number of cases over time.

Thisis an example of a bar graph.

Number of cases by day of onset of symptoms
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Thisis an example of aline graph.

Number of cases of diarrhoea with blood by month

—o— Cases
—8— Deaths
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month

A histogram is like a line graph except that it uses squares to represent
cases rather than aline to connect plotted points. Use histograms to
analyze outbreak data and to show an epidemic curve (an “Epi” curve).
For acute outbreak diseases, time may be shown in 1-day, 2-day, 3-day or
1-week or longer intervas. In a histogram, the cases are stacked on the
graph in adjoining columns so that the number of cases and deaths can be
observed during the period under observation.
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To make a graph:

1.

Decide what information you want to show on the graph.

Write atitle that describes what the graph will contain (for
example, Monthly totals for inpatient cases and deaths due to
malaria with severe anaemia

Decide on the range of numbers to show on the vertical axis.

Start with 0 as the lowest number

Write numbers, going up until you reach a number higher
than the number of cases

Chose an interval if the numbers you will show on the
vertical axis are large.

Label the vertical axis, explaining what the numbers represent.

Label the horizontal axis and mark the time unitson it. The
horizontal axisis divided into equal units of time. Usually you
will begin with the beginning of an outbreak, or the beginning of a
calendar period, such as a month or year.

Make each bar on the graph the same width.

Mark the number of cases on the graph or histogram. For each unit
of time on the horizontal axis, find the number of cases on the
vertical axis. Fill in one square for each case, or for some number
of casesin the column for the day on which the patient was seen.
Show deaths by using a different pattern of lines, or a different
color. If you are making a line graph, instead of making a bar or
filling in squares, draw a cross or make a point where the
horizontal and vertical lines cross. Connect the points on the graph
to show the trend going up or down over time.
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3.4 Analyze data by place

Analyzing data according to place gives information about where a disease
isoccurring. Establishing and regularly updating a spot map of cases for
selected diseases can give ideas as to where, how, and why the disease is
spreading. An analysis of place provides information that is used to:

Identify the physical features of the land

Understand the population distribution and density of the area
Describe the variety of populationsin an area. (farming area, high
density urban area, refugee settlement, and so on.)

Describe environmental factors (major water sourcesin a
community, such asrivers, lakes, pumps, and so on.)

Identify clinics, meeting houses, schools, community buildings,
and large shelters that can be used during emergency situations
Show distances between health units and villages (by travel time or
distance in kilometers)

Plan routes for supervisory or case investigation activities

Spot locations of disease cases and identify populations at highest
risk for transmission of specific diseases.

Create a map to use as part of routine surveillance of disease.

Obtain alocal map from the local government office or land
department. Trace the main features needed for health work onto
transparent paper and then to a large card that can be hung on a
wall for easy use. If no official map is available, sketch the whole
district area

Prepare a code of signs to use on the map, to represent each of the
following features that will be shown on the map:

- Location of hedlth facilities in the district and the areas
each serves

- Geographic areas such as forests, savannah areas, villages,
roads, and cities

— Socio-economic areas of relevance to priority diseases

- Significant occupation sites such as mines or construction
Stes
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- L ocation of suspected and confirmed cases of priority
diseases
- Location of previous confirmed outbreaks

Figure 5. Spot Map of District ®
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3.5 Analyze data by person

Analysis by person is recommended for describing the population at risk
for epidemic-prone diseases and diseases targeted for eradication or
elimination. These are diseases that are reported with case-based
surveillance so data about personal characteristicsislikely to be available.
Analysis by person is not routinely recommended for summary data.

A simple count of cases does not provide al of the information needed to
understand the impact of a disease on the community, health facility or
district. Simple percentages and rates are useful for comparing
information reported to the district.
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The first step in analyzing person data is to identify the numerator and
denominator for calculating percentages and rates.

The numerator isthe number of specific events being measured
(such as the actual number of cases or deaths of a given disease,
for example the number of cases of Guinea worm that occurred
during the year in children less than 5 years of age.)

The denominator is the number of all events being measured (such
as the size of the population in which the cases or deaths of a given
disease occurred, or the population at risk.)

Simple percentages can be calculated to compare information from
populations of different sizes. For example:

Number of measles cases this year in
Health facility children less than 5 years of age
A 42
B 30

By looking only at the number of reported cases, it appears that a higher
occurrence of Guineaworm cases occurred in health facility A.

But when the number of reported cases at each health facility is compared
to the total number of school-aged children living in each catchment area,
then the situation becomes clearer.

Number of school-aged children
Health facility living in the catchment area
A 1,150
600

By calculating the percentage of the number of cases of Guinea worm
during the last 12 months in school aged children, the district officer can
compare the impact of the illness on each facility. The numerator is the
number of cases that occurred over one year. The denominator isthe
number of school aged children at risk in each catchment area. In this
example, the incidence rate is higher in health facility B than in health
facility A.
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Percentage of cases of Guineaworm in
Health facility school-aged children during last 12 months

A 0.4%

0.5%

3.5.1 Make atable for person analysis

For each priority disease or condition under surveillance, use atable to
analyze characteristics of the patients who are becomingiill. A tableisa
set of data set in columns and rows. The purpose of atable isto present
the datain asimple way. For surwveillance and monitoring, use a table to
show the number of cases and deaths from a given disease that occurred in
agiven time.

To make a table:

1 Decide what information you want to show on the table. For
example, consider analysis of measles cases and deaths by age
group

2. Decide how many columns and rows you will need. Add an extra

row at the bottom and an extra column at the right to show totals as
needed. In the example, you will need arow for each age group,
and a column for each variable such as age group or cases and
deaths.

3. Label all the rows and columns, including measurements of time.
In the example below, the analysis is done yearly. Analysis of
person is aso recommended for analysis of outbreak data.

4. Record the total number of cases and deaths as indicated in each
row. Check to be sure the correct numbers are in the correct row
or column.
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0 -4 years 40 4
5-14 years 9 1

15 years and older 1 0
Age unknown 28 0
Total 78 5

3.5.2 Calculate the percentage of cases occurring within a
given age group

When the summary totals for each age group are entered, one analysis that
can be doneisto find out what percent of the cases occurred in any given
age group. Use the information on the table to:

1 Identify the total number of cases reported within each age group
from the summary data for which time or person characteristics are
known. (For example, there are 40 cases in children O up through
4 years of age.)

2. Calculate the total number of cases for the time or characteristic
being measured. (In this example, there are 50 cases whose age is
known.)

3. Divide the total number of cases within each age group by the total
number of reported cases. (For example, for children age O up
through 4 years, divide 40 by 50. The answer is0.8.)

4. Multiply the answer times 100 to calcul ate the percent. (Multiply
0.8 X 100. The answer is 80%.)

Number of % of reported cases
Age group reported cases in each age group
0-4 years 40 80%
5-14 years 9 18%
15 years and older 1 2%
Age unknown 28 0%
Total 78 5
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3.5.3 Calculate a case fatality rate

A case fatality rate helps to:

Indicate whether a case is identified promptly

Indicate any problems with case- management once the disease has
been diagnosed

Identify a more virulent, new or drug-resistant pathogen.

Indicate poor quality of care or no medical care.

Compare the quality of case management between different
catchment aress, cities, and districts.

Public health programs can impact the case fatality ratio by ensuring that
cases are promptly detected and good quality case management takes
place. Some disease control recommendations for specific diseases
include reducing the case fatality rate as a target for measuring whether
the outbreak response has been effective.

To calculate a case fatality rate:

1 Calculate th