FOREWORD

In Rwanda, a large number of communicable diseas@®&rging, reemerging infectious
diseases and health related events and conditiomsnge to remain major public health
problem that affect Rwanda and other countrieénrégion. To cope with the health threats,
the Ministry of health elaborated an outbreak pregiaess and response plan; district
hospital rapid response team was established aidett in diseases surveillance and
response. IDSR focal persons were nominated disdfict hospitals, an electronic reporting
system in now under implementation to facilitateneliness and completeness of data

reporting.

The country has often faced epidemics including rging and re-emerging infectious
diseases such as Influenza A (H1N1), cholera, egéyphus and meningitis. Lack of an
adequate functional integrated disease surveillaaod response system has always

complicated activities related to preparednessrasplonse to epidemic outbreaks.

In this context, the Ministry of Health is driveo set up an integrated disease surveillance
and response system based on data collection, tirgpoanalysis, interpretation, and
dissemination on which evidence based decisiopsiblic health concern can be made.

This technical guideline for integrated diseaseveaillance and response was elaborated
based on the WHO AFRO integrated disease survedlamd response 2010 version and
provides a platform for all activities in diseasgv®illance and response at all levels of the
health system in Rwanda.

The Ministry of Health is grateful to all individisaand institutions (District Hospitals,
School of Public Health of Rwanda, WHO, CDC, Voxarad ICAP), for their contribution to

the elaboration of this document.

Dr Agnes BINAGWAHO
Minister of Health
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: Acute Flacid Paralysis

- Acquired Immunodeficiency Syndrome

: Acute Respiratory Infections

. Anti Tetanus Vaccine

: Koch’s Bacillus (positive / negative)

: Congo Crimean Hemorrhagic Fever

:US Centres for Disease Control and Prevention
:Kigali University Teaching Hospital

: Cerebrospinal Fluid

: Diethyl Carbamazine

: District Hospital

: Division

: Directly Observed Treatment Short Course

: Health District

: Expanded program of Immunization

: Enzyme Linked ImnunoAssay

: Health Center

: Health Facility

: Haemophilus Influenzae type b

‘Human Immunodeficiency Virus

: Calcium Hypochlorite

. Integrated Disease Surveillance

. Integrated Disease Surveillance and Response
: Immunoglobulin M

. Integrated Management of Childhood lliness

. International Health Regulation

. International Rescue Committee

: The International Union Against Tuberculosis &nitig Disease.
. Intravenous

: Local Vaccination Days

:Journee National de Vaccination ( National VactoraDay)
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PCR
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SD1
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TNN
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UNAIDS
UNICEF
UNR

VCT

VHF

WHO
WHO/AFRO
ZN

. Ministry of Health

: Doctors without Borders

: National Referral laboratory

: Organization Non Gouvernementale (Non Governmédrtganization)
: Oral Polio Vaccine

:Oral Rehydration Salt

: Polynucleotide Chain Reaction.

: Prevention of Mother to Child Transmission (oI

. Integrated National Program of Fight against losgrand  Tuberculosis
. Integrated National Malaria Control Program

: Population Services International

: Human respiratory syncytial virus

: Shigella Dysenteriae type 1.

: Health Information Management System

: Sexually Transmitted Infections

: Tuberculosis

: Neonatal Tetanus

: Rwanda Biomedical Centre / Institute of HIV/AIDBisease Prevention & Control

: Regulation Sanitaire International

:Tuberculosis

: Joint United Nations Program on HIV/AIDS

: United Nations Children’s Fund

: National University of Rwanda

- Voluntary Counselling and Testing

: Viral hemorrhagic fevers

: World Health Organization

: World Health Organization, Regional Office forrisg .

: Ziehl-Neelsen
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INTRODUCTION

For early detection and efficient, timely intervient against communicable diseases, control
being a priority in the World Health Organizatia'lO) African region, in September 1998,
in Harare, member states adopted resolution AFRIBRR2 of 48th OMS-AFRO regional
committee related regional strategy for integratsgase surveillance (SIM).
Communicable diseases are the major causes of fregstent deaths and disability on the
African continent. In Rwanda, they are a major ncento the community even though
interventions to fight or prevent them are well Yumo In this regard surveillance data enable
health personnel to implement appropriate strasetgi¢ight or even prevent such diseases.
To understand the problem and take appropriate unessit is indispensable to have an
operational disease surveillance system. Applioatiof epidemiological methods in
surveillance activities enables health teams amdnmonities to determine priorities, plan
interventions, anticipate and detect in time epideoutbreaks, mobilize and distribute
available resources.
In this context, it is imperative to put in place@herent program for an integrated disease
surveillance and response system to carry out aempological surveillance which would
help to:

* Timely detect epidemic outbreaks;

* ldentify zones which are more at risk;

» Collect data on which realistic decisions can beena

 Obtain precise and accurate information based odeege obtained in the

laboratory;
* Monitor and evaluate programs responsible for @nand management of
infectious diseases.

However, surveillance data related to communicalideases is not always communicated
and analyzed. This results in loss of opporturotyake appropriate preventive measures on
public health and save lives. Even when pertinefarmation is collected, it is never fully
utilized or exploited at local level to enable théake relevant decisions often leading to

taking very late measures to fight diseases.



WHAT IS INTEGRATED DISEASES SURVEILLANCE ?

Epidemiological surveillance is defined as the eysttic, on-going collection, analysis,
interpretation, and dissemination of health infatiora It requires a careful and vigilant
approach to information gathering and analysis tvhielps to maintain and improve the

health of the population. It is essential to plamplement and evaluate health practices.

On the basis of its experience in this field, thel@/regional office for Africa (WHO-AFRO)
has proposed a strategy aimed at improving theeglawce and response to communicable
diseases through an integrated surveillance progndnch establishes a link between
different levels of the health system of each coyntommunity, health centre, District,
Province, or region and the Ministry of Health acitog to the structure of the health system

in each given country.

The integrated disease surveillance (IDS) stratpgyides for rational utilization of
resources devoted to the prevention and fight agdiseases. At the time of the preparation
of this strategy, a number of intervention programs their own surveillance systems. As
years went by each program strived to build its @apacity to obtain the necessary data for
the development of up-to-date, reliable and usefidrmation for health activities. These
efforts called for synergy especially at the Didtand health centre levels. They often relied
on the same structures, process and personnel wésciied in irrational use of available
resources and overstretching of efforts.

In an integrated system:

- The District level is the point of convergencemtegration of surveillance activities since
it constitutes the first level in the health systamd has full time staff in charge of all
aspects of public health especially surveillanceheélth activities in the community;
mobilization of community efforts; commitment totimeal assistance and access to local

resources to protect the health of District inheais.

- All surveillance activities are coordinated andedied to a specific point. Instead of
utilizing the meagre resources to maintain a nudet of vertically separated activities,
available means are combined at each level in awlegather information from one

unique focal point.



- Several activities are combined into a single onetlee basis of their similarity in
required surveillance aptitudes, necessary ressufoe their execution and target
population in the surveillance domain. For examslgveillance activities for acute
paralysis (AFP) may respond to surveillance neead®d to neo-natal tetanus, measles
and other diseases. Similarly, health personnel systematically monitor AFP cases
may equally examine registers held by districts hedlth centres to obtain information

on other priority diseases.

- The in-charge of surveillance at district and nagidevel collaborates at each level with
committees charged with the fight against epidenmcerder to plan adequate disease
control activities in public health and activelyigaout research on which resources can

be conveniently combined.

AIM AND OBJECTIVES OF INTEGRATED DISEASE SURVEILLANCE

IDS AIM:

Improve National, Districts, and Health facilitiaptitude to detect and respond to diseases
and affections which contribute to the high ratenafrtality, morbidity and disability in their
operational zone.

By strengthening capacity and resources in reldbdntegrated surveillance, it is possible to
improve the health and well being of communitiesnky in the District and the country at

large.

GENERAL OBJECTIVE:

Provide reliable and timely information before takidecisions and choice of public health
intervention to efficiently fight communicable déses. To implement this, the Ministry of
Health, in conformity with WHO advice, has propossthple surveillance and response
tools. These tools shall contribute timely to epat@ogical information and provide advice
as to what action to be taken without delay andueses to be used which can contribute

more to efficiency of interventions against dissase

SPECIFIC OBJECTIVES:

- Build capacity to efficiently carry on surveillamactivities;



Integrate different existing surveillance systeros rational and coherent utilization of
available resources;

Improve the use of surveillance information by dexi makers and intervening parties at
all levels of the health system;

Facilitate the circulation of surveillance infornuat between different level of the health
system and the interior of each of these levels;

Strengthen the capacity and role of laboratonethe identification of pathogens and
surveillance of their sensibility to drugs;

Promote the participation of clinicians in the wiltance system;

Involve more laboratory staff in the surveillargystem and activities;

Promote the participation of the community in detecand prevention of public health
problems.



HOW DOES INFORMATION CIRCULATE IN THE INTEGRATED DI SEASE
SURVEILLANCE SYSTEM?

A sick person goes to hospital to seek medical.dafermation concerning the patient

is

recorded in a register which is updated on a dédsis. This register contains information

related to patients, out patients and those adnhitiehey particularly contain the following

essential data:

Identification number of the patient; date on whibk patient fell sick, date of admission i

nto

hospital; date of discharge in the case he/she vimspitalized; address (residence), dge,

sex, diagnosis, treatment, and progress of theepati

If the clinician suspects the patient has recoveoedf the disease presents an important

epidemic risk, the case is immediately broughh®dttention of person in charge of health

information at the health centre, and later thetudics hospital and central level. The health

centre must henceforth take preventive measureshézk the suspected epidemic.
district hospital, must simultaneously take appraf@ steps to carry out an investigation
the case and confirm the causative agent then comncate the results from the investigat

to the central level immediately.

The
on

on

The central level then decides if the informatioovaled is sufficient enough to take decision

on the epidemiological situation or if it is necagsto carry out another investigation fir
Results from these investigations shall then bel use plan appropriate responses
collaboration with the District or health centren® of the measures which can be taken

5.

n

fan

epidemic disease is suspected is to carry out ktboy tests and confirm the causative

agent. As soon as samples are obtained, the falgpmiformation must be registered: type of

sample; date obtained, date sent to the laboratstgte (bad or good) of the sample from

time of reception by the laboratory, results of lyses.

Periodically, once a week, monthly or quarterly eleging on the disease under surveillance,

the health facility summarizes the data relatedhte case for each priority disease.
results are systematically communicated to the rdtshospital. The health centre al
proceeds to analyze the data, by particularly resgiag trends for certain priority diseas

The
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or by verifying if certain thresholds were not csed such that the medical personnel would

eventually adopt certain measures.At the Distrmsfital, the data is compiled once a w

eek




for epidemic prone diseases. A monthly report cismgy all diseases and other
administrative information is written out by eacksalth facility and sent by electronic mailfto
the health information system. The District alscepgares an analysis related to the
chronology, place and other individual charactadst(age, and especially sex) for admitted
or out-patients. This data is transmitted to thetcal level, and a copy for information ahd
appropriate action is sent to the head of healtpatttment and head of social affairs at the

district level (office of the Mayor).

On the basis of this information, the District aihé central level prepare graphic trends and
epidemic curves related to the routine surveillantaliseases targeted by SIMR program.
Each District and the central level keep a registérepidemics communicated by health
facilities. This list indicates the nature of thet@ntial epidemic, the number of suspec¢ted
cases, dates of investigations and interventiomsezhout by the District. It equally contains

conclusions of investigations carried out at Distiand central level.

How CAN IDS CONTRIBUTE AND IMPROVE PREPAREDNESS FOR EPIDEMICS ?

When an outbreak of a communicable disease apmeais detected, there is often not
enough time to organize initial training or mol#linecessary resources.

In Rwanda even though the IDSR Technical Guide ldesen available since 2002, certain
gaps still remain and constitute obstacles foripgtin place an effective IDS strategy,
including poor data analysis and feedback at allele among others; incomplete
communication of reports of new cases, drug stagk;dack of medical and laboratory
materials, failure of health communication proceduyetc.

The best preparation for emergent situations care dves. In fact in places where

preparation plans for epidemics were in place yedgtection of out breaks facilitated prompt
and adequate interventions.

Epidemiological surveillance involves collection adita for the description and analysis of
health events. It provides information and necgsszapacity for early detection of

epidemics; strengthens preparations for emergeiggtions. For example, a committee to
fight epidemics can define, in advance, the roleeath level of responsibility in the

prevention domain. Often limited resources are maday combining available resources
and means for training and using sparingly adeqgeapplies (materials, vaccines, drugs,

various supplies).



HOW ARE SURVEILLANCE FUNCTIONS DESCRIBED IN THE TECHNICAL GUIDE ?

In this manual we suppose that all echelons ofhbalth system shall participate in the
implementation of surveillance activities aimedlatecting and fighting priority diseases and
elements by application of the following procedures

Step 1- Identification of casesThis means identification of priority diseasestba basis of

standard case definitions.

Step 2- Notification: This involves informing superior level of a susgectase. If the case
is suspected to be a potential epidemic which rbaseradicated/eliminated investigations

and response activities must be started immediately

Step 3 — Analysis and data interpretation:Data is grouped and analyzed to derive

tendencies. Information is then compared with presihistory and results are summarized.

Step 4 - Investigation and confirmation of the casand possible epidemic outbreakThis
step involves ensuring if the case is a confirmpitleanic outbreak by the laboratory if
possible. Possible signs and causes of an epidenticreak are compiled and these

indications are used to choose appropriate stegdgicontrol the outbreak.

Step 5- Prevention: Mobilization of resources and personnel to implemadequate

measures for preventing the epidemic.

Step 6 — Information Flow: Cooperation and coordination with all levels invadvin the
outbreak management is encouraged. This is donesharing results of outbreak

investigations and the impact of interventions.

Step 7 — Evaluation and improvement of the systenEvaluation of the surveillance and
response system in terms of early response, quadlityformation, preparedness, detection of
thresholds, case management and performance imafjéreem which measures are taken to

improve the performance of the surveillance system.



INSTITUTIONS, ENTITIES INTERVENING IN IDSR, THEIR ROLES AND RESPONSIBILITIES

Each level of the surveillance system has a rofglayp in each of the surveillance functibns

The levels are defined as follows:

Community : Represented by local community services, trainaditional midwives, the
opinion leaders « Inyangamugayo », the binomiatsienportant village personalities, school

teachers, students, community health workers amer efites.

Health Centres: This covers all institutions which give out- patieconsultation services

and/or hospital care.

District hospital: This refers to a hospital having administrative paessibility in its
operational zone: supervision and training of Heaéntres and dispensaries. Serving a
population of 100,000 - 300,000 persons

RBC/IHDPC/EID Division: This is the central department in charge of coatig the

surveillance and response system.

RBC/NRL Division: National Reference laboratory of Rwanda which coags all

activities related to biomedical laboratories indda.

N.B: In Rwanda laboratory services exist at HF levekylare guided by a national quality

Assurance system and linked to the reference latrgréor specific diseases.

HOW CAN DIFFERENT LEVELS OF THE HEALTH SYSTEM MAKE USE OF |IDSR TOOLS?

To describe their role in the epidemiological sutaece system, districts will use a matrix of

surveillance functions and aptitudes.

Here below is a matrix with a complete system idicig all competence and necessary
activities. Each level supports activities carriedt at other levels and strengthens the
capacity to take hierarchical decisions. In a dmyelg system, the matrix provides a
systematic structure which enables improvementsamesgthening of the system.

Among other practical uses of the matrix include:

! The principal objective of this guide is to impraweveillance in public health centers (approved3mvernment).
In Districts or regions where notification by pubhiealth institutions is of good quality, it is as@ble to integrate it
into the system of private and non-governmental deggions
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Ensuring that all necessary functions and ciéipa have been identified,;
Establishing a hierarchy of responsibilities;

Managing and monitoring programs;

Planning needs in all necessary resources ;

Improving human resource capacities through trgipirograms

Furthermore, this matrix expresses several bagiothgses regarding surveillance systems:

If at each level at least one of the elements iseab or implemented in an

unsatisfactory manner, the risk of failure incrsase relation to realization of

surveillance and response objectives;

An efficient system shall be supported at eachlleydigher and lower level;

A complete system minimizes all eventual delayshm application of public health

measures;

Functions of detection, analysis, investigatiorspanse, information exchange and

evaluation are interdependent and should alwaymked.

The matrix presented on the following pages defswaseillance functions and the manner in

which they are implemented at each level of thdéthegstem.



TABLE 1: IDSR CORE FUNCTIONS AND ACTIVITIES BY HEALTH SYSTEM LE\EL

Level 1.0 Identify cases: 2.0 Notify : 3.0 Analyse and interpret :
Remark-procedures relateéd
to biological analysis apply
to all levels having access fo
laboratory services

Community Use of simplified caseldentify which health eventss Involve local people in the sharing apd
definitons  to  identify] must be communicated to the interpretation of the plan and
priority diseases in thehealth facility and at what pathological trends in the community
community. time

Health Centre Use standardized cases Communicate informations Prepare and regularly update graphjcs,
definitions to identify] on a case by case basis for tables, and charts to describe notifjed

priority diseases in:
Outpatient consultations ¢

admitted cases;

Reports submitted by th
community;
Reports from the privat

sector.

DI

e

D

diseases which must be diseases in relation to person, place,

notified immediately;
Communicate on a weekly
basis, data compiled from
external-

internal and

consultation services, the

community and the private

time;

Identify and immediately communicate

all diseases which:
go beyond intervention threshold,
appear in places where they, till the

were absent,

2N,
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Register informatior

sector;

appear more frequently than in t

concerning suspect cases|in Transmit summarized data past in a certain group of population
the medical registers ar to District Hospital; - Show unusual trends or
patient file; « Communicate to District characteristics.

Use the local laboratories hospital laboratory resulis Interpret results, discuss possible public
capacites to  diagnose from screened populatign health actions with the district team;
suspected cases; in target sites (fore Observe changes in trends in the cause
Use standard protocols to test example: STI clinic, IDS  of the systematic analysis of laboratory
laboratory samples service, blood bank) results;

Collect and transport clinical » Involve local people in the sharing and
samples to laboratory far interpretation of pathological trends and
tests. plans in the community.

District Hospital Carry out activities aiming tpe  Assist health facilities toe Define denominators and obtain data
systematically collect be familiar with to ensure accuracy of the
epidemiological surveillance standardized definitions of denominators
data on time cases and use for reporting Approve data from reports submitted
Examine registers gf epidemic prone diseases by health centres
epidemics » Ensure that personnel p¢ Analyse data per case according to the
Collect and transport clinic  health structures know individual, place and chronological

11



samples for evaluation at the

laboratory evaluation
Use the nearest
with the possibility to refef
to the higher laboratory

Implementation of activities

that are to timely collegt

systematic surveillance data
Make available
registers;

Provide logistics.

laboratory

epidemigce

when and how to report
epidemic prone diseases| o
Trainings within districts
on standardized
definitions of cases ance
use them for notification
of epidemic prone
diseases;

Make sure that distrigt

hospitals report Ofe
diseases on a regular
basis ; .

Rapidly report diseases
that can be immediately.
notified at the nationgl.
level(MOH)
Communicate results of,
laboratory examinations to

national and local leaders.,

factors

Calculate rates and thresholds

Compare current data with previo
data
Prepare and regularly updg

graphics, tables and forms to descr
epidemic prone diseases repor
according to chronology, place a
individual characteristics.
Formulate conclusions on treng
thresholds and results of the analysi
Describe risk factors for epidem
prone diseases

Compile data from reports of districts

Compare current data with previo
data;
Ensure that every district us

appropriate denominators in analysis

Interpret trends in a provincis

ite
ibe
ted

IS,

[72)

ic

=
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Communicate results of
laboratory examinations toe
politico-administrative
authorities ;
Sensitize politicoq *
administrative authorities

of epidemic problems

perspectives;

Provide resources regarding traini
in the area of training for analysis a
interpretation of data,
Formulate of conclusions on the on {

basis of analysis results

RBC/IHDPC/EID
and NRL

Divisions

Establish monitoring ¢
procedure for the
surveillance of target
population

Carry out special ¢
investigations to  collect
information on  unusual
health events. .
Determine and re-evaluate

needs related to surveillan

and put in place trainin

programs and other suppd

Prepare  policies angde

procedures for the
notification of priority| ¢
diseases at each levels; | *
Integrate private sector
laboratories in the
notification network; .
Notify the epidemic to the
national and

WHO office; to politico-

regional®

administrative authorities®

sensitize the

politicor

Prepare policies and procedures
data analysis and interpretation;
Compile data from hospital reports;

Ensure that each level utiliz¢
appropriate  denominators for t
analysis;

Interpret the trends in a nation

perspective;

Adopt and define the intervention a
the threshold.
Provide training resources for ds

analysis and interpretation

>

g

for

al

nd

ita
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activities for each level

Mobilize adequate resources

to support identification and
notification of the case;
and

Prepare policies

procedures in collaboratign

with the national reference

laboratory;
Oversee maintenance
quality and norms by the

National Reference

laboratory and the Central

University Teaching Hospital

laboratories with regards to

diagnosis of epidemic prone

diseases.

administrative authoritiese

on epidemic problems

Identify ~ which  health
must bee

the

events
communicated to
health centre and at whiat

time

Analyze the data in relation to
chronology, place and individual
characteristics,

Analyze the chart stratified by the

District according to other risk factors
Formulate conclusions on the basis
results analysis;

Establish

reports, compile data

collaboration with national authorities

and WHO if necessary;
Define required competences for d

analysis in relation to public health f

each level of personnel within the

health system;

Ensure each level of each Distr

of

n

ata

ct

utilizes appropriate denominators for

analysis;
Interpret trends in a provincia
perspective;
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Formulate conclusions on the basis

result analysis

of

WHO
representative;
WHO regional
office

Support national an
regional levels in  the
preparation of policies t
detect priority diseases;

Mobilize resources fo

training logistics anc
supervision;

Prepare and disseming
standardized directive
aimed at establishing “th
best practices” in
surveillance;

Inform the country abou
public health problems @
international concern that a

likely to have an impact on

\1*4

|®)

e

re

a

regional scale;

Receive epidemi
notifications and
diseases which requif

immediate notification;

Establish and disseminate standardi
directives for data analysis in wh
concerns each priority disease;
Provide logistical and technical supp
in the analysis and interpretation

results

zed

at

of
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Table 2: Detecting and responding to priority deses

4.0 Carry Out investigations
Remark : this procedure

presupposes that laboratory

capacities are available

5.0 Response

6.0 Ensure feed back

7.0 Evaluate and improve the
system

Support case investigatio
activities, such as
presentation of a problem
in the community,
screening, collection of
samples etc.

Initiate and/or participate
in investigations on
notified epidemic out
breaks;

Collect, pack, conserve

and transport samples for

analysis in the laboratory;

Use results from the

Assist health authorities tg
choose response
activities ;

Participate in response
activities;

Mobilize appropriate
community resources for

response activities;

Carry out health education

activities within the
community

Manage cases and
contracts according to
standardized directives ,

)]

Provide to members
retro-information on
notified cases and
prevention activities
Give community
members retro-
information on
notified cases and
protection activities.
Alert the
neighbouring health
services about the
outbreak,

Provide regular and

Determine if the public health
action was implemented as
planned (external evaluation);
Evaluate the community
response to the public health
action (internal evaluation)
Evaluate timeliness,
completeness and accuracy of
notification on a case by case
basis;

Evaluate the detection and
routine notification of priority
diseases;

Evaluate the state of preparatig

n
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investigations and proof
from the laboratory to
confirm the outbreak;
Analyze and register
results from the
laboratory, Communicate
results to health care
personnel and eventually,
to patients

Organize and investigate
notified epidemic
outbreaks

Help the health centre
facilities to take a samplé¢
pack, conserve and
transport it in a secure
manner for confirmation
in the laboratory;

Receive and interpret

Take appropriate measurg
to fight the epidemic;
Carry out public health
response activities in
collaboration with district
health authorities;
Mobilize the participation
of the community in
response interventions;
Mobilize resources
Choose and implement
appropriate response
measures in relation to
public health (for example
in relation to the disease,
strengthen the team in
charge, carry out
vaccination activities,

strengthen activities to

periodic retro-
information to health
centres related to
activities being
implemented to
control the outbreak
Provide retro-
information,

Alert neighbouring
health services abot
the outbreak ;
Provide regular
updates on all
activities related to
the control of
epidemics.

Provide retro-
information to each

level on response

it

of response activities and
punctuality or promptness of
these activities;

Determine if management of
cases is done appropriately;
Take measures to improve
notification exercise;

Take measures to improve pre-

requisite planning of immediate

response to epidemic out brea
Keep in contact with the
community to maintain pre-
requisite planning and
prevention activities
Determine timeline between
reception of samples and
turnaround time of results;
Control quality of laboratory

results;

1Y
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results from the
laboratory;

Determine if the notified
epidemic outbreak is
confirmed;

Notify the confirmed
outbreak to the next level
Distribute sample kits for
special surveillance
activities;

Support investigation
activities related to
notified epidemics by
mobilising supplies,
logistics, equipments, an(
budget

Collaborate, with other
departments during the

investigations. according

fight and prevent the
outbreak;

Summon the committee in
charge of epidemic
response

If need be, provide
training on management
of emergencies;

Plan, in time, community
information and educatior]
activities;

Inform neighbouring
health services about the
confirmation of epidemic
outbreak

In collaboration with the
district plan, implement
measures to control and

respond to the outbreak.

activities;

Regularly and
periodically, provide
retro-information to
Districts on activities
implemented in
response to
epidemics;
Periodically prepare
and distribute the
weekly
epidemiological
bulletin of the
Ministry of Health
(MINISANTE)

Give retro-
information on
collaboration with

national and regionag

Control and evaluate program
objectives and indicators meant
to measure the quality of
surveillance system;
Control and evaluate the
punctuality and exhaustiveness
of the natification by the district
health structures;

Control and evaluate the
punctuality of responses to
epidemics;

Evaluate detection and
notification activities and make
the necessary improvements;
Control and evaluate the
punctuality and exhaustiveness
of the notification by District

health authorities;
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to needs,

Alert the laboratory and
support its confirmation
activities: by mobilising
supplies, transport,
logistics, transport of
samples;

Support investigation
activities related to
notified epidemics:
supplies, logistics,
equipment, budget;
Collaborate, according to
needs, with other
ministerial departments
during the course of the
investigation;

Notify confirmed outbreak

to other regional or

Play a catalytic role in the
district committee to fight
epidemics;

Sensitize the local
administrative authorities
on epidemic problems.
Prepare policies and
procedures for response t
epidemic outbreaks and
priority diseases;

Support district hospital tg
fight epidemics and pre-
requisite planning
activities;

Communicate ongoing
measures of prevention
through information
meetings and media

(bulletins, press

level;

Inform other
countries of possible
cross border
susceptibility of the
outbreak that might
have a serious
impact in the region,
Disseminate results
of analysis and
trends, in, regional
and international
bulletins;

Prepare and
distribute a regional
bulletin on
epidemiology and

public health.

Control and evaluate the
punctuality of provincial suppot
In response to the epidemic
activities

Prepare and disseminate
policies, surveillance procedurg
to fight against epidemics;
Prepare supervision policies ar
practices for surveillance
activities ;

Evaluate detection and
notification activities and
improve them if necessary;
Control and evaluate programn
objectives and indicators mean
to measure the quality of
surveillance system;

Control and evaluate the

punctuality and exhaustiveness

—+

d

ne
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international networks;
Analyze samples taken
during the investigation
and rapidly send results t
each level,

If necessary, demand
supplementary samples;
Participate in activities of
the district team
responsible for the
prevention and control of
epidemics

Communicate
recommendations and
laboratory confirmation
concerning investigations
on the case;

Mobilize resources for

investigation activities

i

communiqué, direct radio

televised debates etc)
Support response activities
by providing (technical
expertise, directives);
Inform international

experts response activitie

[72)

to epidemics and provide
minutes on this subject
Calculate response
indicators and notify the
final state to the next
level;

Assist the Ministry of Hea
(MINISANTE) to putin
place epidemiological
response and dewgl publi

health action plan.

of the notification by
intermediary levels;
Control and evaluate punctualit
of the national support to
respond to epidemics;
Control and evaluate the
efficiency of response activities
to epidemics at the level of the
District ;

Control prevention systematic
activities and modify them if
necessary;

Control the quality of
laboratories at lower levels
Use country reports to evaluate
epidemiological surveillance
system and propose possible

improvements

]
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and confirmation on the
basis of needs and
requirements at national
level;

Provide equipment to
laboratories and ensure
training for personnel;
Prepare directives for
epidemics and
epidemiological
investigations;
Participate in
investigations if

necessary.
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WHAT DOES THIS TECHNICAL GUIDE PROPOSE ?

This manual provides basic general orientation arvesllance, response and practical

directives which can be used as:

General reference for surveillance activities bleatels ;

A set of definitions determining the threshold fromhich response activities to
specific diseases can be based ;

Autonomous reference for specific directives ahdavel ;

Resource for developing training, supervision, agwhluation of surveillance
activities ;

Guide to improve early detection of potential oatks to strengthen and accelerate

appropriate response measures.

TO WHOM ARE THESE DIRECTIVES ADDRESSED ?

Information and recommendations presented in thislegare meant for health personnel

responsible for coordination of surveillance atidg at national, District and health centres

level. They also concern the following persons:

In the community: Community health workers, locdaders, trained traditional
midwives, religions leaders, and other resourceqres;

Health centres: (in- charge, health personnel lahdratory technicians);

District: Managerial staff, (Health, Director, Hatsp Director, NGO representatives,
supervisors, in-charge of monitoring and evaluatiamcharge of the District
pharmacy) laboratory technician at District levekeparedness and response
committee;

Ministry of Health: Directorate of Clinical Servise TRACPLUS (EID Division)
National Reference laboratory, Maternal Child HeaCentral University Teaching
Hospitals (CHU Directors. laboratory techniciahm€éiU) ;

WHICH ARE THE PRIORITY DISEASES INCLUDED IN THIS GUIDE ?

Nineteen diseases are recommended because theypdormf/ one or more of the following

categories:
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. A disease causing the high morbidity and mortalitythe African region (for
example : malaria, pneumonia, diarrhoea, tuber@iks);

. A disease with epidemic potential (for examplegpk, yellow fever, cholera)

. A disease which, is very lethal and requires iragomal surveillance (for example:
plague, yellow fever, cholera);

. Diseases that require effective control and preeanintervention mechanisms to
respond to the public health problem they poser @wample: schistosomiasis,
onchocercosis, trypanosomiasis, etc).

. The disease forms part of the world initiative peog for prevention and control,
elimination or eradication of the disease (for eglan neo- natal tetanus, polio,

leprosy)

TABLE 3: LIST OF EIGHTEEN PRIORITY DISEASES

Seventeen recommended diseases
Diseases which are of epidemic potential
1. Cholera;
Bloody diarrhoea ;
Epidemic typhus,
Meningitis;
Plague;
Typhoid fever
Rabies
Viral hemorrhagic fever;
. Yellow fever;
10.Non- bloody diarrhoea;
11.Malaria;
12.Influenza-like illness
13.Severe pneumonia in children below 5 years of age.
14.Pertussis
15.Diphteria
Diseases chosen for eradication and elimination
16.Acute Flaccid Paralysis (AFP/Polio);
17.Measles;
18.Neo-natal tetanus

©o~NOOrWDN
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SECTION 1: IDENTIFY CASES OF PRIORITY DISEASES AND

CONDITIONS

This section describes how to:

» Use standardized case definitions for the notiticabf suspected priority diseases gnd

conditions
» Update district procedures for surveillance angoese

* Use the laboratory network to improve capacity surveillance and response including

ability to confirm suspected outbreaks

I DENTIFY CASES OF PRIORITY DISEASES AND CONDITIONS

Suspected outbreaks of cases of priority diseas@€@nditions can come to the attention of

the health system in many ways. For example:

- A person falls sick and seeks treatment at a héadihty;

- Community members informs the health facility abaususpected isolated case; a
cluster of deaths or any unusual event;

- A pharmacy reports an increase in purchases aigalra particular treatment;

- A school reports a growing number of absenteeisppuipils presenting similar signs
and symptoms;

- During active search of supplementary cases ofrécpkar disease, the surveillance
officer might discover cases that are not notifieldted to other priority diseases. For
example an officer who normally reviews a climggister in search for cases of acute
flaccid paralysis, also sees that suspected cdsebler vaccine preventable diseases
such as measles, neonatal tetanus, meningitisdessrbcorded in clinic register;

- Radio, television or newspapers report an unusealtih event; an individual health
facility reports a single adult death due to blodiyrhoea.

- During analysis of the routine reports from all tlagilities in the area, the district
officer notices that other health facilities in thatchment area have also reported
adult deaths due to bloody diarrhoea.

- The local administration may draw attention to thesusual events. For example

when the vital statistics reveal an increase ima&a deaths.
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USING STANDARD CASE DEFINITIONS

A standard case definition is an agreed-upon setitdria used to decide if a person has a
particular disease or condition. The definitioredfies clinical criteria and limitations on
time, place and person. Using standard case tiefiniensures that every case is diagnosed
in the same way, regardless of where or when itiwed, or who identified it. This allows
for comparing the number of cases of the diseasmwdition that occurred in one time or

place with the number occurring in another timglace.

The use of the same case definition in the entaonal surveillance system enables an
effective detection of particular diseases or ctoows. This harmonization enables us to
more easily compare data from different areas.@nother hand, when health facilities and
districts use different case definitions, it is mspible to determine the trend of particular
diseases because health professionals who andlgziata and take the necessary measures

will not know if the trend is caused by the diseageder surveillance or by another cause.

DISTRIBUTE STANDARD CASE DEFINITIONS USED TO ALL HEALTH FACILITIES

Ensure that health professionals know, have andtlsestandardized cases definitions

specified in the national policy for the notificati of priority diseases and infections at the
district level.

Appendix 1.1 presents case definitions of priodgiigeases in the Rwandan national integrated
disease surveillance system.

More information on the case definition will be fouin specific recommendations for

diseases that appear in Section 8 of this manual.

DISTRIBUTE SIMPLIFIED CASE DEFINITIONS TO THE COMMUNITY

It is important to involve the community in suntailce and response activities in the
districts. If the community is ignorant on how tafdrm the health authorities about the
occurrence of priority diseases or unusual healdnts, the suspected cases may fail to be
recognized in the health facility and the cases mot be notified.Provide information to
health staff, traditional healers, birth attendaartd community leaders on how to recognize
and report priority diseases, conditions or evemtbe health facility.

At the same time, emphasize the need to refer pesiph the suspected disease or condition
for treatment. Also, provide information to the aoomity on priority diseases, using posters,

newsletters and announcements during meetings.
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One way of encouraging the community to participathe system is to be ready to respond
to its notifications.

A list of simplified case definitions for use atnemunity level is in appendix 1.2

UPDATING DISTRICT PROCEDURES FOR SURVEILLANCE AND RESPONSE

Use available assessment and evaluation resufifatoimprovements for surveillance and
response activities in your area. Each year, naki@vel or provincial health officials should
evaluate the performance of the surveillance respagstem. Use the results to adjust plans

accordingly to address the next issues in theipized list.

UPDATE THE DESCRIPTIONS OF THE CATCHMENT AREA

Update information related to the catchment aregoaf district at least once a year. Be sure
to, for example, have updated information on:

* The size of the target population time area of coverage of the health centre or
hospital : children under the age of five, wometwieen 15-49 years , population
under the age of 15, people living in refugee carepisool drop-out youths, etc.

* The main public health interventions in the digfrguich as vaccination activities
carried out by public institutions, private or nomgrnmental organizations,
sanitation projects, family planning centres, etc.

* The current major public health problems (betweeanfl 10) handled in the

district or in health facilities.

UPDATE THE LIST OF REPORTING HEALTH FACILITIES IN THE CATCHMENT ARE

Identify all of the health facilities, Points of &y (PoE) and any other location in the district
required to report surveillance data or eventsho district level.Create relationships with
private and NGO sites in the district and involirerh in surveillance activities

Update health facilities and the names of the mesntiiestaff responsible for the surveillance
activities.

Appendix 1.5 shows a sample worksheet for listihgatification sites and the contacts for

focal person/sat each site.

DISTRIBUTE DATA COLLECTION FORMS, REPORTING TOOLS AND GUIDELINES

As you conduct updates of the catchment area giscrj check to see that reporting sites

have an adequate supply of forms or other meangparting surveillance data to the district
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(such as radio phones, mobile phones, or email emiioms). Include updates about forms
and procedures for reporting, investigating andpoeding to public health events in

guarterly district meetings with health facilitiasd other reporting sites.

| MPROVE LOCAL LABORATORY CAPACITY FOR SURVEILLANCE AND RESPONSE

There are many diseases that present with simgas and symptoms. For example, a child
with fever and skin rash all over his body can lzgydosed as a case of measles yet he may
be having rubella, chicken pox.

Laboratory confirmation of diagnoses of diseasesditions and events under surveillance

is essential in order to:
- Accurately diagnose iliness in an individual patjemd

- Verify the cause (or etiology) of a suspected cadkr

Based on laboratory analysis, the accuracy of thgndsis and the efficiency of the actions

of public health are increased. This confirmati@iph to ensure that the surveillance data
collected (for example, the number of cases of tesadiagnosed after clinical signs and

symptoms) will not attract unnecessary health uaetions (for example the introduction of a

campaign of vaccination against measles when nesst®t the case).

Many factors can affect the reliability of interpagon laboratory test results. For example,

results are difficult to interpret when:
- Specimen is collected inappropriately, for examalblood specimen has hemolysed.

- Delay in transportation and processing may resulbacterial overgrowth in the

collected specimen such as urine and CSF.

- Use of wrong transport or storage media may caerseced viability of the suspected

organism.

A summary of laboratory test available at eachlle¥ehe laboratory network are found in
Appendix 1.3; appendix 1.4.

ESTABLISHING COMMUNICATION WITH THE DESIGNATED LABORATORIES

The surveillance or laboratory focal person showstablish or strengthen routine
communication with identified laboratories thate®e specimens from your health facility

or district. The purpose of this routine contadiistrengthen procedures between the health
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facilities in the district that will be sending spmens, and the laboratory that will be
receiving them. Ensure that the procedures for ispet collection, transportation,
confirming the disease or condition and reporting tesults are clear and can be reliably
carried out.

The national level shall support designated laloied through advocacy with higher levels
in accessing the necessary supplies to collectdlbarstore, and ship specimens safely

through the network

I NFORM LABORATORIES ABOUT PROCEDURES FOR CONFIRMING PRIORITY DISEASE

The director of the district hospital laboratory/a person will ensure that the procedures of

confirmation in laboratory are known and appliedha district. The designated staff should:

 Help the health facility to determine the time whem collect a sample for
confirmation of a suspected case;

» Collaborate with the laboratory, when necessarydeéntify the correct samples for
collection and any other particular difficultiesmnocedures;

* Collect and correctly pack the samples ;

* Ensure the safety or the reliability of transpdrsamples between the health facility
and the district;

* Receive the laboratory results and quickly commateichem to the health facility
and to national centres.

* In collaboration with health facility, take actiacecording to laboratory results

ESTABLISH LABORATORY QUALITY CONTROL

Coordinate with provincial or national laboratorytlaorities to establish activities for
ensuring quality results from laboratories in tlaécbment area. Laboratory quality control

and quality assurance are important for buildingficence in the results obtain
APPENDICES FOR SECTION 1

Appendix 1.1: Recommended case definition recommended for dtdigation of

priority diseases or infections by HFs

Appendix 1.2: Simplified case definition for community survaitice
Appendix 1.3: Test performed at each level of laboratory nekwor
Appendix 1.4: Samples for laboratory confirmation of priorityselases
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APPENDIX 1.1: RECOMMENDED CASE DEFINITION FOR NOTIFICATION BY

HEALTH FACILITIES

The Ministry of Health recommends to health fa@stto use the following case definitions
for the notification of suspected cases of priodigeases and infections in the districts.
Please refer to specific guidelines to diseasesti¢se 8) for more information on the

definition of specific cases.

Epidemic prone diseases

Cholera Any person aged 5 or more who develops a severgldsion

or dies of acute watery diarrhoea

Bloody diarrhoea|Any person wih diarrhoea and whose stool contains vis

(Shigellosis) traces of blood

Diarrhoea among children| Diarrhoea with mild dehydration:
under the age of 5. Any child under five years old suffering from diapea ang
presenting two of the signs below

- Restlessness or irritability

- Sunken/hallow eyes

- Intense thirst

- Slow skin retraction after pinching
Diarrhoea with severe dehydration
Any child under the age of 5 suffering from diarehoand ha
at least two of the following signs:

- Lethargy or unconsciousness

- Sunken/hallow eyes

- Does not drink or drinks with difficulty
- Slow skin retraction after pinching

Epidemic Typhus Any patient with sudden onset of fever, chills,ati&che
generalized pain, prostration, macyapular skin rash that
concentrated in intedligital spaces of the hands and feet
sparing of leaving out the face, at times acconguarmy,
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conjuctival injection, petechiae and haemorrhage.

Meningitis

Suspected case:

Any person with a sudden onset of fever (rectalpemture
>38.5C, axillary: >38.68C) presenting with one of ti
following signs: stiff neck, altered conscience other|
meningitis syndromes (projectile vomiting).

Confirmed case A suspected case confirmed by isolation

N. meningitidiSrom CSF or blood

Plague

Any person with a sudden onset of fever, chiieadache
severe discomfort, prostration and very painful IBag of
lymphatic nodes or coughs with bloody sputum, cpest ang

breathing difficulties.

Rabies

Any patient, who after being bitten by a dog conmdaof :

» Painful tingling in the bitten area

Shaking/trembling, contracture and painful spa

triggered by water quickly developing into a coma;

Sometimes character disorders, sadness, sobs anel

excessive fever

Change in the voice tone;

Difficulty of swallowing

¢ |ntense salivation

Viral hemorrhagic fever

Any person seriously ill, with fever and the follmg signs
blood in stool, vomiting blood or unexplained bliggdin gum,

nose, vagina, skin or eyes.

Yellow fever

Any individual with a suddenrset of fever followed b
jaundice in the next two weeks that follow the agppace o

the first symptoms

Watery Diarrhoea

A person with three watery stools or more withinh@irs

Malaria

Simple malaria :
Any person with fever with headache, bacleathills, sweal

myalgias, nausea and vomiting with positive labamatests.
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Influenza Like lliness

A person with fever 38°C and a cough or sore throat in
absence of any other diagnosis

Severe Pneumonia

children under the age of 5

I

Any child aged 2 months to 5 years who breathesh
difficulty and has a general sign of danger or ricdstal
retraction or a stridor The general signs of danger thq
following: inability to drink or breastfeed, vomj

convulsion, lethargy or unconsciousness.

Diphteria Suspected case
An iliness characterized by:

— laryngitis or pharyngitis or tonsillitis, and

— an adherent membrane on the tonsils, pharynx am
nose

Confirmed case

- Isolation of Corynebacterium diphtheriaffom a gran
stain or throat culture from a clinical specimen, o

- Histopathologic diagnosis of diphtheria

Note:

— The increase by at least four of the serum tite
antibodies has meaning only if both serum sam
were collected before administration of diphth
toxoid or antitoxin.

— Asymptomatic persons with cultures of C. diphthe
positive (asymptomatic carriers) do not meet
definition criteria and should be neither notifiedr ag
probable cases as confirmed cases

Pertussis Suspected case

Person presenting a cough for at lea&i weeks with at lea

one of the following signs:
— Paroxysmal coughing (paroxysms)
— Recovery inspiratory (deep breath called whoop)

— Vomiting after coughing (that is to say immediat
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triggered by coughing) without other apparent causg
Confirmed case

— Isolation of Bordetella pertussis (the germ is ided
in respiratory secretions (sputum or pharyn

specimens), or

— The genetic material of bacteria is identified
nasopharyngeal aspiration by PCR (polymereisain

reaction)

Diseases to be eradicated and eliminated

Acute flaccid paralysis
(AFP) polio

Any child under the age of 15 years affected bydsadonset d
flaccid (non spastic) paralysis of one or more Bnolo a perso
of any age whom the clinician suspects of polio.

Measles

Any person with éver and generalised maculopapular
(non vesicular) accompanied by h cough, coryza
conjunctivitis (red eyes).

Neonatal Tetanus

Any newborn with a normal ability to suck and cnyritig the
first two days of life, and who, between the 3rd &28th diy of
age, cannot suck normally, and becomes stiff or

convulsions or both

Enteric fever (Typhoid)

Suspected caseAny person with gradual onset of steaq
increasing and then persistently high fever, chiltsalaise
headache, sore throat, cough, ,asametimes, abdominal pa

and constipation or diarrhoea.

Confirmed case: Suspected case confirmed by isolatiorn
Salmonella typhifrom blood, bone marrow, bowel fluid
stool.

heal
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APPENDIX 1.2: SIMPLIFIED

CASES DEFINITIONS FOR COMMUNITY SURVEILLANCE

It is important to give to community health workettditional healers, birth attendants and

health workers who carry out extra-institutionaliaties in remote areas and to community

leaders, information on priority diseases and ibes targeted by a surveillance program.

Simplified messages will be used such as those iomatt below to help the community

determine at what time a person presents these sigat be sent to a health facility.

Suspected diseases

Warning signs for the community

Acute flaccid paralysis

All acute paralytic diseases

Severe watery Diarrhoea

Any individual who has produced 3 watery stoolsmmre in the

last 24 hours and showing signs of dehydration

Cholera

Every person aged 5 years and above with freqigant|stool

Bloody diarrhoea

Every person suffering from diarrhoea and whoselstontains

visible traces of blood.

Malaria Every sick person with high fever, malaise and wesk
Measles Every person with fever, skin rash and red eyes.
Meningitis Every person suffering from fever , headache aruk stiffness o

vomiting

=

Neonatal tetanus

Every newborn aged 2 to 28 days is unable to subkeastfeed

Plague

Any individual showing painful swelling under theraor in the
groin. In the region affected with plague, any parsvith cough

chest pain and fever.

Pneumonia under 5 year

sEvery child below the age of five who coughs andvineathe

fast or breathes with difficulties.

JJ

Viral hemorrhagic fever

Any person suffering from an unexplained ilinesd affected by

fever died of unknown severe des

eas

and bleeding or
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accompanied by these symptoms.

Yellow fever Every person suffering from fever whose eyes anid $lave
turned yellow.

APPENDIX 1.3: TESTS PERFORMED AT EACH LEVEL OF A LABORATORY NETWORK

laboratory tests for | Primary level | Second level| Third level Referral
diagnosis and monitoring (Health (District (Referral laborato
centres) hospitals) hospitals) ry
Send | On Send| On Send |On On site
out site out | site out site
Microbiology

Bacteriology

Specimen collection, storageX X X X
and transport for further test

"2

Gram staining X X X X
Urine analysis of fresh X X X X
specimens

Vaginal swabs wet X X X
preparation

Culture wusing urine, stoo|, X X X

blood, pus, swabs, and body

fluids

Sensitivity test of isolated X X X
bacteria

Culture, identification, and X X X

sensitivities  of  epidemi

L34

bacteria
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Serotyping of bacteria

QA/QC

Mycobacteriology

Specimen collection, storag

and transport for further test

jeX

U)J

Microscopy: Ziehl method

Microscopy: Fluorescen

method

TB Rapid test

Culture for TB

Extrapulmonary TB X
First and second ling
Resistance testing for
mycobacteriology
QA/QC

Mycology
Specimen collection, storageX

and transport for further test

UJ

Wet preparation (e.g. KOH)

Staining (e.g.Methylene blug
India Ink,etc)

D

Cryptococcal Antigen Test

Culture and identification
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Sensitivity test

QA/QC

Parasitology

Specimen collection, storageX

and transport for further test

"2

Examination and
identification of blood

parasites

Examination of fresh stool

and urine for parasites

(without concentration)

Use of lodine and Giemsa

stain

Using concentration methods

(e.g. Kato-Katz)

Specialized  stains  (e.
modified Ziehl)

QA/QC

Food microbiology

IMMUNO-VIROLOGY

Serology

Specimen collection, storag

and transport for further test

ex

Uy

HIV rapid tests
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Syphilis RPR

Pregnancy tests

Rapid tests (screening) f
Hepatitis B and C

O

r

TPHA

CRP

ASLO

Rheumatoid factors (RF)
Screening for Toxoplasmos
and Rubella

is

Confirmatory  tests (e.qg.

Hepatitis, HIV, etc)

ELISA

QA/QC

Western blot

Autoimmune disease

Diagnosis

S

Virology

Viral culture (e.g. Influenza;

Herpes; HIV, etc) ang

identification

S

Molecular Biology

Specimen collection, storag

and transport e.g. viral log

ex
d
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and DBS (Dried Blood Spot

etc

N

Viral load tests

PCR (e.q. Neisseri
Gonorrheal, Chlamydi
Trachomatis, HIV, etc)

}8%)

DNA sequencing

Genetic testing

e.g:-hemopathies)

Hematology

Specimen collection
storage and transport for

further tests

Hematocrit

Hemaglobin

White Blood Cells with

differential count

ESR

Full Blood Count

CD4 Absolute/ percentage

Reticulocyte Count

Sickle Cell test
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Coagulation : bleeding time

clotting time, PTT/PT

v

Blood grouping and Rh

Cross matching

Coombs test

« Haemostasis Factors

* Analysis of bone

marrow aspirate

« QA/QC

Biochemistry

Specimen collection, storag

and transport for further tes

jexX

s

Urine analysis using

dipsticks and sediment

Blood glucose

Liver function tests

Renal function tests

Electrolytes

Amylase

Proteins

Lipids
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CSF or other fluids analysis

Lactate (e.q. ARV

toxicity,etc)

Iron profile

Blood gas

Hbaic

Cardiac markers

Tumour markers

Hormones assay

Electrophoresis

Therapeutic drug monitoring

Toxicology

QA/QC

Histopathology/ Cytology

Collection of Pap smea
storage and transport f

further tests

-

FNA, pap smears, body fluids

analysis

Biopsy sectioning, staining

analysis and reporting




Semen analysis

QA/QC

immunohistochemistry stair

(Vemantine, Desmin, etc)
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APPENDIX 1.4: SAMPLES FOR LABORATORY CONFIRMATION OF PRIORITY DISE ASES

Acute flaccid paralysis
(Suspected polio)

REFERENCE:

WHO global action plan
for laboratory containmen
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 ig
collected, req
evaluate  patien
after 60 days t¢
confirm  clinical
diagnosis of polid
(AFP).

every suspected AF
case.
Collect the first]
tspecimen when the ca
Dis investigated.
Collect a secon

patient 24 hours later.

Collect a sample fromPlace stool

in clean,
Rcontainer and label clearly.
Immediately place in refrigerator

ser other medicines.
Ship specimens so they will arrive
ddesignated polio

will not be shipped within 72 hours,
freeze specimen at -20 or colder.

ice or cold packs also frozen at 220
or colder.

leak-propPreliminary test results a

cold box not used for storing vaccinethe laboratory.

laboratory withjrprogramme will
specimen on the sam@&2 hours of collection
When there is a delay, and specimen

usually available 14-28 days
pRfter receipt of specimen by

virus is
nationa
plan

If wild polio
atetected, the

appropriate action

Then ship frozen specimen with dry
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Cholera

REFERENCE:

“ laboratory Methods fo
the Diagnosis of Epidemi
Dysentery and Cholera
CDC/WHO, 1999

CDC, Atlanta, GA, USA

Isolate V.
cholerae  from
stool culture an
determine (@]
serotype usin
I polyvalent
cantisera for V.
"choleraeO1.

If desired, confirm
identification with
Inaba and Ogaw
antisera.

If specimen is no
serotypable,

consider, V.
cholerae 0139
(see  note in

Results column).

Liquid stool
rectal swab

t

or

Collect stool sampls
from the first suspecte
cholera case.

If more than ong
suspected case, collg
until  specimens havj

been collected from 5 t
10 cases. Collect sto
from patients fitting thg
case definition and:

* onset within last §
days, and

* before antibiotics
treatment has starte

Do not delay treatment
of dehydrated patients.
Specimens may Db
collected afte
rehydration (ORS or I\
therapy) has begun.

e

c

bPlace specimen (stool or rectal swabholera tests may not be
dn a clean, leak proof container

transport to laboratory within 2 hour
If more than 2-
» expected, place stool-soaked sv
dhto Cary-Blair transport medium.

hour delay

olf Cary-Blair transport medium is n
phvailable and specimen will not rea
 the laboratory within 2 hours:

Store at 4C to 8C

Do not allow specimen to dr
Add small amount of 0.85% Na(
if necessary

To ship, transport in well marke
leak proof container

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

utinely performed in all
daboratories.

Lulture results usually take
&b 4 days after specime
arrives at the laboratory.
Cary-Blair transport medium
bis stable and usually good fpr
ciit least one vyear after
preparation. It does not
require refrigeration if kept
sterile and in properly sealed
container.
cIf colour changes (medium
turns yellow) or shrinks
d(depressed meniscus), do mot
use the medium.
afhe O139 serotype has not
been reported in Africa and
only in a few places in
southwest Asia.

Serological determination of
Ogawa or Inaba is not
clinically required. It is also
not required if polyvalent
antisera results are clea
positive.
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Diarrhoea with blood
(Shigella dysenteriae
type 1) and other
shigellae

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

“ laboratory Methods for
the Diagnosis of Epidemi
Dysentery and Cholera”.
CDC/WHO, 1999. CDC,
Atlanta, GA, USA

Isolate Shigella
dysenteriae type ]
(SD1) in culture
to confirm
shigella outbreak.
If SD1 is
confirmed,
gperform antibiotic
sensitivity tests
with appropriate
> drugs.

Stool or rectal
| swab.

Collect 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 specimer
with blood or mucus.

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

Place stool swab or rectal swab
Cary-Blair transport medium.
Ship to laboratory refrigerated.
 If Cary-Blair not available, send
sample to laboratory within 2
hours in a clean, dry container
with a tightly-fitting cap.
Specimens not preserved in Car
Blair will have significant
reduction of shigellae after 24
hours.

If storage is required, hold specime
at £C to 8C, and do not freeze.

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

SD1 isolates should be
characterized by antibiotic
susceptibility.
yAfter confirmation of an
initial 5-10 cases in an
outbreak, sample only a
nsmall 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

Leprosy

Routine laboratory confirmation for surveillancernot required.
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Malaria

REFERENCE:

“Basic malaria
microscopy, second
edition” WHO, Geneva,
2010

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

Hematocrit or
haemoglobin for
suspected malaria
in children 2
months to 5 years
in age.

Blood
Usually finger-
stick sample

Finger stick or
other accepted
method for
collecting blood
from young

1 children

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

For hematocrit or
haemoglobin

In the inpatient setting,
perform a laboratory

test confirming severe
anaemia

For blood smear:
Collect blood directly onto correctly
dleaned and labelled microscope
slides and prepare thick and thin
smears.
» Allow smears to dry thoroughly
» Stain using the appropriate stai
and technique.
Store stained and thoroughly dried
slides at room temperature out of
direct sunlight.
For hematocrit or haemoglobin:
Collect specimen according to
instructions in national guidelines.

Thick and thin smear resultg

can be available the same day

as preparation.

Microscopic examination of

malarial slides may also

nreveal the presence of other

blood-borne parasites.
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Measles

REFERENCE:

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

Presence of IgM
antibodies to
measles virus in
serum.

Serum

Collect blood samples
5 suspected measles
cases when the number|
of cases exceeds the
measles outbreak
threshold (usually more
than 5 cases in a district
in a month).

In countries with an
elimination target:

Collect specimen
from every suspected
case of measles

Collect serum for

antibody testing at
first opportunity or
first visit to the health
facility.

pRror children, collect 1 to 5 ml of
venous blood depending on size of

child. Collect into a test tube,
capillary tube or microtainer.
Separate blood cells from serum:

Store serum at 4°C.

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

— Letclot retract for 30 to 60
minutes at room temperature.
Centrifuge at 2000 rpm for 10-20

minutes and pour off serum into aoutbreak is confirmed.

clean glass tube.

— If no centrifuge, put sample i
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 i
a vehicle). Pour off serum into a
clean tube.

The specimen should arrive
at the laboratory within 3
days of being collected.
Results are usually availablé
at laboratory after 7 days.

If as few as 2 out of 5

laboratory confirmed, the

Avoid shaking of specimen
nbefore serum has been
collected.

To prevent bacterig

glass test tube. The test tu
does not need to be steri
nust clean.

Transport the serum in an

EPI hand vaccine carrier
4°C to 8°C
dvecterial overgrowth (up to
days). If not refrigerateg

days.

4

A1

suspected measles cases afe

overgrowth, ensure that the
serum is poured into a clean

at
to prevent
7

be

serum stored in a clean tupe
will be good for at least 3
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Meningitis

REFERENCE:

“ laboratory Methods for
the Diagnosis of
Meningitis Caused by
Neisseria meningitis,
Streptococcus pneumonig
and Haemophilus
influenzaé.

WHO document
WHO/CDS/EDC/99.7
WHO, Geneva

Microscopic
examination of
CSF for Gram
negative
diplococci
Culture and
isolation ofN.

aeneningitisfrom
CSF

Cerebral spinal
fluid (CSF)

Note: CSF is the
specimen of choicg
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

2 Section 8) has been
reached.

Prepare the patient and aseptical

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
(36°C to 37°C).

- Never refrigerate specimens that
will be cultured.

Keep CSFor microscopic exam and

chemistry in the original syrinc

(replace cap). Refrigerate the cap)

syringe and send it the laboratory ag

soon as possibl

ysolation ofNausari
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 aX.
meningitisshould be
serotyped and an antibiogram
performed to ensure
appropriate treatment.

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

—
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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 pestis
from bubo
aspirate or from
culture of blood,
CSF or sputum.

Aspirate of buboeg
blood, CSF,
sputum, tracheal
washes or autopsy
materials for
culture

Identification of
antibodies to the
Y. pestiF1
antigen from
serum.

Blood for
serological tests

,- Collect specimen from
the first suspected
plague case. If more
than one suspected
case, collect until
specimens have been
collected on 5 to 10
suspected cases befo
the administration of
antibiotics.

- With buboes, a small
amount of sterile
saline (1-2 ml) may be
injected into the bubo
to obtain an adequate
specimen

If antibiotics have been

started, plague can be

confirmed by

seroconversion (4-fold g

greater rise in titer) to th

F1 antigen by passive

hemaglutination using

pared sera. Serum shoy
be drawn within 5 days

of onset then again after

2-3 weeks.

aseptic techniques. Materials for
culture should be sent to the
laboratory in Cary Blair transport
media or frozen (preferably with dry
ice (frozen CQ). Unpreserved
specimens should reach the
réaboratory the same day.

be absorbed with a sterile cotton
swab and placed into Cary-Blair
transport medium. Refrigerate.

If transport will require 24 or more
hours and Cary Blair transport is ng
available, freeze the specimen and
transport it frozen with cool packs.

D =

Id

Specimens should be collected usingultures should only be sen

Liquid specimens (aspirates) shouldin the laboratory.

to a laboratory with known
plague diagnostic capabilitie
or to a WHO Collaborating
Centre for Plague.

Plague culture results will
take a minimum of 3 to 5
working days from reception

Antibiotic treatment should
be initiated before culture
results are obtained.
Plague patients seroconvert
tto the F1Y. pestisantigen 7-
10 days after onset.

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 sputur

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

Smear should be examined at healt

&

facility where the specimen is taken.

HrB microscopy is read daily
Quantification of observed
mycobacterium are reporteg
using various reporting
methods. Refer to the criteri
used by the examining
laboratory.

Neonatal tetanus

laboratory confirmation is not required.
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Viral hemorrhagic fevers

REFERENCES:

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

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

Presence of IgM | For ELISA
antibodies against Whole blood,
Ebola, Marburg, | serum or plasma
CCHF, Lassa or

eDengue fever For PCR

Whole blood or

blood clot,

or serum/plasma or

tissue

For immunohisto-
,Presence of Ebolachemistry:Skin or
lin post-mortem | tissue specimens
skin necropsy 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 fr
suspected vhf patients with extrem
caution. Wear protective clothing a
use barrier precautions.

For ELISA or PCR:
¢ Refrigerate serum or clot
¢ Freeze (-20C or colder)
tissue specimens for virus
isolation

For Immunohistochemistry:

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

» Store at room temperature.
Formalin-fixed specimens may b
shipped at room temperature.

miagnostic services for VHF
are not routinely available.
ddvance arrangements are
usually required for VHF
diagnostic services. Contact
the appropriate National
authority or WHO.
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Yellow fever
REFERENCES:

District guidelines for
Yellow Fever
Surveillance,
WHO/GPVI/EPI1/98.09

Yellow Fever. 1998.
WHO/EPI1/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 fror

5 to 10 suspected cases.

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

e Separate blood cells from serum:

- Let clot retract for 30 to 60 minutg
at room temperature. Centrifuge
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 refrigeratg
let blood sit at an angle for at leas
60 minutes (without shaking or
being driven in a vehicle. Pour off
serum into a clean tube.

e Store serum at 4°C.

¢ Ship serum samples using

appropriate packaging to preven
breaking or leaks during
shipment.

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

Avoid shaking of specimen
npefore serum has been
heollected.

To prevent bacterial

overgrowth, ensure that the

serum is poured into a clear
glass test tube. The test tub
does not need to be sterile -
just clean.

1]

rTransport the serum in an
stEPI| hand vaccine carrier at
4°C -8°C to prevent bacterig
overgrowth (up to 7 days). I
not refrigerated, serum stored
in a clean tube will be good
for at least 3 days.

t
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Human influenza caused
by a
new Subtype

Reference:
Recommended laborator
tests to identify avian
influenza virus A in
specimens from humans,
WHO, revised August
2007.

Collecting, preserving an
shipping specimens for th
diagnosis of avian
influenza

A(H5N1) virus infection.
Guide for field operations
October 2006
WHO/CDS/EPR/ARO/20
06.1

Identification of
human influenza
virus infections
by:
1) Detection of
influenza specific
VRNA by reverse
transcriptase
polymerase chain
Reaction
2) Isolation in cell
culture (BSL3
i laboratory
gequired for
suspected new
subtype)
3) Direct antigen
detection (low
sensitivity)

A variety of
specimens are
suitable for the
diagnosis:

Throat swab
Nasopharynge
al swab

Nasal swab
Nasopharynge
al aspirate
Intubated
patients:
tracheal swab
or broncho
lavage fluid
Blood
Specimens
should be
collected in
the following
order of
priority:

Throat swab/
Nasopharynge
al aspirate
Acute serum
Convalescent
Serum

Obtained specimen
within 3 days of the
onset of symptoms,
Initial specimens
(respiratory or blood)
should ideally be
collected from suspecte
patients before antiviral
therapy is begun but
treatment must not be
delayed in order to take
specimens.

Optimally, paired sera
(3-5 ml of whole blood),
collected first during the
acute phase of illness a
then 14 days or later
after the onset of illness
should be tested
simultaneously.

Specimens should be
collected from deceaseq
patients as soon as
possible after death

Respiratory specimens should be
transported in virus transport media
Media that could be used for a varie
of viruses are commercially
available.

dfor viral isolation should be kept at
4°C and transported to the laboratc
promptly.
If specimen is transported within 2
days, it may be kept at 4°C; otherw
should be frozen at or below 70 °C
until transported to the laboratory.
Repeated freezing and thawing mu
be avoided to prevent loss of
infectivity.

n&era may be stored at 4°C for
approximately one week, but

Transport of specimens should

the safe transport of infectious
substances and diagnostic specime

Specimens in viral transport mediumand

thereafter should be frozen at -20°C.

comply with the WHO guidelines for

laboratory results should |
.confirmed by an approve
>taboratory.

Any specimen with a positiv

result for influenza A virus

suspected of avig
influenza infection/new
nigubtype  should be furthg
tested and verified by
designated WHO CC/WH(
445 Reference laborator
laboratories that lack th
capacity to perform specifi
stnfluenza A subtypg
identification procedures a
requested to:
- Forward specimens
virus isolates to a Nation
Influenza Centre or to
WHO  CC/WHO H5
Reference laboratory fq
further identification of
nscharacterisation.
- Inform the WHO Office in
the country that specime

or virus isolates are beir]
forwarded to othe
laboratories for furthe
identification or further
characterization.
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Typhoid Fever

IsolateSalmonella
typhifrom blood,
stool, bone
marrow, urine
and serotype
using Salmonella
different antisera

blood, stool, bone
marrow , urine

The collection of
specimen must be done|
before antibiotics
treatment.

The blood is a choice of]
specimen to be collecte
during the first week of
illness.

The stool will be
collected during second
and third weeks of
disease.

“Hemoline Diphasique “medium or
“Tripcase soja” medium at room
temperature.

Place specimen (stool or rectal swa
din a clean, leak proof container and
transport to laboratory within 2 hour

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

Urine and Bone marrow must be
collected in sterile container

Blood specimens are transported onBlood culture results are

usually available 6 to 8 days
after receipt by the
laboratory.

Jtool, bone marrow, urine
culture results are usually
savailable 3 to 4 days after
receipt by the laboratory.

Salmonella isolate should b
characterized by antibiotic
susceptibility.

1%
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SECTION 2: REPORT PRIORITY DISEASES AND CONDITIONS

This section describes how to

* Report priority diseases and conditions

* Record information in logbooks and treatment sheets
e Use of standardized methods to report diseases

* Improve systematic reporting practices.

REPORT PRIORITY DISEASES AND CONDITIONS

It is important to ensure a reliable notificatiohsoirveillance data throughout the whole system so
that the program managers, the heads of survedlamd other health workers can use the

information to:

1. Identify emerging problems and plan appropriaterigntions

2. Make timely evidence-based decision

3. Monitor disease trends at health facility, distraotd national levels.

The national policy determines the types of datkected from districts and health centres that have
to be reported immediately or on a weekly basis.
These guidelines recommend three types of report:

- Immediate report:Report information of epidemic-prone diseases casenditions that
require immediate notification. Notify also disesisargeted for elimination or eradication or
when an epidemic threshold has been reached.

- Weekly summary reportReport systematically the total number of cases geaths seen
during the week (see weekly reporting form in agjper2.3.). The summary report is
analyzed and results will help to assess progrestentowards disease control, to evaluate
preventive interventions in the district, and tentfy outbreaks and events that have not
been detected, in order to provide timely respanses
All immediately reportable cases should be repairtezh the corresponding weekly report.
The weekly reporting is done as follows dependinghe level of the health facility:

- From health centre to a district hospital: everynday, no later than midday (12:00).
- From the district hospital to RBC/IHDPC (EID Divisi): every Tuesday, no later
than midday (12:00)
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- From RBC/IHDPC (EID Division) to the Ministry of taéth every Thursday, no later

than midday (12:00).

TABLE 4. THE CONVENIENT TIME FOR REPORTING A SUSPECTED OUTBREAK AND APPBPRIATE

COMMUNICATION CHANNELS

Disease

Time to report a potential impending epidemic

is considered as an outbreak:

Acute flaccid paralysis(AFP)

Blood diarrhoea

For the following diseases, a single case

Immediate case-based report to the district witk

information as soon as an outbreak is suspecteq

Send the initial report using the fast

Cholera (where the disease is rag/mmunications means (phone, telecopy, e-f

non endemic zone surroundi
Kivu Lake)

Epidemic Typhus

Measles (elimination)
Neonatal Tetanus

Meningitis

Plague

Viral hemorrhagic fever
Typhoid fever

Yellow fever

Rabies

Pertussis

Diphteria

Any public health event

of

Néternet, radio)

Submit a written report with a form includi
details of each case send weekly consolid

information

Write ‘zero’ if no suspected or confirmed case

seen during the specific time.

As regards to bloody diarrhoea cases: take

account the epidemic threshold as they are freq

international or national concern

(infectious, zoonotic, food born
chemical,

condition).

or due to unknow

€,

n al

est

nail,

ng
ated

vas

into

uent
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For the following diseases, report the Health facilities send consolidated data to |the
summary data of cases and deaths district on weekly basis.

- Influenza Like lliness

) The district sends a consolidated weekly report
- Non bloody Diarrhoea

from their catchment area to the national lgvel
(EID Division).
ren

- Malaria
- severe pneumonia among child

<>SYyears When analysing the weekly summary reparts,

consider the alert thresholds and specific

interventions for certain diseases

REPORT IMMEDIATE REPORTABLE DISEASES AND OR UNUSUAL CONDITIONS

Whenever you suspect a disease that needs to bee@pmmediately or a priority epidemic
disease, there should be a possibility of sendimghe higher administrative level the information
about the area, the vaccination coverage, the afab@set of symptoms and other relevant risk
factors. Verbal or written announcement should gae district level within 24hours as from the
time when the health facility identified the caeethe first time.

Equally, you have to report immediately every umlsevent identified by the community such as
high death rates caused by persistent fever despaement with antipyretics. The information on
the event may be sent through various channelsidimgy verbal message, phone call or written
report or by sending an e-mail. For some diseasgugick alert is essential as prompt measures have

to be taken to control the spread of the disease@d the occurrence of similar cases.

REPORT CASEBASED INFORMATION

After the initial verbal report, you will have tallfin the case-based reporting form. If verbal
reporting is not possible, this form will serveths first notification received by the district atho
the concerned case. A sample of the form and ictsdns on how to complete it are attached on
appendix 2.2 at the end of this section and caneisthe following elements:

- The patient’s name. When reporting a neonatal tistaase, the mother’'s name is required

- The patient’s date of birth, if known or his/heeag

- The patient’s sex

- The patient’'s home address (Village, Cell, seddministrative District,)

- Date on which the patient had a medical check-up the date on which the case was

reported to the district
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- Date of onset of symptoms (refer to disease cafeHitens in the guidelines for the
signs/symptoms, and determinants of the disease)

- When reporting a suspected case of vaccine-prablentlisease, describe the vaccination
status of the patient (and that of the mothemasecyou suspect a neonatal tetanus)

- The patient’s condition at reporting ( if his/siseadmitted at the hospital, you have to
specify the final end result: alive or dead)

- How to reach the patient or his relatives whendliere is a strong need to have further
information.

- The date of the report. The health worker fillimngthe form has to state his/her name and the
date on which the document was forwarded to thictis

- The patient’s identification number (provide tluele)

- The patient’s electronic identification number @e provided by the electronic reporting
system (e-IDSR TRACNnet) after submitting the repibrpplicable.

You will have to produce two additional copies lo¢ toriginal report: A photocopy, a carbon copy
or hand written one. Submit the original to thetritis and keep a copy in the health facility. The
second can serve as a sending slip for a labgratalysis, if a sample has been taken. Send to the
laboratory the copy of the form for each case htddo the sample.

For any further information concerning laboratdegt requested, refer to section 1.0 or to the

specific guidelines on diseases under section 8.

REPORT ROUTINE WEEKLY SUMMARY DATA

Each week, the health facility makes the totalasfes and deaths caused by the priority diseases and
infections recorded in the health facility. Wherdend) up the total, you have to separate cases that
have been admitted to the hospital, the deathstitatrred and the outpatients’ cases. Data widl als
be disaggregated by age-group. These consolidatadade recorded on a weekly consolidated form
submitted to the district hospital. The districtspdal will also consolidate the data from its
catchment area for RBC/IHDPC.

| MPROVE SYSTEMATIC REPORTING PRACTICES

In most health facilities in Rwanda, the recordofgnformation on patients is done in more than
one unit and by several people. Each health care awns its logbook with a number of
compilation sheets. The head of the health fgcdind or the head of surveillance have to be

attentive so that they do not miss any case ofespictprone disease.
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Data analysis by health facility
The Head of the health facility should ensure that:

- Clinicians record the information in the patierefiogbook using the recommended case-
definition.

- Clinicians, nurses or other appointed staffs cobepllee case-based reporting form while the
patient is still around

- The person responsible for data (M&E, data col®atothe focal point for surveillance has
the tally sheets summarizing the cases and deathtody priority diseases

- This person knows how to fill in the reporting fam

- The health workers check the monthly total andenhits/her comments on the observation
forms concerning the findings at the end of the thigranalysis (see Section 3.0.).

- The health worker records the total nhumber on amesended consolidated monthly

reporting form.

Observation —Spaces is available on the consolidated monthly rteygp form at the end of this
section to record comments generated from the sisady the data by the data managers and or the

surveillance focal point.

Submit a zero-case report - if no case of immeljiateportable disease. (For example, viral

hemorrhagic fever) has not been diagnosed or nklyease reported

In case there is no identified case of immediaponting during the last period, write ‘0O’ on the
form. If the provided space is empty, the persaeireng the report cannot explain why this section
was not completed. Write ‘0’ for any disease the¢ds to be reported immediately, on weekly or
monthly basis even if no case has been detectethdolast period. This indication will allow the
staff at the higher level to know that the healikility or the district has submitted a complete
report.

USE A LINE LISTING FORM DURING AN EPIDEMIC OUTBREAK

When there are less than five cases caused byatime slisease in a single day, record the
information concerning each case on the case-ha&pedting form. If on the same day there are
more than five cases, it would be better to usdlitieelisting form provided to record and report
cases once a week.

The instructions on how to carry out a systematelysis of the surveillance data are detailed under
Section 3.0.

59



Indicators of report timeliness and completenessnofiediately reportable diseases are detailed in

Section 7.0.
Timeliness of reporting of suspected outbreak rssmered under Section 7.0.

Note: it is worth emphasizing that all this infortioa has to be reflected into the weekly summary
report as well as the monthly reports from the the&hcility and the districts. The head of
surveillance or data manager, or the designatdf] skeould screen the concordance of IDSR and

HMIS data on a regular basis.

APPENDICES FOR SECTION 2

Appendix 2 .1: Maintenance of clinic logbooks for priority dises and infections

Appendix 2.2: Case-based reporting forms

Appendix 2.3: IDSR case-based laboratory reporting form

Appendix 2.4: Weekly reporting form

Appendix 2.5: Ethical considerations on the management of tineelance data in public
health
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APPENDIX 2.1: M AINTENANCE OF CLINIC LOGBOOKS FOR PRIORITY DISEASES

Each health facility has to keep the logbooks frording the priority diseases and infections

identified in the health facility. A logbook shoudd least record the following information:

- Patient's name and age

- Patient sex

- Patient’'s Home address (District, sector, cellagg)

- Diagnosis (This is particularly important for repog the consolidated data). Use the
diagnosis IMCI for diarrhoea with dehydration andepmonia among children below 5
years old.

- The patient’s medical history (in internal constitta)

- Consultation date

- Treatments

- laboratory test results, if the case is to be ico@d through laboratory

- Other important observations related to the diseasatment or the end of treatment
process

- Origin (area, outside the area, outside the di¥tric

APPENDIX 2.2: CASE-BASED INVESTIGATION FORMS

The Ministry of Health based on WHO/AFRO guidelines agenends the generic case-based
reporting form when reporting immediately reporealdiseases. These diseases fall into the

following categories:

- Disease with epidemic potential (for instance ctalbloody diarrhoea, measles, meningitis,
plague, viral hemorrhagic fever and yellow fever).
- Preventable diseases through vaccination that ttebd eradicated (Polio/PFA), eliminated
( neonatal tetanus), and to be contained (m®asle
- Other diseases on the list of diseases under dancs.
In case a health facility suspects a disease ectioh falling under one of the categories mentibne
above, the staff from the health facility shouldnediately contact the district by telephone, fax, e
mail or other faster communication channels. A reponfirming the verbal communication should

follow.

The Case-based reporting form has two sections. fifbie section records information on the

particular case. These data can be used when dimglfierther research on the case reported. The
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second section is the request form (when needéd) laboratory test results and some information
on the timeliness of the laboratory test resullsveey to requiring health facility. If samples rav

been taken, a copy of the first section of the fanthbe filled in by the staff from the health ity
and attached to the laboratory sample.
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Appendix 2.2.a.: The IDS generic case investigafiiom

Reporting Health Facility Reporting
District

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

Cholera: Blood Diarrhoea: Epidemic Tyhus: Meningitis:
Plague: Viral Hemorrhagicdfev Tyhoid Fever: Yellow Fever :
Rabies: Pertussis : Diphteria: Other :

Date: / / / /

Received at District level
Received form at national level

Name(s) of Date of or Age: Sex: M=Male F=Female
Patient: Birth: / /

Patient's Residence: Village/Neighbourhood
District /Town/City : residence: U=Urban R=Rural
Locating Information :
If applicable, name of mother and father if child

Date Seen at Health Facility: / / Number of vaccine doses Received: 9=unknown
Date Health Facility For YF- documented by card. For Meningitis, bytdrig.

Notified District: / /

Dates of Onset: / / Date of last vaccination: / /

Yellow Fever, and Menitgyit

Blank variabl@ #1 Patient status: Outcome:____

Blank variable #2 1=In-patient, 2=Out-patient, 9=inconnu
1=Alive; 2=Dead; 9=unknown

Final Classification:

1=Confirmed
2=Suspected
3= Probable

Person Completing Name:
Signature: Reporting date: / /
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APPENDIX 2.2B.: INVESTIGATION FORM FOR NEONATAL TETANUS

Numéro Code du pays WA

EPID Pays - Région — District — Année de débhf ducas Regule:........... [ovoiiiiiin, /
IDENTIFICATION Nom de la Formation
District sanitaire :........................ Province sanitaire :...............coooevee. sanitaire la plus proche :
District administratif ;......................... Secteur @i Cellule i,
Nomdumalade :.......ooovviiiiiee e Pere/mere i...ccovvv e Lo,
Sexe: [ ] M=masculin U = Urbain

F = féminin R = Rural —

NOTIFICATION/INVESTIGATION
Notifié par:..........cccoeviviinnn. Date de natification:... /...... / Date de l'investigation : ..../....... /

VACCINATION DE LA MERE

Mére vaccinée avec 1 =oui @connu Nbre de doses? 1ére: [/ [2é: A
VAT ? 2=non L1 3: 1 1 4 I
5¢e: / / Si>5 dasdste de la derniére :
Existence d’un carnet 1 =0 =inconnu Statut vaccinal de la mgre 1 = complet
2=non avant l'accoetent ? 2 = incomplet 9 =oimeu

NAISSANCEDE L'ENFANT

Date de naissance.......... [, [ocoini. Lieu de naissan:| 1 = Hopital 5 = Domicile/AT
2=Cs 6 = Domicile/ s#W&
3 = Domicile/personne formée 9 =inc.
4 = Domicile/personne non formée

Cordon coupé avec une lame stérliln_—l 1=oui 9=inconnu Cordontraitf | 1=oui 9=inc.

2 =non 2 =non
DESCRIPTION DU TRAITEMENT DU CORDON ...ttt ittt it st et et e esteseeae e vt e aaeaneae e e
Mere a-t-elle recu des soins prénatad:| 1=o0ui 9=inconnu OuU?:.................. Combienviigtes
2=non prénatales tl
Accouchement pratiqué pa]
Un médecin/sage femme ? 1=outifconnu  La naissance a t-elle eu lieu[ ]
2=non dans umgtitution ? Le nom

Accouchement effectué par

un personnel formé ? ] duF 9 =inconnu
AT ou sage formé ? gon
Son nom :

ANTECEDENTS CLINIQUES

Date des symptomes ........ loviiiiinn /T Le bébé étaitmad@ la naissanc{__| 1 =oui 2 =nonir&ennu
Dosarche ? [ ] 1=oui 2=non 9coimu Raideurs| _ ] 1=oui 9= inconnuBpasmes ou convulsion{ ]
Complications 2 Zen 1=oui 2=n6én=inconnu
2=non 1] 1=oui 2=non 9 =inconriEnfant a bien crié et téter les 2 premiers jours
1=oui 9=inc. Enfant décédq | de sa naissance

Age de I'enfant le jour du décé1—:| A-t-il stoppé de t nsuite|:|
TRAITEMENT L1 L1

Vu en consultation externe ? Admish@gital ? Date d’admission ?......... [.d.......

N° du dossier ?2: ............... Adresse de I'hépital ?: .......ccovceeeeriiiiiiiiee e, Etat du bébé a la sortie : -
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1=guéri 2 ddé 9 =inc.

COMMENTAIRE ..t e
REPONSE [

Mére a-t-elle recu une dose de protection dan3 fasis suivant la déclaration ? 1=oui @¥rO=inconnu
Date de la réponse : ......... l...... /... Vaccination suppétaire dans la localité : ]

Date de la vaccination supplémentaire./........ [oiiiean.

CLASSIFICATION FINALE DU CAS
Tétanos Néonatal ] 1=o0ui 2onn 9 =inconnu

ENQUETEUR
NOM .. e e Titre v, Unité.......coeeeenee Tél i, Adresse
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Appendix 2.2.c.: Case investigation case form fout& Flaccid Paralysis (AFP)
Notification obligatoire, priere de remplir cette fiche pour chaque cas

A Remplir au Niveau Central Recuy, le ....... [ocoiiiii. [ooiiiii.

EPID NO Pays- Province-Mbigt-Année de début -N° du cas

IDENTIFICATION

District sanitaireHoépital Province : Formation gainé la proche : CS

District Administratif : Secteur. Cellule :

Nom(s) du malade: Pére/Meére

Date de

Naissance :........ [ocoiiii.. [, Si date de naissance, Age......ans, ......... mois SexeM= masculi
Inconnue F= fémininr]:'

NOTIFICATION/ENQUETE

Cas notifié par Date de notification : Date de I'enquéte:
HOSPITALISATION : hospitalisé : 1 = oui ] Datadinission :
2 :Non
Numéro d’hospitalisation : NoAdresse de I'hépital :
HISTORIQUE DE LA MALADIE Fiévre au début |:| Pairalysogressive
la paralysie : <=3jours: |:|

Date de début de la paralysie : Paralffasque et aigué 1:|

....... T Asymeétrique : tSde la

paralysie |:|
JG BG
JD BD

Apres I'enquéte, était-ce réellement un caskk P: L 1si oui, remplir le reste durfardaire

ANTECEDENTS VACCINAUX Naissance 2% 4°
Nbre total de Exclasdose a 1°"9°%¢ 3® si+de4, la
doses de VPO la naissance diéme
PRELEVEMENT
DES ECHANTILLONS
DES SELLES Date du f' échantillon Date dif%chantillon Date d’expédition des
Echantiltoau N.C.
Dale réception des selles Date d’expédition des selless le
Par le N.C. . Labo inpays
RESULTATS

D’ANALYSE DES ECHANTILLONS
-------- [-=--f----- 1= adéquat |:|—--/—----/—--- e e P1 P2 P3

o O 0 [
NPENT

Date de réception 2 = non adéquat

des selles au labo  Etat des selles a IRésultats envoyés Résultats regus/
réception audab au PEV National PEV National

-------- f-=m-f----- B e s e AR Wl W2 W3 V1 V2 V3 NPENT
Date d’expédition Date d’expédition Date de réceptiondes 1 [ [1 1101 [
Des selles au labo de des résultats des résultats de la diff. I.T. La DiffTl. La diff. .T au PEV
l=oui 2=non
EXAMEN DE SUIVI CLINIQUE Observations lors |:| 1 = Paralysie résiduelle
Date de I'examen de suivi u suivi 2 = Pas de paralysie
/ / Paralysi H_:L 3 = Perdu de vue
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résiduelle

CLASSIFICATION FINALE DU CAS : 1 = Polio confirmée Zompatible
3 =PFAmpolio 4 = Pas de cas de PFA
ENQUETEUR :
Nom: Titre : Wi Tél. : Adresse :
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APPENDIX 2.2D.: CASE INVESTIGATION FORM FORMEASLES

NOTIFICATION OBLIGATOIRE, PRIERE DE REMPLIR CETTE F ICHE POUR CHAQUE CAS
Officiel Numéro

EPIdNUMDET ... i i i e e Recu, le /
Pays Province District Année début N° du cas

1. IDENTIFICATION

Hépital de district : ..................... Province : ...............Fornah sanitaire la plus proche :
District administratif..................... Secteur.......c.oovenenee. Cellule................... 1 : Urbain
2unal
Nom(s) du patient...............ccoevvvvvevene e PEre/Mere...ooo o efe :1: Masculin
Date de naissance........... [ [, Ou age........ ansic 1 an age.......... (mois) 2 : Féminin

2. NOTIFICATION/ENQUETE

Date ou le centre de santé a vu le patient :.......... Lo Casnotifiéspar:......cccccovvvvieviiinnnnnn
Date ou le centre de santé a notifié le cas atdlist..../...... [o..... Date de I'’enquéte...... loiii.. [l
3. HISTORIQUE DE LA MALADIE 1:vivant 1: oui
Date du début de I'éruptignush) : ...... [oeiiii. /..., Issue : 2 . décédé Hospitalisé: 2: non

3 :inconnu 3 :inconnu
Nombre des valide déAR Date de la dernigaecination :......... [oiiii. [

4. ECHANTILLON DE SANG

Date de préléevement :.......... [icoiii... /... ®dtexpéditiorvers le niveau national......... /... /...
Date de réception au labo :.......... [coii.n. I , Dateréeeption des résultats au PEV ....... /... /...
Condition d’arrivée des échantillons : 1 : adéquate

2 :non
Résultats de  IgM rougeole : 1 : Positif IgM Ruble : 1 : Positif
Sérologie : 2 : Négatif 2Négatif

3 : Indétermin 3Andéterminé
Autres résultats :
Date d’expédition des résultats du labo au distyigta envoyé I'échantillon :.......... [oviiiiiii. [oiiiiini.
5. CLASSIFICATION FINALE DU CAS : 1: cas confirme par le labo

2 : cas confirpefr lien épidémiologique avec 1 cas
confirmé pardabo

3 : compatibledts de labo non réalisés)

4 : Exclu/IgM retye

5

. Résultatsattente

6. SOURCE DE L'INFECTION IDENTIFIEE 1:Oui

: @on
Si le test de confirmation IgM rougeole est positifestigation communautaire faite ? 1 : Oui

2:non

Si oui, décrire le résultats de
l'investigation
7. ENQUETEUR :
NOM Lo e e Titre fvveee i Unité............. Télghone....................

A0 [ (=17

68



APPENDIX 2.3:IDSR CASE-BASED LABORATORY REPORTING FORM

DSR case based laboratory Reporting Form

Part I. Refering health worker to complete thisrfa and send a copy to the laboratory with t

specimen
Variables Answers

1 Date of specimen collection (day/month/yelar)

2 Suspected Disease or Condition

3 Specimen typé

4 Specimen unique identifi&t

5 Patient Name (s)

6 Sex (M= Male F=Female)

7 Age (..... Years/...... Months/...... Days).

3 Date Specimen sent to laboratory VoLl
(day/month/year) —

Part Il. Laboratory to complete this section andtten the form to district and clinician

Variables Answers
laboratory Name and location
Date laboratory received specimen\

\ W\
(dd/mmlyyyy) —
Specimen condition: (Adequate/Not adequate)

Type of test(s) performed

Final Laboratory Result(s)

Date (dd/mm/yyyy) laboratory sent results
district

Date Results sent to the clinician (dd/mm/yyyy) _ \ \ \

0 (N O [(OfbhWwW N |

Date district received

(dd/mml/yyyy)

laboratory

results

| W W

* Blood, Plasma, Serum, Aspirate, CSF, Pus, Salivapdy, Stool, Uretral/Vaginal discharde,

Urine, Sputumfood/water samples
** Same as the patient's identifer in the IDSR imntediase based reporting form
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APPENDIX 2.4:WEEKLY REPORT FORM

IDSR weekly reporting form

Year: Week Month

Country: Pronvince: District: Population:

District Health Centre:

Hospital :

Expected Report received: Reports received on time:

reports:

Disease or event to notify Cases Deaths Comments

1 | Influenza Like lliness

2 | Non bloody Diarrhoea

Among children under 5 years

3 | Non bloody Diarrhoea

4 | Bloody Diarrhoea

5 | Malaria

6 | Severe pneumonia among

children <5 years




APPENDIX 2.5: ETHICAL CONSIDERATIONS ON THE MANAGEMENT OF THE SURVEILLANCE

DATA

The effectiveness of the public health activitiesluding those related to surveillance lies in
the trusted relationship between the public heatthkers and the population that they serve.

Below are ethical standards that all health worked epidemiologists must observe:

1. Protecting confidentiality and privacy

Ensure the patient’s privacylt is the patients’ right to decide which and toomhthey can
reveal personal information.

Confidentiality is the obligation health workers to no discloseguatinformation to other
than those who are absolutely in need of this te éar her/him. The Patient is entitled to
know why her/his information is being disclosedd dhat S/he has the right to withhold the
information or to require that her/his health caidis be kept confidential.

Even if information does not even contain a nanie fimay still be used to identify certain
persons and spark discriminations or other negatoesequences for the individuals.
Therefore, it has, from the time it was revealed bé protected. In many countries and
districts, apparent anonymous data have been wsed identify patients or individuals.
Furthermore, we will find mechanisms to protect thatient from any identification
permitting the health system to seek contact detaireveal any related epidemics whenever
the need arises. A sound information system isaife that would attentively screen all
relevant information that would be helpful in tagipublic health action.

2. An informed consent

We have to ensure that the information collecteéxslusively used for the purposes for
which it is intended for. The community will hardhgcept that the information collected for
the surveillance is used for research purposes.nBienal regulations require the patient
informed consent prior to the use of individualad&r research. All health workers are

required to adhere to these provisions.

3. Professionalism and public trust
To achieve public health duties such as surveidaitds essential to have a general support
from the community. This trust is a guarantee thaves that health workers are fair,

reliable, and respectful towards the code of conhdnd a sign.
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SECTION 3: ANALYSE, INTERPRET AND COMMENT ON THE

REPORTED DATA

This section gives us explanations on how:

To collect, process and store the data ;

To analyse data according to chronological, spatdlindividual elements;

To draw conclusions on the basis of results froenahalysis;

To compare the results of the analysis with thedholds for public health action;

To archive the summary of the analysis and resp(Register of epidemics).

ANALYSIS OF DATA

The analysis of trends related to cases and dedthisutable to diseases during a given

period of time has many advantages because itgesekey messages enabling:

The identification of trends and timely appropriptélic health measures;

The identification of the origin of cases and data;

The disclosure of the reasons of problems andehech for adequate solutions;
The evaluation of the quality of public health prammes in the District in the

medium and long term.

The analysis of surveillance data yields two im@ottfacts:

In case of an outbreak of a disease or a givengrhenon, the information from the
analysis of data enables the identification of riiwst appropriate response to control
the outbreak. Immediate measures may be takeret@ipt the spread of an outbreak
and prevent the occurrence of subsequent cases.

The importance or the burden of diseases variéiseicourse of time. Some recurrent
fluctuations are predictable; for example, the @ase of the number of malaria cases
following a rainy season. While HIV AIDS just emedy Tuberculosis re-surfaced,

leprosies and polio are either targeted for elitmamaor eradication.
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In this section, we will mainly study the analysif data at all levels. However, the

described procedures also apply to the data predesdiealth Facilities.

COLLECT DATA PROVIDED BY HEALTH FACILITIES

The District hospital team receives two types akeillance data that are communicated to

them by health facilities including the districtdpatal:

The case-based reports for immediately reportabkades;

The weekly summary report of cases and deathbuwtible to important diseases.

OBSERVATIONS

a)

b)

d)

f)

Notification of cases (even suspected) for disedkat are immediately reportable
must be received by the district at a latest 48$aftter consultation of the case in the

Health facility;

The summary weekly report will be communicated #tast by Tuesday following

the ending week;

When an epidemic is suspected, the case and thih deast be reported and
represented graphically once every week. In caseariingitis, cases are reported on

a daily basis.

When written reports are received, it is necestamgheck these reports or accuracy,

completeness and quality.

Defaulted health facilities (late submission or reubmission) must be tracked and
find out the root causes and provide appropriatetisns. Regular communications
and collaboratoryorative efforts should be mairgdinwith the reporting health

facilities in order to improve the quality of theporting system.

It is important that all health workers involved the surveillance data collection
processing, reporting understand the need to enmuvacy and confidentiality as
related to the data collected. Refer to Appendixa.the end of Section 2 for advice

concerning the management of the surveillanceiddtee area of the public health.
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PREPARE THE ANALYSIS OF DATA ACCORDING TO PERSON , PLACE, AND TIME

To be able to detect outbreaks, to monitor theagpssion and to control public health

activities, the health personnel must know:

* Where they occurred;

* When they occurred;

* How many cases occurred;

e What is the population that is most affected;

* What are risk factors that contributed to the tnaigsion of the disease;

e What is the severity of the outbreak / lethality
This information is available in the patient’s §iland/or registers are more meaningful when
represented as, tables, graphs or maps. Presenti@d manner, the information provided is
easily and quickly understood and evolutions aedds are more clearly highlighted.
The health facility should keep record of analysesformed on surveillance data in an
“analysis register”. That will guaranty that monthdlata are used for decision-making.
Results in form of graphs, tables and or maps eadifplayed on the wall of the facilities

and updated every month.

Analysis performed by the health facilities havd&monitored by supervisorsngtructions
concerning the development and the updating of aalysis register are represented in
Appendices 3.1 and 3.2.)

The following table presents methods and recomnuendels for the analysis of the

surveillance data in order to generate informatayrpublic health actions.
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TABLEAU 5: OBJECTIVES, TOOLS AND METHOD OF DESCRIPTIVE ANALYSIS OF DISEASE

SURVEILLANCE DATA

Type of
analysis Objective Tools Method
According to | To detect abrupt changes |®resent th{ To compare the number pf
time long-term trends in thesummaries in formcases declared during|a
emergence of diseases, thaf. tables, linear|given period with thosg
number, and the intervafjraphs or| during the previous periqd
between the time of exposyreistograms (Weeks, months, ar
and the appearance |of years).
symptoms.
According to|To determine the place of thBisplay the Display the number ¢
the location |emergence of casesumber of cases gitases on a map and
(especially to identify thea detailed map of | discern the clusters of
high risk areas or thehe District or thecases or any relatign
concentration of high riskaffected are{ between the location
populations). During the| where the cases have been
epidemic identified and the health
event that is subjected [to
survey
According to| To describe reasons fpRepresent findingsDepending on the type to
individual changes linked to the persprlated to thethe disease, describe
characteristic |in the emergence of thaffected populationcharacteristics such as| ,
s of the|disease, the manner in whidhrough, tables anchge, sex, workplace,
person it triggered the change, thgraphs. vaccine status, educatipn
populations that are maost level and other risks

exposed to the disease g

potential risk factors

ind

factors known for th

diseases.
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ANALYSIS AND INTERPRETATION OF DATA BY TIME

The objective of the analysis of the data accordiinthe chronological elements is to detect
variations related to the number of cases and deatler time.Trends analysis diseases
enables the identification of the time of occurent the recurrent fluctuations and to predict
them. Changes of rates are however unpredictabjeexBmining events that precede the
increase or the reduction of a given rate of aatisgit may be possible in certain cases to
identify reasons of the change and to determindiptiealth actions to be undertaken to

control the disease and to avoid its subsequepiagation.

Chronological data are generally represented imfof a graph. The number or the rate of
cases or deaths is placed on the vertical axisM¥le the period under evaluation is located
on the horizontal axis (X). The past events sudltiepto affect the disease under scrutiny
may also be indicated on the graph. For example, date on which Health workers

underwent training on the Integrated Managemegiold llinesses (IMCI).

In addition, graphs may indicate the number of samed deaths that occurred during a
specific period of time. It is easier to determuagiations related to the number of cases and
deaths by using a graph, especially for high numberif one is trying to highlight certain

chronological oscillations. Graphs are composelao$ (Bar graphs), of histograms, or lines

(linear curves) and measure the number of casesrotg during a certain period of time.

Example of Bar Graph

Number of cases per day at the onset of symptoms

BuUmbEr & cBses

N ,1/’1, ,Lv 'I/Q) 16 ,{uly - &% Auguost > () A 9
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Example of the Linear Graph

Number of cases with blood diarrhoea per monthr mo is
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The histogram, similar to the linear graph, repneseases with the help of rectangles rather
than by lines joining drawn points. Histograms ased to analyse epidemiological data and
to highlight an epidemic curve. For diseases wiilhhepidemic potential, chronological
evolution may be expressed by intervals of 1, @as or of one week or by longer intervals.
In a histogram, cases are represented on the grdphm of columns representing cases or

deaths occurred during continuous periods of olagiemns that are linked to one another.

Example of a Histogram
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To draw this Graph, you need:

1. To determine information that you wish to indecan the graph;

2. To compose a title that describes the contentbefgtaph. A good title will tell the
reader about what it is, where, which person in@d)when, and what the source of
information is.

3. To determine the extent of numbers to be writtethenvertical axis (Y axis):

Take zero as the lowest number;
« Rank the numbers by increasing order up to a meunhigher than the
number of cases;
* Select an interval if numbers to be posted on #rédoal axis are high;
e Define the laboratoryels of the number of the Ysaxi

4. Define the horizontal axis (X axis) and i t unifsime. This axis is divided into equal
chronological time units. One generally starts vilie onset of an outbreak or the
beginning of a calendar period (month or year f@maple);

5. . Insert bars of the same width;

6. Indicate the number of cases on the graph or histog For every unit of time
represented on the horizontal axis, assign theesponding number of cases
mentioned on the vertical axis. Fill a square @eecor for a certain number of cases
in the column indicating the day when the patieas\ween during consultations.

7. Display deaths using a different type of line andfmanging the colour.

If you choose to use lines rather than bars orreguaraw a cross or a point at the place
where the vertical and horizontal line cross eatlero Join points on the graph to represent a

decrease or a rise of chronological trend.

ANALYSIS AND INTERPRETATION OF DATA BY PLACE

The analysis of data according to place providésrmation on the location(s) where a
disease occurs. The elaboration and regular uggafia detailed form of cases for certain
disease enable the determination in a more pretsmer where, how and why the disease is

spreading. The information provided by spatial gsialenables:

* The identification of the physical characteristidloe place;

» The comprehension of the distribution and the dgmdithe population in the region;
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The description of demographic characteristics igiveen zone (agricultural, urban
densely populated, refugee camp, etc.);

The description of environmental factors (Main s&gr of water in a community,

especially rivers, lakes, pumps, etc.);

The identification of dispensaries, gathering ptasehools, community buildings and
important shelters that may be used in case of ganey;

The indication of distances between health cerdres zones affected (in terms of
time it takes or distance in kilometres) ;

The planning of itineraries for activities relatedthe supervision or survey of cases;

The marking of places where cases of disease @ttwand the identification of

populations that are most exposed to the transomigsdispecific diseases.

It is necessary to produce a map and to use ittesl dor routine surveillance of the disease.

To achieve this activity:

To obtain a map of the District or the country frémeal administration or from the
land registration service. To write major featunesessary for the Health action on a
transparency, then on a large map that will be layga on the wall for more
convenient use. If there is no official map avd#alio draw the zone covering the
entire district.
To prepare a code of cartographic symbols to reptdake following characteristics:
- The location of the Health Facilities in the distrand the location of the zone
served by each of them;
- Geographical zones, such as forests, mountain@as,aplateaux, savannah
areas, swamps, roads and cities;
- Socioeconomic zones with relation to priority dises
- Sites of important activities such as rice fieldsjckworks, mines or
construction sites;
- Places where suspected cases of priority diseases Iheen recorded and
confirmed ;

- Places where previous epidemic outbreaks havereeended.
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Confirmed cases of influenza H1N1 by District Legend
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ANALYSIS AND INTERPRETATION OF DATA BY PERSON

The analysis of individual-level data is recommeahttedepict the populations most exposed
to epidemic diseases and to those that are sutgeelimination or eradication. As these

diseases are case-based reported individual-lexalate available. It is not recommended to
systematically carry out this analysis for summeggregated data.

A simple computation of the number of cases woll provide all information that is needed

by the District. Proper comparison of the emergeara distribution of a disease in different

locations or at different time periods is done tigio either percentages or rates of the
summary number of cases and deaths

First, it is necessary to know how to distinguisé numerator from the denominator.

* Thenumeratoris the number specific events. It is for example éffective number
of cases or deaths attributable to a particulagadis. Another example: the number

of cases of measles occurring during the year arnbitddren aged less than 5 years.

* The denominatorrepresents the set of possible events and fromhwtiaene those
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that have just been measured (For example, theosittee population in which cases
or deaths attributable to a specific disease wegerted or the population at risk).
Crude percentages may be used to compare informagiated to various sizes of the

population. For example:

Health Facility Number of measles’s cases that occurred during a e

among children of school age

42

B 30

If only the cases declared by the two Health faegiare compared, it seems that the measles
occurs more in Health facilit% than in Health Facility Health.B
When the number of cases declared by health fasilk and B is compared to the number of

children of school-age in every zone of occurretite situation becomes clearer.

Health Facility Number of children of school-going age living in a
targeted zone
11 500
B 6 000

By calculating the percentage of the number of caseneasles during the ended year among
children of school-age, the district officer mayrgqmare the impact of the disease on every
Health Facility. The numerator is the number o$esarecorded during one year. The
denominator is the number of children of school-agesk living in the catchment area. In

this example, the incidence of the disease is higheHealth Facility B than in Health

Facility A.
Health Facility Percentage of cases of measles among children of
school going age
4%
B 5%
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TABULATION OF INDIVIDUAL LEVEL DATA

For every priority disease that is being subje¢tedurveillance, tabulation of data collected
enables the analysis of disease by individual abtariatics, which is also recommended for
the trends of epidemics.

A table presents in a simple manner a set of dataugh columns and rows. Disease
surveillance uses tables to display the numberasés and deaths attributable to a specific

disease during a determined period of time.
Tabulation  procedures
The procedure to be followed is described below:

1. Determine the information that one intends to digpn the table. For example, the
analysis of cases and deaths attributable to nepsteage groups.

2. Define the number of columns and rows.
Add an additional row at the bottom of the tabld an additional column on the right
of the table to indicate total figures. In the exdan a row will be needed for every
age-group category and a column for each varialilk as the cases and deaths.

3. Record measurements or data in corresponding rogscalumns. In the example
below, the analysis is carried out annually. Inthda every row the total number of

cases and deaths. Verify if numbers have beentatstr the right place.

Age Group Number of cases Number of deaths
0 -4 years 40 4

5 - 14 years 9 1

15 years and older 1 0

Unknown age 28 0

Total 78 5
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COMPUTATION OF THE PROPORTION OF CASES FOR A GIVEN AGESROUP

After recording the number of cases per age cayeguore may calculate the proportion of

cases that occurred in each of these groups.

Information contained in the table will enable:

1. The identification of the total number of caseslaex for every age group from the
aggregated data for which the chronological awlividual characteristics are known
(For instance, 40 cases among children aged betWesrd 4 years);

2. The computation of the total number of cases fa tdwrgeted period of time or
characteristics (In the example: 50 cases whosésdgewn);

3. Compute the proportion of cases or deaths by ap@pgby dividing the total
number of cases in every age —group by the totaibew of cases declared (For
example, for children aged between 0 and 4 ye@rdj\ded by 50 = 0.8);

4. The multiplication of this result by 100 to get thercentage (In the example: 0.8 x
100 = 80%).

Age Group Number declared cases % of the total of declared
cases

0 -4 years 40 80%

5-14 years 9 18%

15 years and older 1 2%

COMPUTE CASE FATALITY RATE(CFR)

The case fatality rate of a disease is its capdoitkil. Among all cases of a disease that

occurs in a given place, it is the proportion cdesawho died. The analysis of the case fatality

rate allows:

Better understanding of problems for a timely resgosuch as: delay in treatment
initiation; poor quality of care or the absencearaddical care;

The comparison of the quality of the care providerbss catchment areas , cities and
Districts;

The identification of a causal pathogen that is eneirulent, emerging or drug-

resistant ;
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* The identification of a fragile terrain that is reareceptive to diseases (For example
malnutrition and infection that are linked to HIV).
Public health Programmes may lower the case fataite by ensuring that cases are timely
detected and good quality care is provided. lemommended to conduct an assessment of

the public health response according to the trentlse case fatality rate.

Computation of the case fatality rate:
1. Obtain the total number of deaths (In the exampleneasles 5 deaths were reported).
2. Divide the total number of deaths by the total nembf cases declared (In the
example, 78 cases and 5 deaths were declaredidediby 78 = 0.06).
3. Multiply this result by 100; (0.06 x 100 = 6%)

Age Bracket Number of cases Number of deaths | Case fatality rate
0 -4 years 40 4 10%

5 - 14 years 9 1 11%
15yearsand older| 1 0 0%

Unknown age 28 0 0%

TOTAL 78 5 6%

COMPARE ANALYSIS RESULTS WITH THRESHOLDS FOR PUBLIC HEALTH ACTION

Thresholds are markers that indicate when sometsinogild happen or change. They help
surveillance and program managers answer the quesivhen should | take action, and

what will that action be?”
Thresholds are based on information from two défiférsources:

« A situation analysis describing who is at risk tioe disease, what are the risks, when
is action needed to prevent a wider outbreak, ahdrevdo the diseases usually
occur?

« International recommendations from technical asgase control program experts.

These guidelines discuss two types of thresholds:alert threshold and an epidemic
threshold. Not every disease or condition uses tygibs of thresholds, although each disease

or condition has a point where a problem must pented and an action taken.
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An alert thresholdsuggests to health staff and the surveillance tbatfurther investigation

is needed. Depending on the disease or conditroa)eat threshold is reached when there is
one suspected case (as for an epidemic-prone disedsr a disease targeted for elimination

or eradication) or when there is an unexplainedemse for any disease or unusual pattern

seen over a period of time in weekly or monthly suary reporting.

An epidemic thresholdriggers a definite response. It marks the spediita or investigation

finding that signals an action beyond confirmingctarifying the problem. Possible actions
include communicating laboratory confirmation téeafed health centres, implementing an
emergency response such as an immunization acgtootymunity awareness campaign, or

improved infection control practices in the heal#ine setting.

Several thresholds have been proposed for actisedban disease surveillance findings. For
rare diseases or diseases targeted for eradicat&inction of a single case suggests an
epidemic. In such situations, one case is unwumudlis a serious event. This is because these
rare or targeted diseases have the potential padl teansmission or high case fatality rates.

In other situations, a number of cases will triggeresponse. For example, the epidemic
threshold for cerebrospinal meningitis in countr@sthe meningitis belt is 10 cases per
100,000 populations, and the alert threshold iases per 100,000.

In practice, the national level is responsible dommunicating the thresholds for priority

diseases to all reporting sites in the health ayst&his is so surveillance information can be
used for action at the level where it is collectdderiodically, surveillance thresholds are
assessed and reset at national or internationalsleccording to the observed trends of the

diseases, events or conditions under surveillance.

Suggested thresholds for taking action in spedieases or conditions are discussed Section
8.0.

DRAW CONCLUSIONS FROM THE ANALYSIS

Is function of the reporting frequency at the nexel (once a month, for example):
Review diagrams, tables, graphs and other maps
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Tools for the analysis must be verified to ensure
e That the total number of cases and deaths beingedall to a surveillance are
updated;
e That case fatality rates are calculated and adateqd;

e That the geographical distribution of cases arattdeis described and includes case

fatality rates as indicated.

Compare the current situation with previous months,seasons and years
1. Observe trends on linear curbs and check for tinebien of cases and deaths is stable,
increasing or declining.
2. If case fatality rate has been calculated, how compared to the standard one or
previous time-periods (equivalent, higher or lower)

Determine if disease thresholds have been reached
Thresholds are indicators of acceptable level eéase or event occurrence or presence. It
helps trigger actions to control outbreaks. Smamswer the question: “When to intervene?
The information supporting thresholds determinmat®obased on two different sources:

* Analysis of the situation that presents risks, ri@st exposed populations, the time
when it is necessary to intervene to avoid theapad an epidemic and places where
diseases usually prevail.

e International recommendations formulated by tedinexperts and specialists in
disease control programmes. Certain Districts magid® to observe intervention
thresholds for the most dangerous diseases witigiin zone. However, it is useless
to constantly use a threshold or a trigger mechafes a multiplicity of diseases. If
the health personnel are pushed to the limit af dagpacity, they will be less heedful

in the surveillance of trends and less likely tacteto problems.

The present guide recommends two types of threshald alert threshold and an epidemic
threshold. These two categories do not apply toyedisease, but all diseases reach a point
from which it is necessary to declare them andake thecessary measures. The thresholds
defined below are continuation of the recommendadtjce and enable to know when it is

necessary to intervene. As for thresholds destinepecific diseases,
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An alert threshold suggests to the health persotimeehecessity to carry out deeper survey.
According to the disease concerned this thresisotdached when one case even suspected is
recorded (As it is the case of a highly potenti@pidemic disease or that is the subject of
elimination or eradication measures) or when itiscovered that in the course of a given
period of time there has been an unexplained isereécases, according to monthly reports,
for example. The health personnel react to an #iezshold:
e By reporting the suspected problem to higher ectslo
e By re-examining similar related data to previousqus;
e By asking for laboratory confirmation to find afithe problem corresponds to the
definition of cases;
* By being more vigilant vis-a-vis new data and tierithat results from them for the
disease or the affection concerned,;
e By carrying out a survey on the case or the atbecti
By warning the disease control coordinator conagraad the District team in

charge of disease and epidemic control of the excst of a potential problem.

An epidemic threshold triggers a specific respoitsedicates specific data or the results of
survey that signal the necessity for an interventlmat goes beyond the confirmation or the
clarification of the problem. Among possible acgame can mention the communication of
the laboratory confirmation to health centres @#d, the implementation of an emergency
intervention (Such as a vaccination campaign, ngatibn of human resources, available of
sufficient drugs and medical supplies, logisties;ommunity sensitization campaign or still

improve disease /disease control practices in ¢adthn system framework.

As for proposals of thresholds leading to alertimg health personnel in case of an epidemic
outbreak, refer to specific instructions on dissase

SUMMARISE RESULTS OF THE ANALYSIS

It is appropriate to study the results of the asialpy keeping in mind the following factors:
» The trends related to internal consultations dbeancreases or reductions linked
to the most serious cases. There are more chamdesect deaths among admitted

patients. The declaration of a case according & dtandard definition will

probably be more precise than the one of an oudiiatase.
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* Observed fluctuations may be caused by factorg oltla® the real progression or
regression of the number of cases and deaths. bjextive of programmes
related to disease control activities in your regstiould be to reduce the number

of cases and deaths in a certain period of time.

» If this reduction does not occur and that therstadilization or an increase of the
number of cases, there is need to wonder abourattiat are likely to affect the
declaration, by endeavouring to answer to the ¥ahg questions:

- Has the number of Health facilities declaring thi@imation changed?

- Has the definition of cases used to report theadiseor the affection been
modified?

- Has the increase or the reduction been a seasanalion?

-  Were the detecting or treatment programmes realydified? Or have
peripheral or Health education activities targetiogmmunities been
strengthened, thus leading to an increase of threadd for care?

- Has the region experienced recent immigration oigeation movement or
an increase of refugee populations?

- Had there been a change at the level of the qualliservices rendered by
the Health Facility? For example: reduced waitimget more welcoming
health personnel, available of drugs, payable heate services.

e Compare the progress recorded during the endedhmierthe attainment of the
objectives related to the control of the disease.

e Many public health programmes set objectives fer thduction of the disease.
These objectives may apply to Health Facilities sidered individually, to
communities or the entire District. For the eval@atof progress recorded in the
attainment of objectives on the basis of resultthefanalysis, it is recommended
to collaborate with administrators of public hegitlogrammes.

» If results of the analysis indicate that the stygitef a programme does not lead to
change or to increase the number of cases detaotédreated, there is need to
examine means to be deployed to improve the situakior example, any increase
or absence of the decline of the number of casesldhead to surveys or
supplementary interventions that enable the impreareg of the quality of the
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public health programme. The following improvemergasures will especially be

considered:

Increased available of drugs for the care of casfed\cute Respiratory
Infections among children of less aged less thp@abs;

Increased available of drugs at least for the rmagwomen and children
during the malaria season,;

Collaboration with the community health personnel ihdicate to the
community when it is necessary to take childrehdalth care centres so that
they are treated in case of diarrhoea with dehigirapneumonia and malaria;
Development of the education programme for the gmgon of HIV/AIDS to
reach the non school-going youth;

Consolidated immunisation coverage in zones thatrost exposed to a
preventable specific disease, thanks to vaccinafioeasles, meningitis,

neonatal and maternal tetanus, yellow fever).

SUMMARISE AND USE RESULTS OF THE ANALYSIS TO IMPROVE ACTIONS

To formulate conclusions on the basis of resulthefanalysis and to use them for:

Carrying out a survey with the aim of determinmagich place shows the increase
of the number of cases;

Collaborating with specific diseases control progmees to intensify the
surveillance when an alert threshold has beerheghc

Mobilising political leaders and the community tbtain more resources if lack of

means has been identified as the reason for thease of the number of cases.

In Section 4.0, the methodology for the survey @iualic health problem will be described.

In Section 6.0, emphasis will be put on the commaton of the feedback to other levels of

the health system and the community.

APPENDICES FOR SECTION 3

Appendix 3.1

Model for chronological analysis

Appendix 3.2: Format for individual table analysis
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APPENDIX 3.1: M ODEL OF THE GRID FOR CHRONOLOGICAL ANALYSIS

Cas

Déces

Taux de
leealing

Interprétation:

A aide de fléches et d'@&tiguettes datées, porcz les Eléments suivants sur
la courhe:

L. Drate probable du premier cas (décelé Rtrospectivement 4 la suite
dune enguéte Epidémiologique mendée par le distri
2. Date & laguelle le premicr cas a &é v dans un éablisscment sanitaire
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i laguelle le district a lancé une enguéte Epiddémiolosigue
 laquelle NMintervention a réellement commencs

3 laguelle le district a informé les aptorités nationales de

a domicile)

{Remarque: ces dates cormespondent a celles mentionnées dans “Régistre
du district des épidémies suspectées et de Rumew

"Courbe é¢pidémique’ et analyse de la
ponctualité de la détection et riposte pour une
flambée épidémigue possible
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repré:
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fe ligne ou un symbole

our, tous les 27

L jors ol par semame




APPENDIX 3.2: FORMATS FOR INDIVIDUAL TABLE ANALYSIS

Examples of analyses per individual charactesspeesented below may be used for the
epidemiological data or at the end of the year murihe summary data analysis for

surveillance reports based on cases.

Distribution According to age

Age Group Number of Declared Cases % of casedackd
0 —4 years
5 -14 years

15 years and older

Sub-total

Unknown age

Total

Distribution according to residence (Urban/rural example)

Residence Number of reported cases living indhad % of declared cases

Urban areas

Rural areas

Sub-total

Unknown

Total

Distribution according to Sex

Sex Number of cases notified % of cases identified

Female

Male

Sub-total

Unspecified

Total
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Distribution according to the Hospital Status of the Patient

Source of declaration Number of cases notified

f¥otified cases

Hospitalised

External consultation

Sub-total

Unspecified

Total

Distribution according to the Vaccination Status amwl its Evolution

Number of| Number of patients that have survived
vaccine doses

Numbepatfents decease

Zero

1

2 or more

Sub-total

Unknown

Total
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SECTION 4: INVESTIGATE REPORTED OUTBREAKS AND OTHER

PUBLIC HEALTH EVENTS

This section explains/ describes how to:
e Decide toinvestigate a reported outbreak ahdrgiublic health event

e Plan and carry out a case investigation

14

e Analyze the investigation results to determine wdaatsed the Public health event

or risk

I NVESTIGATE REPORTED OUTBREAKS AND OTHER PUBLIC HEALTH EVENTS

An investigation is aimed at identifying and evaing people exposed to an infectious
disease or affected by an unusual health problem.
The investigation provides important informatiom faking immediate actions to control the
disease and improving long-term prevention acasiti The procedure used for an
epidemiological investigation of an outbreak duemoinfectious disease can also be applied
to other public health problems. The objectiveaminvestigation are as follows:

e To confirm an outbreak or a public health event

e Toidentify and treat additional cases that haebeen reported or recognised;

e To collect information and laboratory specimensdafirm the diagnosis;

» To identify the epicentre and the source of theatibn or the cause of the outbreak;

e To describe how the disease is transmitted aw@fioe the populations at risk;

* To select appropriate response activities to cotiteoutbreak;

To strengthen prevention activities to prevent mourrence of the epidemic;

In the present technical guide, epidemiologicalestigation are organised by the district

hospital with the support of the central level.

DETERMINE WHEN IT IS APPROPRIATE TO INVESTIGATE A REPORTED OUTBREAK

For certain transmissible diseases only one susp@etse may trigger an action, a report to a
higher level and an investigation. Certain dangemigeases may rapidly spread or result in
high case fatality rates, if cases are not managechptly. For other diseases, the triggering

factor will be the time when a certain thresholdtisined. When the threshold is reached, the
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health personnel will quickly initiate an investiigen and also manage cases. They will also
be ready to initiate an adequate and large-scaldicphealth response. Thresholds are
described in Section 8. Certain health problemsiiregthat investigations are conducted
within the shortest time possible. Districts cortduvestigations of suspected outbreaks
within 48 hours following a report on a possibletivaak. An investigation follows next
circumstances:
e The District hospital receives a report of an oedltr of an immediately reportable
disease;
e The observation of unusual increase in the numiberases and/or deaths during
routine analysis of data;
e There is cluster of cases and/or deaths for thasecacannot be explained or is
unusual.
For example:
- Death of an adult resulting from non-bloody diaeap
- The occurrence of unusual situations that risk d@iomplicated by epidemics.

(Natural disasters, movements of the populatiar), et
OBSERVATIONS:

1. Thresholds do not vary according to the districther health structure if they are
about immediately reportable diseases becauseattgegietermined by national
policies;

2. To establish thresholds that are used by the heddttility to report other
diseases with high potential epidemic to the distsuch as bloody-diarrhoea,
non-bloody diarrhoea malaria, measles, or meng)gitis necessary to discuss

the following stages with the health facility pemnsel:

a. If data on previous years are available, studyttheds related to cases
and deaths due to these diseases during the yastrs.
b. Determine a baseline number in order to deschbectrrent extent of
the disease in the catchment area.
3. Appropriately, take into account factors linked dseases characterised by

seasonal increases, such as malaria or cholera;
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4. State clearly the threshold by specifying the nundiecases per month or per
week so that the personnel responsible for theedllamce in health facilities
can easily recognise when the threshold is reached.

5. Periodically review the epidemic threshold anddfust it according to past and
present trends of the disease. If the disease buctanges (For example,
following an increase of the number of cases), ehier need to adjust the
threshold.

6. Examples of thresholds for the implementation ¢ériventions or investigation

targeting cases or likely outbreak are shown itice® of this document.

RECORD REPORTED OUTBREAKS AND RUMOURS

Prepare a method that enables the recording repotthbreaks and rumours and response
activities. Also, suspected outbreaks reportedhéohtealth facility or to central level and the
response activities should also be recorded. A ifode for recording reported outbreaks-
“Register of epidemics and rumours “is presentefippendix 4.1 of this section.

If the health facility uses an analysis registéis ttorm may be incorporated in it. The
objective for tracking reported epidemics is towrasthat the report of every suspected or
rumoured epidemic is followed by measures and wéisols. These records will enable the
evaluation of the timeliness and completeness @ftltbreak investigation and the response

process.

VERIFY THE REPORTED EPIDEMIC INFORMATION

It is necessary to promptly verify reports of oetltks received from health facilities or the
community. This confirmation or invalidation is imgpant to ensure that timely decisions are
made and to prevent unnecessary and wasteful atlocaf resources investigation to
investigate events that are not outbreaks. To weaifreported outbreak, consider the
following factors.

e« The Source of information (For example, is the seuof the rumoured case of

outbreak reliable? Does the report come from athéatility?)

e The gravity of the disease;

e The number of cases and deaths reported;

e The mode of transmission and the risk of propagatio

» Political and geographical considerations;
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e Public relations;

* Available resources;

e Socio-economic situation;

e |aboratory confirmation;

e Quality control,

e Pre-exposure factors (vulnerable group).
The nature of the outbreak, in view of the factab®ve, may lead the district to accelerate
investigation. The report of suspected outbreakiraii haemorrhagic fever cases (VHF), for
example, may be treated with more urgency thanrtemeonatal tetanus cases because the
risk of wider propagation of VHF is greater. Redesd of the factors, suspicions of
outbreaks (including immediately notifiable casesyist be declared by health facilities

within 48 hours.

PREPARE TO CONDUCT AN INVESTIGATION

It is necessary to coordinate investigation obyesti with the person in charge of the
epidemiological surveillance or the person resgumasfor disease control at the district
hospital level and to ensure that these objectivi#senable the production of indispensable
information necessary for the implementation ofrappate response activities. It will be
necessary besides to plan the utilisation of metramthpted to the disease or the condition
that is being investigated. If previous planningiaites and response in the area of
epidemiological surveillance have already beeni@@drout in the district or in a health
facility, the personnel capable to participatehe tnvestigation should have been identified

and trained already.

SPECIFY THE TASKS THAT ARE ASSIGNED TO THE HEALTH PERSONNEL

The health personnel should be informed of tasks tiiney are supposed to carry out and
functions that they must support. It will be neeggsto ensure that the team in charge of
investigation clearly understands the relationsbgtween investigation activities and the

selection of response activities preventing thepagation of the disease.

DEFINE SUPERVISION AND COMMUNICATION PROCEDURES

Make a communication plan. Prepare a diagram stgpwimo will report to whom and how
information will move both within the investigatideam and between the health facility and

other levels, including the local level. For exaeplefine who will communicate with the
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Ministry of Health, the media and the community.stiict elaborates the methods for
communicating and how often it should be done duram outbreak to keep officials
informed. Methods may include daily updates bywptbne, facsimile, E-mail or conference
calls. Show on the diagram the lines of authoritg #he roles of each staff person on the
team. Develop an appropriate supervisory checkKist use in monitoring outbreak

investigation activities.

DETERMINE WHERE THE INVESTIGATION WILL TAKE PLACE

1. Examine the information already known of the sugge disease, including its mode
of transmission and risk factors. From these irttboa, define geographical limits
and the target population of the investigation.ibegsearch in the zone that is most
affected,;

2. Contact neighbouring health facilities to find @gfuthey recorded similar cases or an
increase of cases with similar diagnosis;

Involve the community and local health facility fftan planning and conducting the
investigation. Information about local customs,terd and routines could affect the success

of the outbreak investigation.

DESIGN FORMS AND MODELS FOR THE COLLECTION OF DATA AND SAMPLES

The investigation team should review how to colldw required data and record it. For
example, the personnel should at least be capéaldellecting information and recording it
on a line- list. Select the variables to identiBcord and analyse for the disease being
investigated. Depending on the responsibility e gersonnel, review how to identify and

record the information for the preparation of tbkdwing tools:

e Line- list for the summarising time, place and peranalysis;

e The epidemic curve(epi curve)

e Spot map

e Tables of analysis for risk factors, age group, sagcination status, etc.

The procedure is described in Section 3.0.

MOBILISE MATERIALS AND EQUIPMENT FOR THE SAMPLES COLLECTION

The district hospital has a rapid interventiondantaining materials and facilities to be used
by investigators. If this kit is not available ihet district hospital, consult instructions

formulated by the service in charge of the contblpotentially epidemic disease at the
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central level in the Ministry of Health and speistd from the National Reference Laboratory
to determine the standards related to laboratoriemads and equipment for the collection,
conservation and transport of samples requirederRef the table related to laboratories
(Section 1.0) and specific instructions on dise&Sestion 8).

CONFIRM THE DIAGNOSTICS

STUDY THE EPIDEMIOLOGICAL CONTEXT

Patient(s) will be examined to verify if signs gnmgtoms that they present correspond to the
definition of cases. Questions such as the follgwuill be posed to the patient or to a family

member that can answer on his/her behalf:

- Where do you live?

- When did the symptoms appear?

- How have symptoms evolved?

- The notion on previous medication

- Are there other patients who present the same sigysur family (or at the place of
work, in your Sector, in your Cell)?

- Have you recently travelled?

- Where have you lived in the last two weeks th&ceded the onset of symptoms
(Place of residence at the time of the disease);

- Did anyone visit you in the last two weeks?

SAMPLES COLLECT AND LABORATORY RESULTS

If the disease may be confirmed by laboratory testerence will be made to the table
related to laboratories in Section 1.0 to deterntiveediagnosis and the sample required, and
to collect samples if necessary. In this tablerttethod for the collection, preservation and
submission of samples is also indicated (by the@pate person: laboratory assistant or
nurse) and how many samples should be collectembnéirm an epidemic for a particular
disease. Results of laboratory examinations willex@amined by the team in charge of
investigations, clinicians and laboratory techmsian the health facility. Do results of tests
tally with results of clinical examinations? If i necessary to clarify certain points
concerning laboratory results, the officer concdrneay ask for additional assistance from
programme coordinators or the technical expertiseahational level
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CONDUCT AN IMMEDIATE RESPONSE
| SOLATE AND TREAT CASES AS NECESSARY

This involves strengthening case management inh#adth care facility (or at the places
where patients are consulted) and providing advstgport and materials to the health
facility, as indicated by case management guidelmeéated to the care of cases. To identify
cases with high contamination risk and to isolatent. The following activities will

especially be carried out:

e Monitor signs and symptoms of patients;

e Treat the patient with recommended drugs and tiesdpat are available;

e Provide support to the health facility by improvirtge control of diseases
depending on the needs and the disease concertatlaBl precautions will be
applied for all patients consulted in the healttility, especially during an epidemic

of disease transmitted by contact with contaminatgdcts and body fluids.

SEARCH FOR OTHER ASSOCIATED SUSPECTED CASES

Once the initial cases have been confirmed andtrdement begun, actively search for
additional cases. This involves the identificatmfncases that have been in contact with the

confirmed cases and other cases with signs andteymsof the disease in question.
SEARCH FOR CASES IN HEALTH FACILITY REGISTERS

In health facilities where cases have been repostearch for additional cases in registers. It
is necessary to ask the personnel of neighbouraadthh facilities (including private health

facilities) to search for similar cases in registénstructions on the examination of registers
are presented in Appendix 4.2 at the end of thisiee Patients that are allowed to return

home will also be monitored.
SEARCH FOR SUSPECTED CASES IN THE COMMUNITY

Identify zones with high risk potential where pate lived, worked or travelled. Similarly,
probe other sources of information in the commuynigpecially from pharmacists or
teachers, traditional healers and community hesaltleillance officers. The choice of zones
where investigation will be carried out may dependthe disease, its mode of transmission
and risk factors related to time, place personyaimalVisits will be organised in these places
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and people who have had contacts, or likely to Haag contacts with the patient will be
investigated. Ask them if they themselves or on¢hefr acquaintances have the disease or
condition similar to the one that is the subjectcofrent investigation. Try to know if any
other person living in a zone close to the one wlhiee patient resides was sick and presented
signs or symptoms that meet the case definitionle€oinformation that will contribute to
the description of the scale and the geographixané of the outbreak. Transfer recently

identified cases to the health facility for treathe

RECORD INFORMATION ON OTHER ASSOCIATED CASES
For every new case discovered either in the ragadtéhe health facility or during search
within the community that corresponds to the sulaece case definition. It will be necessary

to record the collected information, using a casenf a line- list or other recommended

forms.
RECORD INFORMATION ON A CASE REPORTING FORM

Record information on case-based reporting formatdéast the first five patients as well as
the information of those from whom, samples will/&deen collected. For every case, it is

necessary to record at least the following infororat

e The name and address of the patient,

e The sector or the cell where he/she lives and olibeating information. If the
patient does not have a specific address, the nreton will be recorded that
enables contact with patient in case supplemeiéoymation would be necessary
or to communicate to him/her the laboratory exatam results and results of the
investigation;

e Age and sex of the patient. This information wvéfiable the description of the
characteristics of the population affected by tiseake;

e The date of onset of the symptoms and

» the date when the patient was consulted for tisetime in the health facility;

e The information related to major risk factors, sushthe vaccination status if the
disease that is the subject of the investigatigresentable by immunisation;

e The name and the function of the person reportiegriformation.
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OBSERVATIONS - To streamline data collection methods, it is rec@nded to use the

case-based reporting form as slip for the submissisamples to the laboratory. (Refer to he
model of the form presented in Appendix 2.3 of BecR).Certain diseases have their own
detailed forms for investigation of cases. A copyhese detailed forms for neonatal tetanus
and acute flaccid paralysis are found in AppendZ@sb and 2.2.c of section 2. National
instructions stipulate that detailed forms by csetetanus neonatal and AFP may be filled
by the health facility or by a member of the Ddtrhospital team when the report is

addressed to the District hospital.
RECORD INFORMATION ON A LINE- LIST

When five to ten cases have been identified andhtimber of required samples has been
collected, possible additional cases are recordeal Ime- list. Use this list as a transmission
form to the laboratory 10 or more cases need labragpecimens collected on the same day

and the submission will then be done in a batch.

ANALYSE EPIDEMIOLOGICAL OUTBREAK DATA

Methods of outbreak data analysis are similar tsé¢hrecommended for the summarised data
analysis in Section 3. Outbreak data are analyedd@analysed several times in the course

of the outbreak.

During initial analysis the epidemic situation wié summarised and indications of places
with the highest prevalence and progress of théreak will be indicated as well as its
source (single source, for example: deaths or alseand people at risk (for example, young

children, refugees, rural population, etc.). Pregata in the following manner:

« Draw a histogram representing the evolution ofdisease (epidemic curve)
» Represent cases on a detailed map;
e« Draw tables representing the major characterist€scases (For instance,
comparison between the age bracket and the imntiomsstatus).
During an outbreak, these data must be frequemitjated (often daily) to verify if the

collected information changes the perception okeanf the outbreak and control measures.
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ANALYSE DATA BY TIME

Prepare a histogram using data from the case mnegdarms and line- lists. Plot cases on the
histogram according to the date of the onset ofltbease
An epidemic curve will progressively be traced dahd geographical zone that the latter
represents should be defined. For example, it shoelldecided if the curve must describe the
entire district or only the catchment area of thalth facility where the cases were identified.
The results of the time analysis enables programmoedinators and officers responsible for
the surveillance to carry out retrospective exationaof the outbreak and to determine the
time patients were exposed to the disease as wélieaduration of the period of incubation.
With the help of arrows, highlight important eveneépresented on the histogram. Examine,
for example, the log of reported outbreaks and wmn¢o identify the dates of the following
events:

* Onset of the first case (or index case):

» Notification at the level of the District hospitay the health facility;

» Consultation of the first case in the facility Heal

e Beginning of investigations of cases carried outtre level by the District

hospital;
* Beginning of concrete response;

» District hospital notified national level.

Observation: This highlight with arrows enables the evaluatioh timeliness of the
detection, investigation and outbreak response. ifstance, monitoring of the interval
between the onset of the first known case anditie When this case was seen in the health
facility is an indication of the knowledge of sigaad symptoms of the disease within the
community and the need to refer these cases talthHacility. These intervals are examined
in more details in Section 7(@o evaluate and improve the syste®gction 3.0 explains in
more details the way to prepare and enter casashistogram. Section 7.0 describes the way
of using the information contained in the histograntontrol and to evaluate promptness of

activities related to detection, investigation aasbonse to cases that are presented.

ANALYSE DATA BY PLACE

The place of residence mentioned on case repofong or the line- list should be

represented on a map to describe:
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e Cluster of cases that have been identified in tiquéar zone;
e Travel pattern linked to the mode of transmissibthe disease concerned,;

¢ Common sources of infection for cases concerned.

Reference will be made to Section 3 for additianébrmation on the manner to prepare a
location mapping of suspected and confirmed c&3e=ate a form of the region where likely

or confirmed cases are presented by indicatindalf@ving elements:

e Roads, water supply sources, the specific locabbncommunities and other
elements may be linked to the risk of transmissibthe disease subjected to the
investigation. For example, a neonatal tetanus mgpwill specify places of

childbirth (trained traditional midwives and heal#tilities);

* Places where patients reside or major geograplézdures for the disease or
condition (For instance per administrative sectet|, workplace or refugee camp
or, during the development the mapping represgnpatients affected by the

meningitis epidemic, the location of the school thay attend);

e Other important cases of the disease that is theesiof the investigation. Refer to
specific instructions on diseases for recommendaticoncerning the analysis of

data according to location;
e What are places that are the most affected?

ANALYSE DATA BY PERSON

Examine forms specific to cases and line- list @odhpare variables concerning every
suspected or confirmed cases for the disease alitamnconcerned. Depending on factors to
be considered in the planning a specific respohsetdtal number and the proportion of
suspected cases will for example be compared, anfirmed according to the following

elements:

e Age or date of birth;

e Sex;

* Residence in urban or rural areas;
e Immunisation status;

e In-patient and out-patient consultations;
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* Risk factors;

e Outcome of the disease: for example, the patienvivad, died or his/her status is
unknown;

e |aboratory examination results;

» Final classification of cases;

e Other variables linked to the disease (deathgjeybaacket, by sex);

e What are the most affected groups?

Use some information specific to diseases to deterrwhat variable it is necessary to be
compared. For example, if the collected data isutlam outbreak of malaria, specify age
groups targeted by the national malaria controlgRnmme. Compare age groups of cases
detected: young children (O - 4 years), older ¢bibd(5 - 14 years) and adults (15 years and
older). Refer to specific instructions on diseasels recommendations concerning the
comparison of essential variables for each dis@dseprocedure for the preparation of tables

destined to individual analysis is described iradetn Section 3.0.

INTERPRET RESULTS ANALYSIS
To interpret results of the analysis and formutaieclusions on the outbreak of an epidemic,
for example:

* What was the source of the disease?

e What was the cause of the epidemic?

e What is the transmission mode

¢ What were measures taken to control the diseaswigimdvhat result?
Interpret the results of analysis by time

Examine the histogram and observe the shape ofpieemic curve. Draw conclusions
concerning the time of exposure to pathogen /agkeatsource of disease and the incubation

period.

e If the epidemic curve reveals an abrupt rising Hreh a declining movement, the
exposure to the causal agent has probably lasteddiort time. It may happen that

the source of disease was common;

e If the exposure to the common source occurred fong period, the shape of the

epidemic curve will probably have the form of atphu;
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e If the disease is the result of a person-to petsamsmission, the curve will be

presented as a series of progressively taller pegparated by incubation periods.
Interpret results of the analysis by place

The map will serve:

* In describing the geographical extent of the pnable

* Inidentifying and describing any cluster of tramssion or exposure. (According to
the agent that contributed to this epidemic, thexipnity of cases will be specified

in relation to possible sources of the disease).
Interpret results of the analysis by person

To plan the response to the epidemic, it is essletatihave information linked to a personal
analysis since this information describes with maprrecision, the population at risk for the
disease or condition in question. For exampleades of Measles have been detected among
patients aged less than 15 years, the responsennmdf vaccination should target this age

bracket.
CALCULATE CASE FATALITY RATES

Reference will be made to Section 3 for the metbiochlculation of case-fatality rates. In the
following section we shall describe how to plan aadmplement an efficient response by

leaning from findings of the epidemiological invigstion.

CONCLUSIONS DE L’ INVESTIGATION ET RECOMMANDATIONS

Apres avoir revu les résultats de I'analyse, foendles conclusions et des recommandations

par rapport a I'épidémie :

. Situation confirmée : il s’agit bien d'une épidémiei d'un probleme de santé
publique

. Population affectée et a risque

. Causes possibles de I'épidémie ou du probléme asamitrésultats de laboratoire,

source de I'infection, mode de transmission, taaktagque, taux de |étalité et facteurs
de risque possibles

. Mesures déja mises en place pour endiguer I'épielémi
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. Recommandations :
o Pour controler la situation

o] Investigations et études complémentaires a effectue

COMMUNICATE OUTBEAK INVESTIGATION RESULTS

The DH rapid response team has to prepare immédidite outbreak investigation report.
Detailed report should be prepared and disseminategkdiately to concerned, including the

HF where outbreak was declared.

EVALUATE RISKS AND DETERMINE FACTORS THAT EXPLAIN OCCURRING OF OUTBREAK OR

HEALTH EVENT

The investigation team has to start as soon ashp@ssvaluation of risk and respond to
following questions:

* Did the health event have a severe impact on phblaith?

* Does the health event is unusual or unexpected?

* Are there significant risks of national spreading?

* Are there significant international trade or trakestrictions?

The national level should be invited to particip&teevaluation of risk which will should
allow to decide if the health event is susceptiiolebe an international health threat that

justify its notification

APPENDICES FOR SECTION 4

Appendix 4.1: Register of epidemics and rumours at the heatthitly level

Appendix 4.2: Checklist for laboratory supplies used during oedllx investigations

Appendix 4.3: Recommended list of personal protective equipr{jgoe)

Appendix 4.4: How to review hospital admission registers orpatient consultation
registers

Appendix 4.5: Generic line listing for reporting during outbksa

Appendix 4.6: Contacts recording sheet

Appendix 4.7: Contact tracing form (follow-up)

106



APPENDIX 4.1: REGISTER OF EPIDEMICS AND RUMOURS

Record verbal or written information from healtlcifdies or communities about suspected outbreakapurs, or reports of unexplained events.

Record the steps taken and any response activéregd out

Condition or| Number of | Location Date Date Result of | Date Date a case Date specific| Type of | Date District| Date District| Comments
Disease or| cases (Health district suspected District Outbreak was first seen| intervention | Concrete Notified received
Event initially Centre, was outbreak investigation | Began Date| at a health| began Intervention | National national
reported village, etc) | notified was (Confirmed, | onset index| facility 9) that was| Level of the| response
Q) 3) investigated | Ruled Out, or| case/date begun Outbreak (13)
2) 4) by the | Unknown) crossed (8) (12)
district (6) threshold or (10) (12)

®)

first cluster)

@)
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APPENDIX 4.2: CHECKLIST FOR LABORATORY

SUPPLIES FOR OUTBREAK INVESTIGATIONS

For using standard safety precautions whe

Pieces of bar soap and bleach for settintand-washing stations

Supply of gloves
Safety boxes for collecting and disp

n colleetg and handling all specimens:

osingaritaminated supplies and equipment

For collecting laboratory specimens:

Blood
Sterile needles, different sizes
Sterile syringes
Vacutainers
Test tube for serum
Antiseptic skin disinfectant
Tourniquets
Transport tubes with screw-on tops
Transport media (Cary-Blair, Trar
Isolate)

Blood films (malaria)
Sterile or disposable lancet
Glass slides and cover slips
Slide box

Respiratory specimens
Swabs
Viral transport medium

Cerebral spinal fluid (CSF)
Local anaesthetic
Needle and syringe for anaesthetic
Antiseptic skin disinfectant
Sterile screw-top tubes and tube racl
Microscope slides in a box
Trans-Isolate transport medium
Latex kit
Gram stain
May Grunwald Giemsa Kit

1S-

Stool

Stool containers

Rectal swabs

Cary-Blair transport medium
Plague

Gram stain kit
Rapid diagnostic test (dipstix AgF1)
Cary-Blair transport

>

If health facility has a centrifuge:
Sterile pipette and bulb

Sterile glass or plastic tube, or bottldsitscrew-on top

For packaging and transporting samples:

_____ Cold box with frozen ice packs or vacuum flask
Cotton wool for cushioning sample to avoiediage
Laboratoryels for addressing items to lalooyat
Laboratoryels for marking “store in a refrgger” on outside of the shipping box
Case forms and line lists to act as spectra@smittal form
marking pen to mark tubes with patient's naand ID number (if assigned by t

district)

Appropriate personal protection (PPE) (for all EPR diseases such as VHF, suspect

avian influenza, etc.)
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APPENDIX 4.3: RECOMMENDED LIST OF PERSONAL PROTECTIVE EQUIPMENT

The following equipment should be available for tphersonal protection of all staff
investigating a suspected case of any viral heragichfever or avian influenza. The
equipment should be held at Provincial level. Baaex 5A for other stocks that may be

needed to respond to a suspected outbreak.

Composition of one set of PPE

WHO Deployment Kit

1 surgical gown

100 surgical gowns

1 coverall

100 coveralls

1 head cover

100 head cover

2 pairs of goggles

50 pair of goggles

1 pair of rubber gloves 100 pairs
1 mask N95 200 pieces
1 boot cover* 0

1 box 50 pairs of examination gloves

800 pairsxaingination gloves

1 plastic apron re-usable

20 pieces

1 pair of gum boots

20 Gum boots

1 hand sprayer

2 of 1.5 litres each

1 Back sprayer

1 back sprayer of 10-12 litres

Specimen containers

Scotch of tapes

3 rolls

Anti fog for goggles

3 bottles

Chlorine

N.B: chlorine and gum boots can be purchasedljoca

* Not essential
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APPENDIX 4.4: HOW TO REVIEW HOSPITAL ADMISSION REGISTERS

The objective of the examination of the registetoisollect information on cases admitted in
the health facility during a specific period. Itnecessary to explain that information will help

in determining the cause of an outbreak or theeim®ee of the number of cases.

1. Select health facilities to be examined
According to local conditions and priority diseameconditions that are the subject of the

investigation, select:

e Any in-patient consultation service that has mben ten beds, by giving the

priority to public health facilities;

o Large referral or teaching hospitals with paediatvards, that receive patients

transferred by other Health facilities;

e« Small hospitals or health facilities that serve o&nareas and high risk
categories of the population, for example, nomagtioups, regions with

refugees without any regular care services.

2. Explain the objective of the examination to the hdgh facility personnel
Explain to health officers of the health facilitiget objective of the feedback, to help the
district hospital and the health facility to det@mmthe most appropriate action; to check the
epidemic and to prevent the emergence of new casast on the fact that this activity does
not consist in the evaluation of the performanckedlth workers but to collect information.

3. Organise the operation.
To agree on a period during which the personnd theilitates the examination will be

present and available to provide their assistamem$wer questions.

4. ldentify sources of information
During the visit, depending on the priority diseasecondition that is the subject of the
investigation, verify hospital registers of paeda@tinits and infectious diseases. The hospital
register of the paediatric service constitutes adgsource because it includes the list of all
children admitted in this unit. The annual sumnetideclarations are not always precise and

registers of out-patients consultation servicesnetprovisional diagnoses only.
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Review the system and procedures that are use@dyhhworkers to record information in
diagnosis registers. This will ensure that dataessary for investigating likely cases is
available. The register will at least include tbédwing elements:
- The name and birth place of the patient;
- Signs and symptoms;
- The date of the onset of the symptoms and the senlwf the disease (For
example, date of deaths ,if need be);
- The immunisation status, if it is applicable to thieease. If the health facility
does not record minimal information, it will be essary to study with health
officers, the manner to strengthen the registratibdata to be able to collect

minimum information.

5. Consult registers on a determined day and hour
It is necessary to go to units selected at theealgtiene. During the visit cases and deaths will
be looked for in registers that are suspected tatiokutable to neonatal tetanus. These cases
and deaths should respond to the standard defiroficases for suspected cases. Then it will
be determined if the place suspected that is stdugjdo investigation and has been declared

in accordance with national instructions.

6. Post discovered suspected cases on a descriptige |
Record information on suspected cases; this infoomavill be used during activities of the

investigation of cases.

7. Give feedback to the health facility personnel
Examine results of the activity with the directexdahe supervisor of the health facility. By
the same occasion, study all aspects of the caoasds affected by the disease concerned
that could be of interest to health workers employe the health facility. Emphasise the
importance of immediate declaration and of the stigation of cases such as tools for the

prevention of priority diseases and affections.

8. Declare any suspected case to the next level
Suspected cases will be reported in accordancenatibnal procedures on the declaration of
cases. It will be necessary to subject the cassot@ thorough investigation to determine
factors that exposed the patient to the risk tdreghthe disease or affection. Initiate an

appropriate case by case response.
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APPENDIX 4.5:HEALTH FACILITY LINE -LISTING FORM
DH: HC: Date receivettft....... T 120........ Disease/Conttit:
Province: District: Sector: Cell
N° Names Patients Village or Town Sex Agé Date seen ap Date of onset| Number of | Laboratory Tests Outcome Comment
IDSR (tick as appropriate) health of disease doses of
Out In patient facility vaccine Specimen taken Laborat | A- D-
patient (Bxclude (Yes/No) ory Alive Dead
doses If yes, date collected | results
given Date Type
within 14
days of
onset)

2 Age in years if more than 12 months, otherwise indicate number of months e.g. 4m, 7m.
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APPENDIX 4.6

Contact’s Recording Sheet filled in by

Case name

Case’s Village/neighborhood

District/Town

Hospitalized .... / Found in the community ....

CGONTACTS RECORDING SHEET

If pbaalized, Hospital

Date of Admission:.........e.....

Surname Other Relationship Age Sex Head of | Village/ Chief or | District/Town Type of| Date of | Last date| 1% Out
Name with the case (yrs) (M/F) Household neighborhood Community Contact last for Visit come
leader (1, 2 or 3,| contact follow-up
list all)

Contacts are defines as:

1 - Sleeping in the same household with a suspectacase within 3 weeks

2 - Direct physical contacts with the case (deaalive)

3 - Has touched his / her linens or body fluids

4 — Has eaten or touched a sick or dead anima
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APPENDIX 4.7 CONTACT TRACING FORM (FOLLOW -UP)

Contact Tracing Form — by Village Team

Village ....ooovvvieiiii Chief or Community leader...........cccooeviiieinnnnns
DIStrict/TOWN ..o e, Province/Region ..........ccecevvivvneann.n.
CN Name and Surname Age Sex Date of faflay of follow-up
contact

Record “O” if the contact has not developed fevebleeding

Record “X” if the contact has died or developed efevand/or bleeding (complete Case Investigation mFoand, if alive, refer to the hospital)
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SECTION 5: RESPONSE TO EPIDEMICS OR OTHER PUBLIC HEALTH
PROBLEMS

This section clarifies how:

. The national level and the District hospital, inl@boratoryoration with the
administrative District, can improve preparednessespond to epidemics and
other public health problems;

. To choose appropriate public health response measased on findings from
epidemiological investigations including specifecommendations for diseases |n
orderto :

- Prepare an epidemic preparedness and response plan

- Set up contingency stocks of drugs, vaccines, rdagad supplies
- Carry out risk mapping for outbreaks and PH events

- Consolidate the management of cases

- Build capacity and competency of health personnel

- Carry out emergency vaccinations

PREPARE TO RESPOND TO OUTBREAKS AND OTHER PUBLIC HEALTH EVENTS

This section presents steps to respond to:

* A confirmed public health emergency(for examplepafirmed outbreak of cholera);

 Trends detected during the course of analyzindimeudata (for example persistent
increase in the number of deaths of children unélee (5) years of age due to ARI)
indicating a stagnation or progression of numbecadges or deaths due to a diseases

targeted by a prevention program;

When there is an outbreak of a priority disease, rssponse must be immediate and all
efforts and resources mobilized to contain the epid. If preparations were made in
advance, the health system shall be capable oftifumieg efficiently and measures
permitting the management and control of the epidernd prevent avoidable deaths can be

taken early enough.
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If a problem is detected through a systematic datdysis, an appropriate response should be
chosen and relevant measures taken. One will $eekxample, to improve the assessment

and treatment of pneumonia cases in children bél@wears of age.

It is important for the national and district lewe¢b coordinate the response measures. In the
case of response to diseases of epidemic poteittialthe responsibility of the Epidemic
management committees to plan interventions.

In situations where disease control objectives aoé achieved as planned, corrective
measures are taken by the authorities in chargeuofeillance at the national level
(RBC/TRAC-PIus).

Those in charge of institutions and health faeititresponsible for the fight against endemo-
epidemic diseases at all levels of the health systeust in a systematic way do the
following:
1. Analyze epidemiological surveillance data in orderinvestigate trends presenting a
public health problem;
2. Ensure that medical personnel correctly utilizeoremended protocols to manage cases
due to priority diseases;
3. Verify and update necessary resources to resporalttreaks of priority diseases by
specifically verifying the following aspects:
* Presence of qualified personnel;
* Equipment, material and medical supplies for tremtinof diseases;
* Means of transport and communication;
» Material for the collection and transportation afrgles for confirmation of etiology;
* Materials for administration of vaccines;
* Procedures for the acquisition of vaccine stockd rapid organization of vaccination
campaigns in case of an emergency;,
4. Regularly verify emergency stocks to ensure they iar good condition in terms of
quality, are in sufficient quantities and ready dise;
5. Ensure that the relevant medical personnel knowptbeedures for obtaining laboratory
confirmation(from sample draw to confirmation);
6. Hold periodic meetings of the Epidemic managementraittee whether or not there is

an epidemic. If an epidemic breaks out, a meetingtrbe convened immediately. Such
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meetings must also be held frequently or whenewesessary to plan, implement or

monitor the epidemic response or simply to comaiteport on these.

ESTABLISHMENT OF THE EPIDEMIC M ANAGEMENT COMMITTEE

The management of an epidemic necessitates thmgubigether of all national resources
and coordination of all actors. The Epidemic manag® committee should be established
at: National, District and Sector levels. It is qmsed of technical and non-technical

members from health and other sectors.

ROLE OF THE EPIDEMIC MANAGEMENT COMMITTEE (EMC)

The role of the Epidemic Management committee is develop and oversee the
implementation of emergency preparedness strategition plans, and procedules main
functions are to:

% Coordinate activities to fight the epidemic ;

+ Inform and sensitize the population on measurdig the disease,

+ Mobilize necessary resources to implement measarigght the epidemic;

¢ Produce and disseminate reports on the fight agtiasepidemic;

% Ensure monitoring and evaluation is carried out.

Composition

The Committee is composed of the technical depantna¢ the level concerned which
assumes secretarial work and is presided over dpalitico-administrative authority at that
level. Community representatives and developmerhees (donors) are members.

For example: the National Epidemic Management Cdtemis composed by the following

persons from various institutions:

117



Other relevant

NHDTC
Secretariat/TRAC
Plus

National Health
Disaster|Technical
Committee (NHDTC)

Epidemiology Case Social Logistics & Water, Sanitation
& management mobilization supply & Hygiene

laboratoryora SWG SWG management (WASH) SWG

tory sub- SWG

working

District Health
Disaster Technical
Committee
(DHDTC()

THE NATIONAL HEALTH DISASTER TECHNICAL COMMITTEE (NHDTC)

This body will be responsible for the overall caoation of all disaster management issues
in the health sector and have relevant sub-worgmogips as indicated in the diagram above.

Its terms of reference shall include:

1. Organizing and conducting joint field assessmeninduand after disasters

2. ldentification and filling of critical gaps in hehlemergency response using the Who
is doing What, Where and When (4W) matrix

3. Allocation of tasks and responsibilities to partnerterms of program and geographic
areas based on their comparative advantage

4. Health disaster information management and dissarmim

5. Mobilization of financial, human, logistic and otheesources for emergency
preparedness and response

6. Technical capacity building of members

7. Supervision, monitoring and evaluation of healtheegency response activities

The day-to-day activity of the NHDTC shall be runits secretariat which will be manned
by appropriate MOH staff and membership of the cdttem shall include relevant MOH
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staff, UN partners (WHO, UNICEF, UNFPA, UNHCR, WEMRGOs (both national and

international) and representatives from relevaatcss.

Terms of Reference of the Epidemiology and laboraty SWG

1. Rapid health assessments and epidemic outbreastigaion

2. Data collection, analysis and report writing

3. Development of surveillance protocols and genetedngthening of surveillance
systems

4. Case definitions

5. Collection, testing and dissemination of the restitelevant laboratory samples

o

laboratory strengthening
Terms of Reference of the Case Management SWG

Development of case management guidelines andqmisto
Capacity building on case management

Support establishment of emergency treatment ceatrd health facilities

0N

Support health staff recruitment and deploymenindudisasters
Terms of Reference of the Social Mobilization SWG

1. Development of health disaster communication sjsate

2. Development and dissemination of Information, Edecaand Communication (IEC)
materials

3. Support public awareness campaigns

4. Liaise with and provide relevant information to thedia
Terms of Reference of the Logistic and Supply Manament SWG

1. Inventory and management of all health emergerakstavailable in the country
2. Procurement and distribution of stocks to the field

3. Support Information and Communication TechnologyT(l
Terms of Reference of the WASH SWG

1. Support water quality surveillance
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2. Sourcing and distribution of water supplies matsrisuch as water purification
tablets, jerry cans etc

3. Monitoring of emergency water supply to disastée@td areas

4. Hygiene education in collaboration with the socmbilization SWG

5. Infection control, safe disposal of wastes and é®di
THE EPIDEMIC MANAGEMENT COMMITTEE AT THE DISTRICT LEVEL
Composition of the District Health Disaster Teclahi€Committee (DHDTC)

» The Vice Mayor in charge of social affairs as Rtest and focal point

* The District Executive Secretary, as vice president

* The Director of the most centrally placed disttcspital as secretary (in districts
with more than one hospital, the director of theptal located in the epidemic zone
may serve as secretary to the committee duringukigeak);

* The in Charge of community health workers at trstridit level

* Arepresentative of the army

* Arepresentative of the Police

* MINAGRI representative at the district level

» Director of the department of health : member;

* Supervisor in charge of surveillance : member;

THE EPIDEMIC MANAGEMENT COMMITTEE AT SECTOR LEVEL

Composition of Sector Health Disaster Technical Guitee (SHDTC)

» Executive Secretary : President

» Secretary for Social affairs (SOC) : Vice- Presidmmd focal point
» The Executive secretaries of all cells (Members)

* In-charge of health center : Secretary

* In-charge of community health in the health centeember

* Police representative

* Army representative

*  MINAGRI representative
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ESTABLISH A DISTRICT HOSPITAL RAPID RESPONSETEAM

A Rapid Response Team is a technical, multi dis@py team that is readily available for

quick mobilisation and deployment in case of emecggs.

MEMBERS OF THE DISTRICT EMERGENCY RAPID RESPONSE TEAM

Members of the district epidemic rapid responset@aRRT) should include:

The Director of the district hospital

The head of the DH laboratory

A medical doctor chief of staff

The In charge of M&E at the hospital

IDSR focal point

EPI supervisor

Data manager or statistician

Environmental health officer (or in charge of Paliiygiene)

In charge of community health activities

Others based on available of technical staff aretifipity of the outbreak (such as

experts in industrial poisoning or chemical evefdsgxample).

Roles and responsibilities of the district rapigp@nse team

The roles of the rapid district response teamaire t

Investigate rumours, reported outbreaks, and gihelic health emergencies
Propose appropriate strategies and control measoicksling risk communication
activities.

Coordinate rapid response actions with partnersoéimet agencies.

Initiate the implementation of the proposed contnoéasures including capacity
building

Prepare detailed investigation reports

Contribute to the final evaluation of the outbree&ponse.

PREPARE AN EPIDEMIC PREPAREDNESS AND RESPONSE PLAN

The purpose of the plan is to strengthen the gholitthe district to respond promptly when

an acute outbreak or other public health eveneisaled.

This plan should:
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Be based on district risk assessments, and shpeldfg the resources available for
epidemic preparedness and response.

Take into account diseases with epidemic potemti#the district and in neighboring
districts.

Provide estimates of the population at risk fordemic-prone diseases and other
public health emergencies.

Clearly indicate for each suspected outbreak whadbrence laboratory will be used
for confirmation.

Provide estimates of quantities of drugs, vacciaed supplies for each epidemic-
prone disease likely to occur in the district.

Be tested before implementation

Include standard operating procedures (SOPS) itraéiv@éng plan

Key sections of the epidemic preparedness and mesgaan should include:

S e oA

Designated coordination committees

Epidemiology and surveillance including data mamnagyet

Steps for carrying out a risk communication strategluding social mobilization
Operational actions according to expected phastseapidemic

laboratory: specimen collection, handling , traorggtion and processing

Case management , Treatments (anti-viral, antirbiatp decontamination,

disinfection or others as indicated) & Infectiomtol

7. Pre- and post-exposure prophylaxis treatment

Immunization strategies

9. Rapid containment activities and additional methibdzpid containment fails

10.
11.
12.
13.

Capacity building including required training, sgigation meetings and simulation
Logistics including supply lists
Environment, water and sanitation

Monitoring of the outbreak or event

Prepare for response

Assess the available resources and make necessanygements for the storage and

transportation of materials and supplies to theci#d area. Each level should be ready to

undertake response activities.
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Choose the mode by which to respond to the epidemic

When the epidemic is confirmed or if there is netgdor public health action, results from
epidemiological investigation results and conclosidrom data analysis must be reviewed
and utilized to guide decisions.

See section 8 for specific response activitiedgeases.
Plan response activities to the epidemic

See section 7.0 for response to the problems fahion the basis of analysis of summary
monthly data. Consider the following possibiliti®sen planning response activities:
1. If the emergency intervention requires fundingabbsh procedures for mobilization

of the necessary funds,

2. If samples are collected in a remote place, pplace dispatch procedures and ensure
there are facilities for:

« Conservation of samples at the recommended tenuperat

- Rapid dispatch of the samples to the laboratory

3. Identify zones where the population is at high fakthe disease. Review the findings
from data analysis in order to have a clearer gasan of the epidemiological

characteristics. The intention is to find out:

« The incidence rate of the disease;
« The magnitude of risk factors for this disease malgzing, for example,
investigation results of the case to gather thieiohg information:
v Safe delivery practices in the case of neo-natahtes ,
v Risky eating habits in case of diarrhea etc.
v" Number of persons carrying out activities withimefsts and hence at risk of
yellow fever.

« Rate of vaccination coverage for the epidemic diseéa question.

4, Inform neighboring Districts about the epidemit.tiey have a similar problem,
coordinate efforts to combat it especially to:
e Mobilize necessary resources;

« Prepare appropriate educational health messaganatedals;
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«  Carry out emergency vaccination campaign ;

« Send samples to the National Reference laboratergdanfirmatory tests.

5. Check the list of necessary resources establighéide Commission to fight endemic-
epidemics. Obtain emergency materials and supgfhidsstock them at local level and
at the District hospital.

If materials, drugs and necessary supplies aravaitable locally:

« Contact higher authorities to obtain information where they can be obtained
rapidly;

« Solicit support from other departments, programsl activities or from non-
governmental organizations in the region ;

« Identify low cost substitutes ;

6. Assign clearly defined responsibilities to indivads! in the departments to carry out
specific response activities;

7. Train health personnel and provide them with malter drugs and other medical
supplies to enable them to:

« Establish a detailed report of the response asyittaking into account, for
example, a check list of vaccinated individuals andist indicating community
educational messages, communication channels, ddtesmmunity educational
activities, persons having mosquito nets etc;

« Analyze data related to the outbreak throughoutrésponse period, from data on
laboratory confirmation through treatment;

 Identify problems related to the implementationaativities, and modify them if

necessary.
Implement response activities

In the case of recommended response activitiest tefspecific guidelines on the disease in
guestion. The following are some of the respontar\entions:

. Strengthen case management;

. Update the skills and competences of medical peedpn

. Carry out emergency vaccination campaign;

. Reinforce surveillance during the response period;

. Carry out community information and educational\aies;

. Improve access to clean, drinking water,
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Improve human waste disposal practices;
Improve hygiene practices;

Reduce exposure to risk factors;

Control vectors;

Disseminate technical guidelines on the respon#igetepidemic.

Strengthen case management

Take measures to support the adoption of improlietal practices, especially:

By verifying, in collaboration with the health faty, if the clinical personnel
understand and utilize recommended protocols tallbacases due to the epidemic
diseases ;

Ensuring that clinical staff obtain laboratory Giomation of the epidemic disease in
case the disease can be so confirmed;

During a major outbreak, ask the in-charge of da&dlth facility to identify a place
which can be used to handle a high number of patien

Provide and avail the necessary medications.

Update skills and competences of the health persainn

1. Provide health staff with concise and clear gurcki

2.

Choose themes for refresher training of healthf.skahphasize the management of the

target disease in conformity with specific diseassommendations. Depending on the

risk of transmission of the disease concerned,rdtitemes can be added in particularly

the following :

Reinforcement of the universal precautions (cleatew hand washing and the safe
disposal of needles) ;

Sterilization and utilization of protective clotign

Isolation measures;

Treatment protocols such as administration of eedydration salt (ORS) and
utilization of intravenous fluids ;

Disinfection of work station surfaces, clothing aglipment ;

Safe handling of dead bodies;

Safe funerals practices.
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3. Conduct training sessions: In emergency situatitmese is generally not enough time to
organize conventional training. Therefore, it istba-job-training or individual training
which is usually provided, depending on the neeu$ @rcumstances. For example, a
gualified clinician may be requested to carry audividual demonstration within the
health department. Ensure that the Doctor or nwis®conducts the training has the time

to observe the trainees putting into practice ttypuaed skills.
Carry out emergency vaccination

If necessary, an emergency vaccination campaigi lsh&arried out by the district hospital
in collaboration with the national Expanded Progm@mimmunization (EPI). Start planning
this activity as soon as possible since time isiired to obtain and distribute the vaccines.

Establish in advance, an acquisition plan for emecy vaccines.

1. Determine the population targeted by this activity the basis of results from
investigation carried out on the epidemic outbreak
2. Consult the EPI program guidelines for specificoramendations concerning the
administration of the concerned vaccine.
See Annexes 5.3 “Plan an emergency vaccinatiorpagn” and 5.4 3“Evaluate vaccine

stocks for vaccination activiti€'s
Strengthen surveillance during response activities.

During the outbreak, mobilize all health personime&ll health facilities to be vigilant and
ensure effective surveillance of the disease asdrerthat they:

. Look out for other persons who might have coneddhe disease and send them to
health centers for treatment (in the case of choler example) or place the family
in a quarantine ( notably in the case of plagué)tasat the patient in question ;

. Update the line listing describing the cases anditao the effectiveness of the

epidemic response.
Inform and educate the community

Keep the public informed to calm fears and encoei@gpperation with persons in charge of
the epidemic response.
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It is also imperative to prepare educational messafp provide the population with

information related

to symptoms of the diseasevgmBve methods to minimize its

transmission and when to seek treatment. Commumncactivities with the community

should be undertaken from the time the public hegalbblem has been identified.

1. Determine what should be communicated and makeergfe to the disease specific

guidelines appearing in section 8. Make sure yolude the following information:

iv.

Signs and symptoms of disease ;

How to treat the disease at home if treatment atnehois
recommended ;

Applicable behavior which can prevent transmissibthe disease ;

Appropriate time for seeking care from a healthlits¢c

2. Recommendations for vaccination if indicated.

Determine how to formulate the message; the message have the following

characteristics:

iv.

Utilise local terminologies ;
Be clear and concise;
Be culturally appropriate;

Take into consideration beliefs associated withdisease.

Annex 5.6, contains examples of messages thateasdx to educate the community.

3. Choose appropriate means of communication availalitee District. For example:

4, Disseminate

Radio

Television

Newspapers

Meetings with health personnel, community, religioand political
leaders

Posters

Flyers

Internet

SMS

Presentations in market places, health centerspofgh women
associations and other community associationsctlesrand mosques.

health education messages to conymgmuups and organizations and

request them to disseminate the messages durimgrbetings.
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5. Disseminate health education messages to opildaders and request them to

disseminate them within the community.

6. Hold regular meetings with the community toeggtiiem:
. Frequent and update information on the epidemicrasplonse activities ;
. Clear and simple health messages which the mediatdee;

Improve access to clean, drinking water

Ensure the community has access to sufficient gyaoftclean, drinking water for their daily
needs. The table below presents daily water needpgyson in non-epidemic situations and
during epidemic situations. Large quantities of ewaére required especially during an

outbreak of diarrheal diseases.

Table 6: Daily water needs per person

Daily water requirements per person*

During non- epidemic period | During an outbreak of diarrheal disease

Home 20 litres per day 50 litres per day
In health| 40 to 60 litres per day 50 litres in an admissi@nd ;
facility 100 litres in surgery room ;

10 litres in the kitchen

*Source: Refugee Health: an approach to emergency situatibagtors without Borders,
1997. MacMillan

The following are the common sources of drinkingexra
e Chlorinated tap water;
« Open sources of water (river, swamp or open well).
« Protected water sources (for example : closed gndend well with a cover) ;

« Boiled water from reliable trusted source.

If during an epidemic no source of safe drinkingewas locally available, water tankers can
supply water although this method is expensive difftcult to sustain. To ascertain that
families have clean, drinking water at home, previd

« Community education on how to keep drinking watde @t home ;
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« Containers which prevent water contamination paldity containers with narrow
opening through which it is impossible to introdackand ;

« Long distance (at least 30 meters between thaéstiand water source.
Ensure proper and safe disposal of human waste

To ensure proper disposal of human waste, it i©mapt to:

« Assign an inspection team to certain locations heck the safety of existing waste
disposal practices : use of latrines or buryingte&an a distance of at least 30 meters
from the water sources ;

« Inform the community that the human waste dispgsattices they use entail health
risks and persuade them to construct appropriaiads..

¢ Conduct community sensitization and education dslipinygiene
Improve food hygiene practices

Ensure that in homes, restaurants, public marketdactories; food is handled in conformity
with hygiene regulations. (Refer to the nationalnm® and procedures for food handling and
processing). To ensure proper food hygiene, itmperative to undertake the following
measures:

« Organize community education sessions on propet fygiene practices targeting the
general public and actors in the food industry ;

« Inspect restaurants, food hawkers, packaging indgstetc. in order to assess food
handling practices, paying particular attentioriiteir safety particularly hand washing
cleanliness and respect of the national norms ;

« Close restaurants, public markets or factorieshdé inspection reveals that food
handling practices present risk to the public ;

« If necessary strengthen national inspection teams.
Reduce exposure to mosquitoes

Encourage the prevention of diseases transmitteghdgquitoes by assisting the inhabitants
of your district to reduce exposure to these irsdating the day and night. Collaborate with
the malaria control program to fight malaria to:

« Implement a program aimed at promoting the utilcrabf insecticide treated mosquito

nets ;
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e Organize a community educational program on progerof mosquito nets and how to

avoid mosquito bites at night.
Vector control

Encourage prevention of diseases transmitted bgntsdoy assisting the population of your
district to reduce the possibility of exposure hede animals which might have contracted
Lassa fever or be infested with fleas carrying péadt is necessary to work with the District
hygiene officer and HF to encourage the commuioity t

» Avoid all contact with blood or saliva of dead eunds ;

« Cover food and water kept at home such that rodestaot able to access them ;

« Keep the house and kitchen clean and clear to awdieht’s infestation.
Prepare a report on the outbreak

A detailed report on the epidemic can help to nthkenecessary arrangements to counter the
next outbreak. Once the epidemic has been brouggthérucontrol prepare a report which
should contain the following elements:

« Detailed information on response activities esglcthe dates, places and participants
for each activity ; The District epidemiologicalpat destined to high authorities
comprises a report text , an epidemiological cudetailed charts, tables of individual
analyses and a line listing describing the cases;

« Changes which were eventually made on the inkigponse activities ;

« Recommendations to improve future response to epode Suggest for example,
modifying the vaccination strategy and program lideo to strengthen the effectiveness
of this activity. One can also propose to imprdwve procedures for dispatching samples
so that they arrive at the National Reference ratiooy in good state and more rapidly;

« Disseminate the report on the epidemic.

SET UP CONTINGENCY STOCKS OF DRUGS, VACCINES, REAGENTS AND SUPPLIES

Outbreaks and other public health emergencies nedhe rapid mobilization of resources
such as vaccines, medicines and laboratory suppliés prudent to establish and preposition
stockpiles of materials before an emergency occurs.

As follow up to the public health risk assessmeativay, districts should set up a

contingency stock of drugs, vaccines, reagentssapglies to permit prompt management of
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the first cases without delay before support asrifrem higher levels. Also regularly and
carefully monitor the contingency stock in orderawoid shortages and expiry of drugs,
vaccines, reagents and supplies. Examples of st@kagement tools are included in the
annexes at the end of this section.

The content of the contingency stock varies with tlature of epidemic-prone diseases and
the risk of outbreak in the district. Risk assessmactivities help to develop a list of
materials that should be stockpiled at the disaimd community levels. A suggested list of
contingency drugs and supplies is available in Ar# at the end of this section.

Conduct stock management for outbreak response

Maintain a reliable supply of supplies and matsriar responding to an outbreak or public

health event.

Use an inventory checklist such as the one in Ars&xo assess which supplies are already
available for use during a response activity.hé supplies are already available, determine if
they can be set aside for use during a resporigbeyl are not available, can they purchased

or requested through the national system for peoent?

Periodically, for example, every 4 months, makesbe supplies are dry, clean, and ready to

be used.

At a minimum, carry out the following tasks (relevdo each level) to estimate necessary

supplies, inventory what is available, and plaprimcure essential items for use in response.

1. List all required items for carrying out surveiltan laboratory and response necessary
for detecting and responding to priority diseasesditions and events. Consider:
a. Forms
b. laboratory reagents and supplies
c. Case management and field intervention materials

2. Make an inventory and note the quantity of eaah itieat is available.

3. Complete and regularly update a stock balance sbeeach item.

4. Observe expiry dates and practice best logisticattges for packing, shipping,
storing and disposing of supplies and materials.
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5. Establish a critical or minimum quantity for eatdn that would need to be on hand
for an investigation or response activity. Considgistic and epidemiologic factors
in establish minimum quantities.

6. Monitor the stock balances against the criticalngiya established.

7. Report regularly on the IDSR stock situation. @emex 5C for an example of a

stock item transaction and balance sheet.

RISK MAPPING FOR OUTBREAKS AND OTHER PUBLIC HEALTH EVENTS

Preparedness activities should be ongoing and eggadriodically. This includes assessing
risks (in the catchment area) with the potentialattect community health. These risk
assessment activities may include evaluating dnopkvater sources or food storage methods.
Regularly, once a year, for example, assess thslse and record the information on a map.
This is useful information when considering supgliFansport and other resource issues
necessary for the response.

Risk mapping should extend to all public healthdrdg as specific by IHR (2005) including

chemical, zoonotic, radiological and nuclear.
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APPENDICES FOR SECTION 5

Appendix 5.1: Treatment of cases during the epidemic

Appendix 5.2: Prepare disinfectant solutions with help of vasichlorinated products
Appendix 5.3: Plan an emergency vaccination campaign;

Appendix 5.4: Evaluate vaccine stocks for the vaccination azerc

Appendix 5.5: Practices of recommended vaccination

Appendix 5.6: Examples of messages for the community education

Appendix 5.7: Outbreak communication

Appendix 5.8: Essential stock items for responding to outbseak

APPENDIX 5.1: TREATMENT OF CASES IN AN EMERGENCY SITUATION

Utilize drugs and appropriate treatment to manages during an epidemic. The following
are recommended treatments for cholera, dysenteggsles, and bacterial meningitis during

epidemics.
Treatment of cholera in an epidemic situation
SourceWHO guidelines for management of the patient whiblera, WHO/CDD/SER/91.15

Evaluate the extent of dehydration of the paifsee evaluation guide below);

2. Administer fluids in conformity with treatmeniigp (see the following page);
Collect a sample of stool from the first fivespacted patients examined in the health
centre ;

4. Administer oral antibiotics to patients who neissevere dehydration.
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Evaluate the extent of dehydration of the patient

» Evaluate the general condition of the patient:

- Lethargic or unconscious

- Agitated and irritable?

» Does he/she have sunken eyes?

- Give patient fluids. Is the patient unable to dridinks badly; Drink rapidly, is h
thirsty?

[1°)

» Pinch the skin of the abdomen. Does it return puasition?
- Very slowly (more than 2 seconds}

- Slowly?

Decide if the patient is dehydrated : severely, ligfly or not at all and then administer

fluids according to the treatment plan

If two of the following signs are present:

> Lethargic or unconscious SEVERE DEHYDRATION
> Sunken eyes Give fluids in the case of severe
» Does not drink or drinks badly dehydration (Plan C)

» Pinched skin returns into position very slowly

If two of the following signs are present:

> Agitated and irritable
> Sunken eyes Give fluids in the case of

LIGHT DEHYDRATION

» Drinks rapidly, is thirsty light dehydration (Plan B)

» Pinched skin returns into position slowly

If there are not enough signs to classify as severe NO DEHYDRATION

or light dehydration Give fluids and food and treat the

diarrhea at home (Plan A)

*For adults and children over the age of 5 yeatBerosigns of severe dehydration inclyde

« absence of radial pulse and hypotension”.

Administer recommended antibiotics to treat cholera patients who are severely
dehydrated.

Antibiotics Children Adults
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Doxycycline single dose - 300 mg
Tetracycline 4 times daily for 3 days 12.5 mg per kg 500 mg
Trimethoprim-sulphamethoxazole TMP 5 mg per kg and TMP 160 mg and
(TMP-SMX) 2 times daily for 3 days SMX 25 mg per k§ | SMX 800 mg
Furazolidon 4 times daily for 3 days 1.25 mg per kg 100 nig
Erythromycin®

> Adults : 4 times daily for 3 days 10 mg per kg 250 mg

» Children: 3 times daily for 3 days

> If the patient vomits on drinking the fluid, wadrf10 minutes. give the patient more
solution to complete the dose but more slowly time;

» Continue to monitor the patient and replace fluidsl the diarrhea stops;

» When the patient is ready to be discharged fronpikeds explain to him/her how to
take the mange diarrhea at home;

» Use the technical guidelines on IMCI as referemnctdat children below the age of 5
years and the national guidelines for the managemifediarrheal disease for more

information on the treatment of acute watery diearand confirmed cholera.
Plan A: Management of diarrhea at home

If the patient does not show any sign of dehydrasiier examination, he/she can be treated
at home. Give him/her enough oral rehydration smhst (ORS) for two days and explain
how to take ORS solution by following the guidebrselow:

Quantity of solution following | Give enough ORS td

AGE
each watery stool prepare:

1Doxycylcine is the antibiotic of first chosen recoemded by the WHO for adults (except for pregnant wgraserit
is a single dose.

2TMP-SMX is the antibiotic of first chosen recommeddyy the WHO by the WHO for children Tetracycline iscal
efficient but is not recommended for use in pettigtatients.

3Furazolidon is the antibiotic recommend by WHO fagant womeﬁlErythromycine or chloramphenicol can be
used if other recommended antibiotics are not kamiratory, or if V. choleraes resistant to certain antibiotics.
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Up to 2 years old 50 - 100 ml 500 ml per day
From 2 - 10 years old 100- 200 mi 1000 ml per da
Over 10 years old As much as the patient desire§ 00 &t per day
Plan B: Management of light dehydration with ORS

In the clinic, give the recommended dose of ORS avi®ur hour period. . Determine the

guantity in relation to the weight of the patiedtilize the age of the patient only when the

weight is unknown.

Determine the quantity of ORS to administer duringthe first 4 hours

Age
or

Weight

From 4-| From 12
Up to 4 From 2 - 5| From 5 -14| Over 14

12 months to
months years years years
months 2 years

Weighinkg |<gkg |6 - <1010 - < 12[12 - < 19/19-30kg | 30 kg of

kg kg kg more

Quantity of{ 200 —[400-700| 700-900 900 — 1400 1400-2200 22000040
ORS in ml 400

>

YV V V VY

Y VY

If the patient desires more ORS than recommendeé itfo him/her ;

In case of children under the age of six months) este not breastfeeding, give them

between 100-200ml more of clean water during teisoal ;

Give small but frequent sips of ORS;

If the patient vomits after drinking the fluid, wdor 10 minutes then resume giving
the patient the fluid but more slowly this timetilhe/she finishes it;

For breastfeeding children breastfeed them whertbegrso wish ;

Evaluate the patients every 1-2 hours to ensure ttiey take the ORS dose as
prescribed and monitor loss of fluids. Re-evalatepletely the level of dehydration
of the patient after 4 hours and monitor the treatimplan corresponding to the

patient’s level of dehydration.

Plan C: Rapidly treat severe dehydration
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1.

Start by giving intravenous fluids immediatelfythe patient is a child who drinks
little fluids, administer ORS through the mouthyasi prepare the intravenous route.

Give 100 ml per kg of linger lactate solution dieblas indicated below:

Administer IV fluids:

For adults (elderly patients and

children over 1 year old) giv| | Then give 70ml per kg
Give 30ml per kg as quickly
100ml o . during the next two and half
_ as possible in 30 minutes
per kg IV in 3 hours hours
as indicated:

For patients under year old:

Give 100ml per kg IV in €

hours as indicated

Give 30ml per kg within theThen give 70ml per kg

’ first hour* during the next five hours

*Repeat once if the radial pulse is still very wemalis not detectable even after the first dose

of 30 ml per kg was administered.

2.

Re-evaluate the patient after the first 30ml kgrand then every 1 to 2 hours. If
dehydration does not improve increase the ratatcdvenous rehydration;
Also give ORS (about 5ml per kg per hour) asnsa® the patient is able to drink after
3-4 hours for children and after 1-2 hours for @atis who are more than one year old;
Re-evaluate the patient after 6 hours (for yoahididren) or 3 hours (if the patient is
one year old or older). Evaluate the dehydratimell¢hen choose the appropriate plan
(plan A, Plan B, Plan C) to continue the treatment;
Give recommended antibiotics for treatn@rdevere dehydration in patients suffering
from cholera; (see the guidelines on the follownage);
Give the patient information on the managemdndliiarrhea at home before he/she
leaves hospital.
In case the patient is vomiting after taking in RS@it for 10 minutes. Then re-
administer the dose until it is finished but mdm@wy this time;
Continue breast-feeding in the case of young oélgr
Return for treatment in the case the following stongs appear:
0 Increase in frequency of liquid stools;
o0 Poor feeding and drinking;

0 Severe thirst;
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0 Repeated Vomiting
NALIDIX | cIPROFLOX | GITRIMOXAZOLE
ICACID | ACIN (Tn_methopnm + sulphamethoxazole)
Four times| Two times Twice a day for 5 days
daily for 5|daily for 5
days days
Weight | TABLET |TABLET TABLET TABLET SIRUP
in kg 250 mg 250 mg ADULT CHILD 40 mg
80 mg| 20 mg| trimethoprim
trimethoprim  +| trimethoprim + + 200 mg
400 mg| 100 mg| sulphametho

sulphamethoxa: | sulphamethoxe | xazole el
Dose for
children

3-5ko Y, Y, Y 2 50m
6-9ke L7 L7 15 2 50m
10-14 ka 11 1 1 2 Z5m
15-19 ke | 1 1 1 3 7.5m
2C-29 ke |2 2 1 6 15m
Dose for| Tablet Tablet Tablet
Adult 250 mg 250 mg 160 mg TMP +
800 mg SMX
- 4 Tablets | 4 Tablets 2 Tablets
o Fever;
o Blood in stool.

Give appropriate oral antibiotics for bloody diarrhea caused by Shigella dysenterial

type |

SourceWHO Guidelines for the control of epidemics du& talysentery type 1, 1995

Give vitamin A to children who have measles

Source:WHO guidelines for epidemic preparedness and respdn measles outbreaks,
WHO/CDS/CSR/ISR/99.1

> Give the first dose at the health centre or cljnic

» Give the next dose to mother who will administdpithe child the next day.

AGE

Vitamine A Capsules
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200 000 IU 100 000 U 50 000 IU
Up to 6 months % capsule 1 capsule
6 to 12 months % capsule 1 capsule 2 capsuleq
12 months to 5 years 1 capsule 2 capsules 4 capsule

Give appropriate antibiotic for bacterial meningitis during the epidemic outbreak

Source: Control of epidemic-prone meningococcakake, WHO practical guidelines™2
edition 1998, WHO/EMC/BAC/98.3
1. Admit the patient at the health centre for diage@sid treatment.

2. Start antibiotic treatment immediately. Oily chlonaghenicol by intramuscular injection

is the treatment of choice during the epidemigs Nery effective and a single dose is

sufficient most of the time. If injectable Oily cnhmphenicol is not available, give oral

amoxicillin or cotrimoxazole. Better still treat thian antibiotic recommended by the

national technical guidelines for the treatmentehingitis.

3. Isolation of the patient is not necessary. Protienecessary care and support.

4. Give a single dose of chloramphenicol

Intramuscular oily chloramphenicol 100 mg per kg, sgle

dose

AGE Dose in grammes Dose milliliters
Adult: At least 15 years 3.0¢g 12 mi

child: 10 to 14 years 25¢g 10 mi

6 to 9 years 209 8 ml

3 to 5 years 15¢ 6 mi

1lto 2 years 109 4 ml

2 to 11 months 05¢9 2 ml

1 to 8 weeks 0.25¢ 1ml

NB: See below for other recommended antibiotics

Other recommended antibiotics for the treatment ofmeningitis
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Drug Rout Dose for adults Dose for children Treatment
€ period
PenicilinG |\, 3.4 MU every 4-6 hours| 400 000 Units perkg| aysl
Ampicillin  plus 200mg/kg/24hours in #
\Y, 2-3 g every 6 hours, 10-14 days
Chlaramphenicd divided doses(6 hourly)
Chloramphenic Y 1g every 8-12 hours 100 mg/kg/24Hours in 110_14 days
ol divided doses (6hourly)
Chloramphénic IM 3 g single dose daily One single dose - 1-2 days
ol (oily) 100 mg per kg
Cefotaxime 200mg/kg/24 hours
\Y, 2g every 6 hours divided into 3 doses(34 -14 days
_ hours 250 mq per k
Ceftriaxone I\ 1-2 g during 12-24 hours 50-80 mg /kg/24 hours4 .14 days
as a single daily dose
Ceftriaxone IM 1-2 g single dose 50-80 mg per kg 1-2 days

If Convulsions: Diazepam, slow IV, 0.25-1 mg/kg f&maum 10 mg) to control seizures.

Titrate dose according to response.

Maintenance therapy: Phenobarbital, oral, 5-10 gi@X& hours in 2 divided doses, until

patient is free of convulsions for 14 days.

Taper dosage of anticonvulsant over 1 week befattedvawal
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APPENDIX 5.2: PREPARE DISINFECTANT SOLUTION

In the framework of response to diseased transbhésbly direct contact with infected body
fluids (ex: blood, urine, stool, sperms, expediorg, an affordable system based on
ordinary household disinfectant can be providedthi@ table below, we explain how to
prepare chlorinated solutions of 1:10 and 1:10Qspfom ordinary household disinfectant

and other chlorine products.

0 To prepare a 1:10 solutior] To prepare a 1:100 solution tof
to disinfect : disinfect :
- excretions - Gloves
- Dead bodies - Hands and bare skin
- infectious body liquids - Floors
- Clothing
- Equipment
- Beddings

o 100 ml of disinfectant irlO literq
House hold disinfectant
1 liter of disinfectant in 10of water or

D

containing 5% active _ o _
) liters of water 1 liter of 1:10disinfectant solutio
chlorine . .
in 9 liters of water

70% (HTH) calciumn . _ _

_ 7gm or % tablespoon in 1 litef gm or ¥z a tablespoon i literq
hypochlorite Powder ar
of water of water
granules

Household  disinfectant . .
o |16 grams or 1 tablespoon irf16 grams or 1 tablespoon ih0
containing 30% active _
liter of water liters of water

chlorine

To disinfect clothing and other personal belongings

. Rapidly and thoroughly disinfect patients persdmebngings and his/her immediate
surroundings using one of the following disinfedtta

Chlorinated lime powder ;

1% chlorine solution

1-2% phenol solution;

o O O O

Wash utensils with hot water or disinfectant salnti

. Rapidly and thoroughly disinfect the patient’s biag:
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Wash clothing with soap and water;
Boil or soak in disinfectant solution;

Allow to dry in the sun;

o O O O

Don’t wash contaminated objects in rivers or swarsed as source of drinking water

APPENDIX 5.3: PLAN AN EMERGENCY VACCINATION CAMPAIGN

1. Specify the target population for the immunizatamtivity

2. Estimate the necessary amounts of vaccine, diluants immunization supplies such as

sterile syringes and sterile needles, cold boxdssafety boxes
3. Choose the immunization sites and inform the comtypun

. Coordinate with the EPI or disease control prognanypour district to identify sites

for conducting the immunization activity.
. Identify the facilities that can participate in taetivity

. Determine if some areas are not accessible andifidlen mobile immunization

team, if needed.
. Contact the facilities and schedule the immunizasites.
. Contact the national level to request vaccine.
. Make sure there is enough capacity to store extrauats of the vaccine during
storage and transportation to the immunization site
4, Select immunization teams. For every 100 to 150 pleecexpected at the
immunization site, the followed staff is required:
* One to two vaccinators to give immunizations
* One recorder to record on immunization cards
* Volunteers to verify age and immunization status.

5. Work with your EPI team to conduct refresher tnagnifor vaccinators on

recommended immunization practices.

6. Mobilize the community. Inform the public about tlnergency immunization
activity.
7. Arrange staff transportation to the immunizatide.si

* Plan their transportation to and from the site

» Schedule vehicles and plan for fuel and other costs
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8.

Estimateper diemcosts and make necessary arrangements for lodgthg site is

away from the health worker’s usual station.

Monitor the number of doses of vaccine given.
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APPENDIX 5.4: ASSESSING VACCINE STOCKS FOR VACCINATION ACTIVITIES

Outbreak: Date confirmed

Target population ____Children age 0 up to 5 years

____Children age 9 months up to 14 years

____Children and adults age 0 up to 30 years

____Women of childbearing age - 15 years up toeksrs

_____All adults and children in the general popolati

1. Calculate the size of the target population. If sleévity only targets a proportion of

the general population, estimate the size of thgetgpopulation. Multiply the general
population times the percentage of children or @dul the target population. If you
do not know the exact age distribution rates inryarea, use recommended estimates

such as the following:

children age 0 up to 5 years 20%

children age 9 months up to 14 years 45%

children and adults age 0 up to 30 years 70%

women of childbearing age 15-45 years 20%

2. Find out how many doses each person should recBeeord the number below as
“number of doses recommended.”

3. Allow for wastage. Use a wastage factor of 20%. thly the size of the target
population (see step 1) times the number of dosestl.20.

X X 1.20 =

Size of target population Number of wastage Nundferecommended

doses to order
including wastage
4. Allow for a reserve stock. Use a reserve facta@25$f. Multiply the estimated number
of doses including wastage times 1.25 to obtairtdated estimated number of doses.
x 125 =
Number of doses Reserve factor Total numbertoha®d doses

including wastage

5. To obtain the total number of vials of vaccine toeay, divide the total number of
estimated doses by the number of doses that ataiced in the vial. (This is usually
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printed on the laboratory and may be one dose,dweses, five doses, ten doses or

twenty doses).

Total number of Doses per vial Total number ofsvia

estimated doses required

6. If the vaccine requires a diluent, multiply the riham of millilitres of diluent per vial

times the total number of vials required.

X - =

Diluent required Total number of vial Total dilueotorder

per vial

7. Estimate the number of sterile needles and syritiggiswill be needed to carry out
the activity. If single-use needle and syringesiuaed, order the same amount as for
the estimated number of doses in Step 4.
8. In addition, estimate the number of dilution syesgnecessary for preparing the
vaccine.
Source: Field Guide for Supplementary Activities Aimed Athidving Polio
Eradication World Health Organization, Geneva 1997

District guidelines for yellow fever surveillanceDivision of Emerging and other

communicable disease surveillance and control, 8Mddalth Organization, Geneva 1998
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APPENDIX 5.5: RECOMMENDED VACCINATION PRACTICES

Work with your EPI team to give refresher traintogthe vaccinator teams that will conduct
the emergency immunization activity. As a minimungke sure vaccinator teams know how
to:

1. Reconstitute the vaccine correctly:

- Determine the appropriate quantity of diluentsdoonstitute the freeze-dried
vaccine.

- Use a sterile syringe and sterile needle for easle.d

- Using the dilution syringe, draw up and expel tHaehts several times in the
vial that contains the vaccine so as to mix themstituted vaccine well.

2. Wrap the vial in silver foil or cover it with a dacloth. This will protect the vial from
sunlight.

3. In a field situation, protect the vaccine and dilisefrom contamination. Cover the
open top of the vial with foil to keep out dirt afties.

4. Place reconstituted vaccine vials and opened ligaiztine vials immediately into a
cup of ice, or stand them on an ice pack. Keepc#mand vaccines in the shade.

5. Follow the national policy for reusing opened lidjwiaccine vials such as DTP.

6. Record the dose on an immunization card for eacsopammunized.

7. Collect data for monitoring the activity. For exadmprecord the number of doses
given on a tally sheet so that coverage from timepaagn can be calculated.

8. Remind health workers about the risk of gettingodidorne diseases from an
accidental needle stick injury. Review safe pragifor handling and disposing of
sharp instruments and needles using a sharps een{aafety boxes)

9. Arrange for safe disposal of used injection maleré the end of the activity. They
should be burned in an appropriate incinerator

10.Give instructions for use of safe injection teclugg. Review with health workers the

need to plan vaccination campaigns.
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APPENDIX 5.6: EXAMPLES OF MESSAGES FOR COMMUNITY EDUCATION

Improve hand-washing

Hand-washing with soap is one of the most effectiray to prevent transmission of some
organisms causing infectious diseases. For thaoreapromote hand-washing in every
family. Hand-washing is particularly important afefecation, after cleaning a child who
has defecated, after disposing of a child’s stoetore preparing or handling food and before
eating.

Hand-washing is practiced more frequently whereewat plentiful and within easy reach. If
possible, water for washing should be stored séggrdrom drinking-water. During an
epidemic, soap should be provided to those witlitout soap is not available, ash or earth
can be used to scrub the hands. Do not dry washedshwith dirty cloths. Air-dry wet
hands.

The Message:

ARE YOU PROTECTED FROM DYSENTERY (bloody diarrhea)?
Washing your hands protects yourself and others filsease.

Alwayswash:
= after defecation

= after cleaning a child who has defecated
= after disposing of a child’s stool

= before and after eating

= before preparing or handling food.

Message:

ARE YOU READY FOR HAND-WASHING?
Do you have
= Clean water and soap (or if you do not have sosgash or earth to scrub
your hands)
= Clean cloth for drying.
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Safe handling of food

Encourage the following food safety practices:

Wash hands with soap before preparing food

Thoroughly wash the fruit and green vegetablesreefonsuming using clean water

Cook food until it is hot throughout
Eat food while it is still hot, or reheat it thoghly before eating
Wash all cooking and serving utensils after use

Keep cooked food and clean utensils separate froooaked foods and potentially

contaminated utensils

Cover your food appropriately.

DO YOU PREPARE FOOD SAFELY?

Cooking kills germs
= Thoroughly cook all meats, fish and vegetables
= Eat cooked meats, fish and vegetables while theyat.

Washing protects from disease
= Wash your hands before preparing or serving food
= Wash your dishes and utensils with soap and water
= Wash yourcutting boardespecially well with soap.

Peeling protects from disease
= Only eat fruits that have been freshly peeled (agchananas and oranges)

KEEP IT CLEAN, COOK IT, PEEL IT, OR LEAVE IT.

Message:

Five Keys to Safer Food

Keep clean

Separate raw and cooked
Cook thoroughly

Keep food at safe temperature

Use safe water and raw materials
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Clean drinking water and storage

= Community drinking water supply and storage

1. Piped waterTo maintain safety, properly chlorinate piped waler prevent entry of
contaminated groundwater into pipes, repair leakmigts and maintain constant
pressure in the system.

2. Closed wellsEquip with a well-head drainage apron, and withulley, windlass, or
pump.

3. Trucked in If locally available water is likely to be contarated, drinking water
should be supplied by tankers or transported imndruf it is adequately chlorinated
and a regular supply can be ensured. The trucKimgter, however, is expensive and
difficult to sustain; it is usually considered aodghterm measure until a local supply
can be established.

= Home drinking water storage and treatment

When the safety of the drinking water is uncertairshould be chlorinated in the home or
boiled. Several products for the home purificatidnvater are available in Rwanda (Sur Eau,
Pur, or Safi): you can purify your water using ariyhem.
To prevent contamination of drinking water, fansligshould store drinking water using one
of the following types of containers
1. Covered containerghat are cleaned daily and kept away from childaed animals.
Water should be removed from the containers usirigng-handled dipper, kept
especially for this purpose.
2. Narrow-mouthed containeraith an opening too small to allow the insertiohao
hand. Water should be removed by pouring from fienong or spout.
Water used for bathing, washing and other purpofieex than drinking need not be treated

and should be stored separately from drinking water

Safe disposal of human waste

High priority should be given to ensuring the sdigposal of human waste at all time, and
especially during epidemics of diarrhoea. Sanitgrstems appropriate for local conditions
should be constructed with the cooperation of tiraraunity.

Community messages should emphasize:

* Everyone should use latrines properly, includinggdcan

» Transfer children’s excreta with a scoop or shaog¢he latrine or bury in a hole.
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* Avoid defecating on the ground, or in or near tlaer supply.
When large groups of people congregate “as fos féimerals, or religious festivals”, ensure
the safe disposal of human waste. If there is tin&gy designate areas for defecation and
provide a shovel to bury the excreta.

Message:

ARE YOU PROTECTED FROM DYSENTERY (bloody diarrhoéa)
DO YOU USE A TOILET OR LATRINE?

Germs that cause dysentery live in feces. Everrsopevho is healthy might have dysentery
germs.

1 Always usea toilet or latrine. It you don’'t have one; builded
"1 Keep the toilet or latrinelean

"1 Wash your handwith soap (or ash) and clean water after usingdhet or latrine.

KEEP IT CLEAN: USE A TOILET OR LATRINE

Safe disposal of bodies

The body fluids of persons who die due to diarrhoea viral hemorrhagic fever are still
infectious. Use extreme caution when preparing libdies of suspected cholera or viral

hemorrhagic fever patients. Encourage safe furser@lburial practices
Reduction of mosquito exposition

The measures to fight against mosquito are the nmégmvention for the reduction of the
transmission of the malaria. It allows to decregsimalaria transmission to a low level. In
areas where there is a high transmission, the messao fight against mosquito permits to
reduce the infantile and maternal death rate. Tidevidual protection against the stings of
mosquito represents the first line of defense ajdire malaria.

Message:

ARE YOU PROTECTED AGAINST THE MOSQUITOS STINGS?
When is it possible?
- Avoid leaving between the twilight and the dawtnis an auspicious period to mosqujto

stings
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- During the night, wear clothes with long sleeaesl long trousers and avoid the dark colors
that attract the mosquito

- Apply a repulsive product on the skin (if prodastilable)

- Install mosquito screens in the doors and toatimelows

- Impregnate the beds’ mosquito net with approgriasecticide

- Use an anti - mosquito spray or a distributoinggcticide (if available)
The transmission of the malaria can be reducedkiyulny the use of the pulverizations. This
method is efficient during 3 at 12 months, accagdio the used insecticide and the treated

surface.

APPENDIX 5.7: OUTBREAK COMMUNICATION
Introduction

Following confirmation and verification of the evgthe primary health and the district level
authorities should liaise with the national leveitheorities to communicate and receive

guidance on common positions to be delivered tartadia.

From first announcement throughout the outbreaknmanication from the district level
should follow the directions and the key message®ldped at national level in consultation

with the field team, in order to ensure consistesuag speaking with one voice.

Even though communication should be centrally coateéd by the national level, media
would approach local and district public healthprsse level to obtain first hand information

from direct sources.

In addition, the director of the district hospishlould support the communication and provide

scientific expertise as evidence for intervention.
Actions at the district level

- ldentify spokesperson(s) at district level (poétiand technical);

- Liaise regularly with national authorities to prdeithem with first hand information
(received at the community local level, the mettiaal stakeholders);

- Be in contact regularly with national authorities teceive common messages

including guide and answers for frequently askeelstjans to feed the local media;
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Be available for interviews by local media upon uest to provide accurate,
transparent and updated information following diets from national level in
simple clear key messages;

Organize press briefings to provide regular infarorato local media, following
directions from national level;

Develop good relationships with local media to parship for delivery of accurate,
transparent, timely messages to the population;

Use information materials developed at the natideakl with clear consistent
messages to provide guidance to the population;

Identify local powerful channels for the deliverfyinformation to the population;

Meet regularly with local stakeholders to disserteneorrect message of prevention
and surveillance to the population;

Organize preventive door-to-door campaigns to reileh remote rural areas and

promote prevention and surveillance, following direns from national level
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APPENDIX 5.8: ESSENTIAL STOCK ITEMS FOR RESPONDING TO OUTBREAKS

Essential Stock items for Responding to Outbreaks

Drugs Disinfectants, Supplie Vaccines Equipment
Insecticides and
Rodenticides
. o Auto-disable Meningitis
Benzyl penicillin| Disinfectants _ _ Body bags
syringes vaccines AC
. Meningitis
_ _ _ Auto-disable .
Ciprofloxacin 2% Chlorine . vaccines Buckets
syringes
ACW135
Meningitis
Diazepam Bleach Bed nets vaccines Camping kits
Conjugated
Personal
, Calcium Protective _
Doxycycline _ . Cholera vaccines Candles
hypochlorite Equipment (see¢
Annex 4D)
laboratory
Drugs for ] )
. Cresol supplies (see Tetanus anatoxin Computer
supportive care
Annex 4C)
_ Sodium _ )
Erythromycin ) Mosquito nets Yellow fever Containers
hypochlorite
Nasogastric
Nalidixic acid Pesticides tubes 2.7 mm Other vaccines Cook-ware
OD, 38 cm
. Nasogastric
Oily , .
_ Cypermethrin | tubes 5.3 mm Diesel
chloramphenicol
OD, 50 cm
Oral rehydration _
Malathion Needles Front lamp
salts
. Intravenous
Paracetamol Permethrin o GPS
giving sets
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different sizes)

Penicillin V Rodenticides | Teaspoons Kerosene lamyg

Rehydration _ Sprayers (pump Laboratory: seg¢
_ Brodifacom

fluids: and fogger) annex 5a

Ribavirin Bromadione Lamps

Ringer lactate Maps

Streptomycin Paraffine

Tetracyclin Phones

Trimetroprim-
sulfamethoxazol

e

Plastic sheets

Power generatol

Radio

Sprayers
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SECTION 6: FEED-BACK MECHANISMS

This chapter outlines the steps to:

* Report on epidemic response

* Develop summary findings and recommendations basedported
surveillance data

» Develop and disseminate an epidemiologic or puida@lth periodic bulletin

FEEDBACK PROVISION

The feedback to health facilities which reportedvsillance data constitutes a good
mechanism to improve understanding of the impogaoicsurveillance and maintain high
quality data for public health actions. It aimsoa#t creating awareness on certain diseases
and disseminating results obtained from surveibapcograms. Very often, Community
health workers, and Health facilities report suftaace data to higher levels of authority. The
feedback should also follow the same route. Wheportang facilities do not receive feedback
from the high level authority it may diminish th@portance of the data collected by these
entities. In addition lack of feedback results ientivation of staff involved in the
surveillance system. Consequently, this will negayi impact on future reporting as well as
on the quality of the data.

Anyone at the health facility level or national ééwho receives a report should provide
feedback to the sender. At the national level Efie Division at RBC/RBC/IHDPC will
analyze the reports received and provides feedtmattie district hospitals. Likewise, District
Hospitals will analyze data from the health centemsl provide the required feedback for

health centers in their catchment area.

The aim of providing feedbacks to health facilitieso strengthen the efforts taken by health
workers to participate in the surveillance syst@ime feedback can issue in form of writing
through a weekly, monthly bulletin or orally, foxaample during a monthly staff meeting or

by phone.
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In this chapter, the example of district hospitall vee used to illustrate the feedback
procedures. These procedures can also be applibe &ealth facilities and at the national

level.

PREPARE FEEDBACK ON ROUTINE SURVEILLANCE DATA (WEEKLY REPORT )

District hospitals should analyze weekly reportbriited by health centers and generate
feedback for the health centers in their catchnageh. The reports can be summarized into
charts and/or tables disaggregated by age, headility and time. The feedback should
contain short narratives and recommendations toeaddbserved issues. Additionally, best
practices upon established surveillance standandsilé be highlighted in the feedback
report. (Refer to Feedback generic template). Distnospitals should provide weekly
feedback to the health as soon as report is retedther through telephone or email.
Monthly more elaborated feedback should be dradtetishared with the health centers.

The same process applies to the national leveldryy RBC/RBC/IHDPC and RBC/NRL
DIVISION towards district hospital.

PREPARE EPIDEMIC RESPONSE REPORT

After implementing measures to respond to an oaigrthe district hospital must prepare a
report for the health facilities and central le(@BC/RBC/IHDPC) (see Appendix 28). This

template can be used as feedback for the heakttslévat were the first to report the case.

SUMMARY REPORT

The summary report presents data and their inteiwa in form of a table or graph. For

example:

. During a staff meeting or a supervision visit, saenmary report is used to present the
data of a specific period of time to health workéirss in form of simple table and/or
chart that can guide the discussion and help doawlasions.

. On a separate sheet, complete a trend analysis\@ikance data comparing the data
over times. The difference between data submitted this period and those
communicated in other periods or targeted popuilasbould be analyzed. For
example, the number of cases of non bloody diarreparted in the previous year in

the same period. Compare these figures with thogering the corresponding period
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during this year, for example after the implemeotabf the water tank projects in a

high risk area.

CREATE AND DISSEMINATE EPIDEMIOLOGIC AND/OR PUBLIC HEALTH BULLETIN .

The RBC/RBC/IHDPC publishes epidemiological wedklfletin. These bulletins’ audience
includes the health professionals at national, ridistievels and the general public
(administrators, leaders, community health worletcs). They should generally be brief (2 to
8 pages) and use a simple language that can bestmatd by non medical people.

The bulletins should at least contain:

. A summarizing table showing the number of cases deaths reported in a given

period or each priority disease important

. Report timeliness and completeness by health figsijidistricts
. Outbreak investigation report (if any)
. Comments and recommendations on a disease orispssifes

The surveillance bulletin should be availed andresthdgo all health facilities involved in
disease surveillance. Supervision visits are chantwe share these bulletins with health

workers.

PUBLIC AWARENESS BROCHURES OR FLYERS

These brochures are brief summaries on 1 or 2 pggepared by health workers for the
benefit of the wider public. They deal generallyhwa single subject or contain no more than
one message. For example, the district wishesadweige to the community information on a
Shigellosis outbreak. The sheet will present inyldmvanda, the mode of transmission, a
table indicating the number of cases and deatlesstéps to be followed for hands washing
and food hygiene. These publications can be predeoh a notice board or distributed

among community associations that plan health dotuceampaign
APPENDICES FOR SECTION 6

Appendix 6.1: National Epidemiological Bulletin Model

Appendix 6.2 Reporting format of an epidemiological survey
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APPENDIX 6.1 :NATIONAL EPIDEMIOLOGICAL BULLETIN MODEL

W e

kKly
EnidemiclagicallBullaiin

Week n° 32 from 08 to 14 August 2011

Editorial Note

The aim of compiling this weekly bulletin is to
present the epidemiological status of potentialdepiic
diseases at the national level. Thus, this bulletimtains
registered weekly cases of diseases and deaths.

It also provides information on current epidemicgasures
undertaken to confront them by concerned autharitie
namely the Ministry of Health, Provinces as wellaiker
partners.

Epidemics
During this ended week, we didn't register any epict
because no abnormal increase of cases has beervelse

Weekly notification of cases is done by ordinanyl raddressed to the
Unity in Charge of Epidemiology and Prevention aédases (Intended to
the epidemiology desk), telephone number 578&x2numbel578473.0r
finally using the mobile telephone number 078832190

This week’s completion rate has been 97.5%, thiat &y 39 health districts out of
40

Mugonero Health district has not submitted its repo
During this week, Health districts have reporte8 #lbody diarrhea cases and
3.016 cases of non bloody diarrhea

Malaria

In the same week, the health districts have regot2436 cases of suspected
malaria including 6 death cases reported by Byuni@®g Munini (1) and
Rwamagana (3). Then 10,513 of confirmed malarigesagere reported with 6
notified deaths by Byumba (1), Kibungo (3) and Kiey1).

Overall, the districts have reported 22,949 ca$esataria including 12 deaths.
Other diseases in the bulletin have reported 0 chsholera, 0 case of meningitis,
1 case of Acute Flaccid Paralysis (AFP) reportethieyhealth district odRuhengeri
and 0 cases of measles.
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Cases/deaths

O R, N WM U O N ©

Weekly Evolution of miningitis at the national level since t

he first week up to the 32nd 2010

Epidemiological week
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District/Disease]l] DS| DNS PFA Total Vaccinated Typhus Plague Susp ected|Confirmed
measles measles malaria M alaria

Gakoma 9 69 o o o (0] o (0] (0] (0] (0] o 324 295
Kabutare 21 93 o o o (0] o (0] (0] (0] (0] o 598 744
Nyanza 16 74 o o o (0] o (0] (0] (0] (0] o 317 251
Kibilizi 12 51 o o o (0] o (0] (0] (0] (0] o 313 483
Byumba 74 288 (0] (0] (0] (0] (0] (0] (0] (0] (0] (0] 983 306
Ngarama 9 a7 (0] (0] (0] (0] (0] (0] (0] (0] (0] (0] 592 164
Kibogora 10 92 (0] (0] (0] (0] (0] (0] (0] (0] (0] (0] 245 142
Bushenge 9 71 (0] (0] (0] (0] (0] (0] (0] (0] (0] (0] 579 481
Gihundwe 2 31 o o o (0] o (0] (0] [®) O o 151 60
Mibilizi 9 91 o o o (0] o (0] (0] (0] (0] o 389 167
Kaduha 1 46 o o o (0] o (0] (0] (0] (0] o 57 75
Munini 3 56 o o o (0] o (0] (0] (0] (0] o 40 76
Kigeme 5 91 (0] (0] (0] (0] (0] (0] (0] (0] (0] (0] 79 188
Gisenyi 24 144 (0] (0] (0] (0] (0] (0] (0] (0] (0] (0] 329 217
Muhororo 4 35 (0] (0] (0] (0] (0] (0] (0] (0] (0] (0] 272 113
S hyira 3 a7 (0] (0] (0] (0] (0] (0] (0] (0] (0] (0] 62 63
Kabaya 1 21 o o o (0] o (0] (0] (0] O o 28 1
Gitwe 3 42 o o o (0] o (0] (0] (0] (0] o 258 184
Remeraruko 3 54 o o o (0] o (0] (0] (0] (0] o 199 285
Kabgayi 16 98 o o o (0] o (0] (0] (0] (0] o 1299 889
Kibungo 5 96 o o o (0] o (0] (0] (0] (0] o 446 597
Rwamagana 60 49 (0] (0] (0] (0] (0] (0] (0] (0] (0] (0] 182 354
Rwinkwawvu 1 19 (0] (0] (0] (0] (0] (0] (0] (0] (0] (0] 81 141
Kirehe 12 110 (0] (0] (0] (0] (0] (0] (0] (0] (0] (0] 405 80
Mugonero

Murunda 3 45 o o o (0] o (0] (0] (0] (0] o 89 11
Kibuye 16 163 o o o (0] (0] (0] (0] (0] (0] o 201 122
Kirinda 7 19 o o o (0] o (0] (0] (0] (0] (0] 169 76
Muhima 48 156 o o o (0] o (0] (0] (0] (0] o 842 445
Kabuga 3 42 (0] (0] (0] (0] (0] (0] (0] (0] (0] (0] 240 351
Bugesera 9 71 (0] (0] (0] (0] (0] (0] (0] (0] (0] (0] 579 481
Ruli 15 60 (0] (0] (0] (0] (0] (0] (0] (0] (0] (0] 221 423
Rutongo 9 69 (0] (0] (0] (0] (0] (0] (0] (0] (0] (0] 151 449
Gatonde 7 74 o o o (0] o (0] (0] (0] (0] o 161 124
Gitare 9 195 o o o (0] o (0] (0] (0] (0] o 428 460
Ne mba 8 64 o o o (0] o (0] (0] (0] (0] o 156 206
Ruhengeri 5 124 o o 1 (0] o (0] (0] (0] (0] o 274 249
Kiziguro (0] 16 (0] (0] (0] (0] (0] (0] (0] (0] (0] (0] 284 179
Nyagatare 22 65 (0] (0] (0] (0] (0] (0] (0] (0] (0] (0] 211 388
Gahini 5 38 (0] (0] (0] (0] (0] (0] (0] (0] (0] (0] 202 193
total 8] 3016 o o 1 (0] o (0] (0] (0] (0] o 12436 10513
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APPENDIX 6.2: REPORTING FORMAT OF AN EPIDEMIOLOGICAL SURVEY

Title/Description (include disease/candiinvestigated)

Period Place (Villages, Neightmyds, District, Province)

Executive summary

Introduction:
* Background
» Reasons for investigation (public health significanthreshold met, etc.)

* Investigation and outbreak preparedness

Methods:
» Dates of investigation
» Site(s) of investigation (health care facilitieglages, other)
* Case finding (indicate what was done regarding daskng, e.g., register
review, contact investigation, alerting other heeddtcilities, other)
» Laboratory specimens collection
» Description of response and intervention (includted)

* Data management

Results:
» Date and location of first known (index) case
» Date and health facility where first case was d®ethe health care system
» Results of additional case finding
» Laboratory analysis and results

» With text, describe key features of results of tiplace, and person analysis
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» For detailed results by time (epi curve), placegnand person characteristics
(tables) and line lists
* Results of response and evidence of impact
Self-evaluation of the timeliness and quality of peparedness, outbreak detection,

investigation, and response

Epidemic Preparedness

Indicator Yes No

Were adequate drugs and medical supplies availblbee onset of

the outbreak

Were treatment protocols available to health waRer

Does the district epidemic management committealagly meet as

part of epidemic preparedness?

Outbreak Detection

Indicator Date 1 | Date 2 | Intervalle

Interval between onset of index case (or occurresfcan
unusual cluster at the community level) [date 1htoval of
first outbreak case at the health facility [date(Rarget: <3
days)

Interval between initial outbreak case seen at tikalth
facility (or date of outbreak threshold crossingtla health
facility) [date 1] and reporting to the districtdldh team [date
2]

(Target: within 24 hours)

Cumulative interval between onset of index case | (or
occurrence of an unusual cluster at the communritiyealth
facility) [date 1] to notification to the district [date 2]
(Target: <7 days)

Outbreak investigation

Indicator Yes No

Were case forms and line lists completed?

Were laboratory specimens taken (if required)?
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Indicator

Date 1

Date 2

Intervalle

Interval between notification of district [date &hd district
field investigation conducted [date 2]

(Target: within 48 hours)

Interval between sending specimens to the labordtiate
1] and receipt of results by the district [date 2]
(Target: 3-7 days, depending on type of test)

Outbreak response:

Indicator

Date 1

Date 2

Intervalle

Interval between notification of outbreak to distiidate 1]
and concrete

response by the district [date 2]

(Target: within 48 hours of notification)

Evaluation and Feedback:

Indicator

Date 1

Date 2

Intervalle

Interval between end of the outbreak [date 1]
finalization of outbreak report with case formsdlilist sent

to national level [date 2] (Target: 2 weeks)

and

Indicator

Yes

No

Did committee meet

investigation results?

the outbreak management

to we

vie

Was feedback given to health facilities and comrty@ni

Evaluation of other aspects of the response:
Interpretations, discussion, and conclusions

Recommended public health actions:

Comment on following levels: community, health fagj district, partners, provincial, and

national

163




District Epidemic Committee Chairperson:

Name

District Medical Officer:

Name

Date reported completed:

Signature

Signature
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SECTION 7: MONITOR, EVALUATE AND IMPROVE SURVEILLAN CE AND
RESPONSE

This section describes how to:

. Identify targets and indicators

. Monitor the quality of surveillance activities &t
district level

. Supervise surveillance and response activities

. Evaluate the surveillance and response systen

. Take action to improve surveillance and respgnse
system

MONITOR, EVALUATE AND IMPROVE SURVEILLANCE AND RESPONSE

Monitoring of surveillance and response systemarseo the routine and continuous tracking
of planned surveillance activities (for examplepass are received on time). Evaluation
periodically (for example annually) assesses wheseveillance and response objectives
have been achieved. Both monitoring and evaluaienused to improve surveillance and
response.
Section 3 of these guidelines describes how eachttmdhe health staff responsible for
surveillance at the health facility and at theritisievel review and analyze the data reported
during the month. Each month they make conclusamasit:

» The timeliness and completeness of reporting fraaohdevel, and

* The quality of routine prevention and control ati®s are taking place so that

when problems are detected, districts respond aggiropriate action.

The same information can also be used to routimelgitor and annually evaluate:
* The timeliness in reporting immediately-notifialoliseases, conditions or events
* Outbreak investigations and responses and

* Reporting of summary data on a routine basis.

When problems are detected in the surveillanceragpgonse system, action can be taken to

strengthen the system. By making corrections eg &ne identified, it is more likely that the
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end of the year results will show the desired owies. For example, use the monthly
monitoring data to do an evaluation at the endhef year. Questions to help evaluate
include:

» Are surveillance objectives for existing activitiesing met?

* Was surveillance data used for taking public headtion?

» Did surveillance, laboratory and response actwitltave an impact on the

outcome of health events in the district?

The information in this section will describe howrbutinely monitor and annually evaluate
the performance of the surveillance system andifgpeatisease or public health events

control and prevention programs.

I DENTIFY TARGETS AND INDICATORS

Using indicators is a method for measuring the rext@f achievement for a particular

program or activity. The achievement is comparedverall recommended standard quality
practices. It can also measure progress towardeimgmting an overall program target. For
example, a district may have as its goal the aem@mnt of 100% completeness of reporting
by a certain period. An indicator can be develojgecheasure the proportion or percentage of
facilities that are reporting. This proportion leeh compared with the desired goal or target,

and can be used to evaluate progress and, thert#ferquality of the service or activity.

Use indicators in accordance with national goalsl &m specific plans for improving
integrated surveillance and response activities dstrict. Select the indicators that are most
relevant to the district’'s plan for improving suillance this year and that will provide
information that the district can use.

Selected indicators are likely to be the following:

. Indicators for measuring quality of surveillance general. For example, to
evaluate timeliness and completeness of reporiseigct as an indicator the
percentage of health facilities that reported ratnformation on time.

. Indicators for measuring quality of surveillance &pecific diseases or public
health events (for example, to monitor responsesuoveillance data about
meningitis, select as an indicator the percentafjehealth facilities where
meningitis outbreaks were detected -- that isréte was more than 15 suspected
cases per 100 000 population -- and which wer@r&bry confirmed.)
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Additional indicators may be necessary to measheeimpact of public health

interventions

Suggested indicators (core indicators for the idiskevel, province and for the national level)

as well as a chart for monitoring core indicatdrsha health facility are in Annexes of this

section.

TABLE 6: INDICATORS FOR MONITORING PERFORMANCE OF CORE FUNCTIONS OF INTEGRATED

DISEASE SURVEILLANCE AND RESPONSE

5€-

er

is

ct

at

al

Proportion of health facilities submitting weeklgr (monthly) surveillance reports (
L time to the district

Proportion of districts submitting weekly (or molythsurveillance reports on time to t
> next higher level

Proportion of cases of diseases targeted for editimin, eradication and any other
3. | diseases selected for case-based surveillancevénatreported to the district using ca

based or line-listing forms

Proportion of suspected outbreaks of epidemic-piseases notified to the next high
4 level within 2 days of surpassing the epidemicshodd

Proportion of districts in which a current trendabysis (line graph or histogram)
> available for selected priority diseases
6. | Proportion of reports of investigated outbrethied include analyzed case-based data
7. | Proportion of investigated outbreaks with laory results

Proportion of confirmed outbreaks with a nationalgcommended public healgh
5 response
9. | Case fatality rate for each epidemic prone dis@aported
10. | Attack rate for each outbreak of a priorityedise

The number of epidemic detected at the nationadl lehat were missed by the distr
- level during the last year
12. | Proportion of districts that report laboratdata for diseases under surveillance

Proportion of district laboratories that receivat least one supervisory visit th
13 included written feedback from the provincial otioaal level during the last year
14 Proportion of provinces reporting monthly analyzddboratory data to the nation

reference laboratory
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TABLE 7: INDICATORS FOR MONITORING PERFORMANCE OF CORE FUNCTIONS FORHR (2005)
IMPLEMENTATION

Proportion of Hospitals with Infection Preventiomda Control (IPC) requirements

established

2. | Proportion of districts with Public health risksd resources mapped

3. | Proportion of districts reporting informationng event-based surveillance

Proportion of districts provided by national auilies with laws or instruments

sufficient for implementation of obligations undeiR

Proportion of districts with mechanism for the alioation of relevant sectors in the

implementation of IHR established

SELECT DATA FOR MEASURING THE INDICATORS

After you have selected relevant indicators, speiti€ numerator and the denominator. For
example, a district objective is for all healthiféies to keep trend lines for selected priority

diseases. The numerator and denominator are deiséllows:

Indicator: The proportion of health facilities in the distrithat
keep trend lines for priority diseases.

Numerator: The number of health facilities that keep treined for
priority diseases.

Denominator. The number of health facilities in the district.

ENSURE SOURCES OF DATA ARE AVAILABLE

Each level should make sure that the level it supes has the following sources of data

available.

Health . . _
__ District Provincial National

Facility

Monitoring chart for tracking indicators

_ X X X X

(Sample charts are in Annex 8A.)

Outpatient register X

Inpatient register

Health facility reporting forms X

Case-based and/or line listing reporting forms X X | X X
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Outbreak investigation report X X X X

Log of suspected outbreaks and rumours X X X X
Supervisory reports from district and/or

_ X X X X
province
laboratory reports received X X X X

MONITOR THE QUALITY OF THE SURVEILLANCE ACTIVITIES AT DISTRICT LEV ~ EL

An important indicator of a quality reporting systes the timeliness and completeness at
each level. When reports are sent and receivedra the possibility of detecting a problem
and conducting a prompt and effective responseréatgr. Completeness of reporting
describes whether all the reporting units have ntepgoas expected. If reports are late, or are
not submitted, the aggregated information for tieridt (or other administrative area) will
not be accurate. Outbreaks can go undetected, thied @pportunities to respond to public

health problems will be missed.

NOTIFICATION OF IMMEDIATELY REPORTABLE DISEASES OR EVENTS

Monitor how well the system is able to detect immegly notifiable diseases or events.
Monitor the interval between the onset of the fiisown case and when first case was seen
in the health facility. If this interval is too Ignit will seriously affect the outcome of
individual patients and will alter the spread of thutbreak.

Other intervals to monitor for detection of immddig reportable diseases include
monitoring reporting from the community to the hbdhcility (within 48 hours of onset of
illness), from the health facility to the distri¢within 24 hours) and from the time the

threshold is reached to a concrete response (wihimours).

MONITOR THE TIMELINESS AND COMPLETENESS OF MONTHLY REPORTING

Routinely monitor the receipt of reports to evadudihe timeliness of reporting and the
completeness of the information. Use a monitorow such as a record of reports received to
monitor timeliness and completeness of reportingyaur district. A sample form for
recording timeliness of reporting is in Annex 8Gle end of this section.

If you routinely record and review the dates onahlihieports are received, the effectiveness
of the system can be assessed easily each mortig doe analysis of routine and case-based

data. For example, use the record of reports reddmw.
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* Measure how many reporting units submitted redorta given month

* ldentify which reporting units have reported

» Measure how many reports were timely, i.e., suleditiefore the last day
of the following month (for example, March data eped by the next
level by 30 April).

| DENTIFY PROBLEMS AND TAKE ACTION

If the monitoring information shows that a healdtifity or other reporting unit has not
provided a report, or if the report is not on tinsentact the surveillance focal point at the
facility. Work with the designated staff to idegtdvhat has caused the problem and develop
solutions together (for example, find out if a able supply of forms or other reporting
method such as text messaging or radiophone isabigi. Additionally, ask if a new staff
person has started at the facility and has yetet®ive orientation on the procedure for
reporting. Or, find out if health staff receiveseddack about reports they have made and

have resources to take action as a result of fhenmation.

Make plans with the reporting unit to find solutsofor improving the situation. Explain that
when information is complete, the district can stssiealth staff more efficiently with
planning responses and carrying them out. For ebanifdack of supplies is a problem, the

district can use the reporting information to acecwith higher levels in the system.

REPORT TIMELINESS AND COMPLETENESS TO OTHER LEVELS

Then routine reports of the number of cases aretsetie provincial, regional or national
level, also send the necessary data for timelinagscompleteness. This will help the other
levels understand the situation more clearly araduate the quality of the data that is being
sent. For example, if the report to the centraklestates that two cases of measles were
detected during the month, it should also inclugfermation about the number of health
facilities that reported. It will make a different@ the other levels when they evaluate the

information if the 2 cases occurred with only 20&her than 100% of the units reporting.

SUPERVISE SURVEILLANCE AND RESPONSE ACTIVITIES

Supervision is a process of helping to improve wpekformance. Supervision is not an
inspection. Rather, good supervision aims to sugfaod quality services rather than finding

things that are wrong.
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In a good system, supervisors and health profeakiork together to review progress,

identify problems, decide what has caused the prolaind develop feasible solutions.

PREPARE JOB DESCRIPTIONS FOR SURVEILLANCE STAFF

Job descriptions are the basis for conducting sigien and assessing performance. Review
the job descriptions of health staff who have @ nialthe surveillance and response system.
Make sure that the job description states:

» The surveillance tasks to perform

* To whom the staff person reports

PREPARE A SUPERVISION PLAN

Include surveillance and response targets in tlegativplan for supervision in your district.
For example:

» Decide how often to monitor health staff perform@anEor example, a
district may decide to conduct a supervisory \asiteast 2 times a year for
each health facility. In some countries, dependiog resources,
supervisory visits take place more often (montfdy.example).

» Ask health facility supervisors to make a schediléhe supervision they
will conduct over the next year in their own fads and to any
community sites that report to the facility.

* Make sure that transport is available for supeovisind for surveillance
activities that require transportation. For exammleordinate travel or
logistics for surveillance supervisory visits withsits made by other
programs or activities.

* Include other reporting sites in supervision of triis surveillance
activities such as clinics, medical centres androamity reporting sites in

the overall plan. Include private health centdrigasible.

USE A SUPERVISORY CHECKLIST

Each health facility has unique problems and gresithat require specific problem solving
and corrections. To maintain the positive motivatd the health facility staff for making the
improvements, consider developing a graduated disetd guide the supervisory visit. The
items listed in a graduated checklist (such asotie in Annex 8H) are selected based on

what has been achieved so far at the health fachor example, when the facility has
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achieved one objective (using standard case defisitconsistently, for example), work with
health facility staff to include the next indicator item for monitoring performance (using
thresholds for action, for example). Revise theesupory checklist accordingly. Use it
during future visits to help health staff monitdreir activities and progress towards an

improved system.

During the visit, use a checklist to monitor howliweealth staffs are carrying out the
recommended surveillance functions. For exampldistict surveillance officer visiting a

health facility for a supervisory visit should Jgrthe following:

Identify and Check in the clinic register to see if the

Register cases diagnoses correspond to the recommended casetidefini
Check the register to see if all the columns inrtggstry are filled out
correctly.

Confirm cases Compare the laboratory records for priority dissawith the number
of cases seen in the clinic for the same periotnoé. For example,
compare the number of positive malaria slides wilk reported

number of hospitalized malaria cases.

Reporting Ask to see copies of the most recent reportstlier most recent

reporting period,

Compare the number of cases of priority diseasat were reported

with the number recorded in the register.

Check the date on which the case report was saihsigthe date

recommended for sending the report.

Check the reports to make sure they are complet@ecurate.
Review and Verify that trend lines are prepared and keptasdate for
Analyse data priority diseases. Ask to see the “Health Facifyalysis Book,” if

these are in use in your district. Look to seehi trend lines for

selected diseases are up to date.

172



Preparedness

Look at the stocks of emergency drugs, suppliespanidctive clothing

to be sure there is an adequate supply.

Note: A sample supervisory checklist is in Annex 8Hha énd of this section. The questions

to be answered during the supervisory visit camdegpted or modified to meet the specific

concerns and

facility.

extent of progress towards an inegyurveillance system within the health

CONDUCT SUPERVISORY VISITS

Begin regularly scheduled supervision in the disto ensure that:

Appropriate supplies (e.g. forms, job aids) andunel standard case
definitions/ guidelines are available.

Health staffs know how to identify and use standzasgle definitions to
record suspected cases of priority diseases sd@rimealth facility.
Priority diseases are recorded in the case regsiarrding to the case
definition.

Some data is analyzed in the health facility tontdg thresholds to take
action both for routinely reported priority diseas@lisease of public
health importance) and case-based diseases (epiqeome diseases,
and diseases targeted for eradication or eliminatio

Reported cases of diseases for which a single sase suspected
outbreak are investigated promptly.

Response takes place when outbreaks are confimnedhen problems
are identified in routine reporting.

Response actions are monitored and action is takehe health facility

to improve surveillance actions and readiness tithreak response.

Make sure during the visit to:

1. Provide feedback to health staff. Let the heal#ffstknow what is working

well and what is not working. Also give feedback lwow the data reported
previously was used to detect outbreaks and takenato reduce illness,
mortality and disability in the district. If imprewments are needed, discuss

solutions with the staff.
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2. Provide on-the-job training as needed if a probiendentified. For example,
during a review of the analysis workbook, the super noted that case
fatality rates were not calculated correctly. Thpesvisor met with the health
staff who do the calculation and reviewed the stigpcalculating the rate
with the staff.

3. Follow up on any request for assistance such aseffieergency response
equipment or supplies.

4. If a solution to a pre-existing problem was idaatfin a previous visit, check
to see how well the solution has been implemeried! out if problems are

still occurring and modify the solution if necessar

WRITE A REPORT OF THE SUPERVISORY VISIT

Put in the report achievements that were recognizethg the visit. Also state the actions
that were planned with the health staff and anyests for additional resources, funds or

special problems.
USE SUPERVISORY VISITS TO IMPROVE SURVEILLANCE ACTIVITIE

Visits of surveillance supervisors and regionalpoovincial disease control programs are
good opportunities to discuss and improve diseasé@ in your district. For example, if a

national malaria control person visits the distryctu might discuss why the inpatient malaria
deaths have not been declining. You can ask abaditi@nal ideas or resources that the

malaria control program can provide.

EVALUATE PERFORMANCE OF SURVEILLANCE AND RESPONSE SYSTEM

The purpose of the evaluation is to assess thete#@ess of the surveillance and response
system in terms of timeliness quality of data, prepness, case management, overall
performance and using the indicators to identifgysgar areas that could be strengthened.
Depending on the development status of surveillance district, select indicators for
evaluation that will provide information that redatto the district’s priorities and objectives

for the year.
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COMPILE AND ORGANIZE MONITORING DATA AND OTHER RESULTS

The district health office should summarize the surveillance data receiveah fall health
facilities in the catchment area, and submit theamiéed report to the province or national
level as appropriate. The submission of the reploould not be delayed until reports from
all health facilities are received. Submit all ses received on time. Late reports may be
submitted when they arrive. Follow up with hedl#icilities who did not report or who

consistently provide late reports.

Help the health facility to solve any problems tipaevent them from submitting their
summary reports on time. Provide feedback to hdattilities about the indicator results on
a regular basis. Feedback is a positive tool fotivating health staff to provide information

on time and contribute to the national system.

The provincial health department should compile the surveillance data received famn
districts in the province and submit the reporthite national level. Submission of the report
should not be delayed until the last report isexiid. The province should compile and
submit the available reports on time. The late@repmay be sent separately when they are

received.

The national level should compile the surveillance data received fedhthe provinces (or
regions). The national level should look for epnies that were not identified by the
districts. Follow up with areas where reportingtioues to be unreliable or does not happen
at all. Support the provinces in providing assis&ato the districts when they evaluate the
measurements and take action to improve the tuatiProvide feedback to each of the

levels about the national, provincial, district drehlth facility levels.

Use a monitoring chart such as the one on the pagé to monitor performance of the
indicators at your level.  Share these resultsh wiite staff in your catchment level.
Acknowledge successes and help health staff to tenairthe positive progress. When
problems occur, talk together about what is causisegproblem and how it can be solved.
Seek assistance of the next level as needed famatg additional help or resources.
Gather data from several sources. For example:

* Review the objectives for the year listed in thstrait's annual plan for

improving surveillance and response.
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» Gather the monthly summaries of cases and degbbsted to the district,
spot maps, and other analysis results performetdoylistrict.

* Collect any results from special surveys or studined were done in the
district over the last year.

* Include case investigation forms and reports ofbmak response
activities that took place in the district.

* Gather summary information from the community amgb &rom health
staff.

ANALYZE RESULTS

As you evaluate the summary data for the year, stames to decide on are:

* Were the reports complete, on time and accurate?

* What were significant changes in disease or eventds during the year?
If an increase occurred, was the problem ident¥ied

» If additional cases are still occurring, why areyttoccurring? Where are
they occurring?

* Were appropriate and timely actions taken in respdn the surveillance
data?

* Were supervisory visits conducted as planned ahoWfaup tasks carried
out as planned?

* Did the community feel that response activitiesensuccessful?

 Were any actions taken to address health staffestguor suggestions
about services or surveillance?

* Were appropriate measures taken to prevent sigviamts?

IDENTIFY PROBLEMS AND THEIR CAUSES

If problems occurred, and the district did not meeexpected target, or reach a desired level
of performance with any indicator, find out whausead the difference between what was
planned and what actually occurred. If a problendéntified, talk with the district team and

health facility staff to find out the possible cas®f the problem.
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UPDATE PLANS FOR IMPROVEMENTS TO SURVEILLANCE AND RESPONSE

Include in the district plan successful activititésit should continue. Also include feasible
solutions selected as a result of analysis ofyibés’s annual evaluation.
Plan to implement the solution. For example:

1. State the new activity and its objectives.

2. Specify the personnel who will carry out the adtivi

3. Estimate the cost of the activity (if any).

4. Develop a timetable for the activity. Define thejgence of activities in

logical order.
5. Specify the logistics for the new activity (equipmhe personnel,

transportation, resource allocation).

PROVIDE FEEDBACK TO HEALTH FACILITIES ABOUT THE EVALUATIO N
Provide a report and give feedback to health tasliand others in the district about the
results of the evaluation activity. Mention in fleedback report:

» What the objectives were for the year.

* What was actually achieve

* What were likely reasons for any differences betweehat was

planned and what was achieved.
* Recommended solutions and prioritized activities fmproving

surveillance and response in the district.

APPENDICES FOR SECTION 7

Appendix 7.1 IDSR core indicators for the health facility léve

Appendix 7.2 Chart for monitoring performance of IDSR indicat@t health facility
level

Appendix 7.3 IDSR core indicators for the district level

Appendix 7.4 IHR core indicators for monitoring the implemerda at district level

Appendix 7.5 IDSR core indicators for the national level

Appendix 7.6 Sample form for recording timeliness and complessnof monthly

reporting from the health facility to the distrlevel

177



Appendix 7.7 Checklist for supervising surveillance and respgoastivities at the
health facility
Appendix 7.8 Monitoring chart for use of indicators at districtgional or provincial

level
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APPENDIX 7.1: CORE INDICATORS FOR THE HEALTH FACILITY LEVEL

Indicator Purpose Numerator Denominator Source of information Target
1. Proportion of completd Measures the Number of complete Number of| Monitoring chart for| 80%
surveillance reportspractice of health surveillance reportsexpected timely submission of
submitted on time to thefacilities in | submitted on time to surveillance reportsreporf
district submitting timely| the district from the health
surveillance reports facility
to the next level
2. Proportion of priority Measures the Number of priority| Number of priority| The activity checklist 80%
diseases for which g@practice and diseases for which adiseases for the “in charge” af
current line graphis avail | capacity to analyzecurrent line graph is the health facility and
laboratory? surveillance data | available. the IDSR summary
reporting forms from
the health facility
3. Proportion of cases ofMeasures reportingNumber of diseasgsTotal number of Routine summary 80%
diseases targeted foof surveillance dataselected for case-cases of diseaseseports and case-based

®“Complete” in this indicator means that all possitells in the reporting forms are filled in.

% A chart for monitoring health facility performaniseon the next page.

" The national IDSR team should define the lististdses for which a line graph should be kepteah#ralth facility level. AFRO recommends that atiaimum, health facilities maintain current lineaghs for 1)
weekly trend analysis of cerebrospinal meninggasticularly in the meningitis belt countries, 2pmthly malaria inpatient cases and deaths in dahildmnder 5 years of age and 3) trends for malarcaildren under
5 years of age.

8 «Current” in this indicators means that the limagh display should reflect data within the pastémonths from the day of the assessment.
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elimination,  eradication with detailed| based  surveillanceselected for case-or line listing reports
and any other diseasenformation to use reported with case-based surveillancg
selected for case-basetbr further analysis| based forms or lingthat occurred in the
surveillance reported with list health facility
case-based forms or line
lists.
4.Proportion of suspectedvieasures early Number of suspectedTotal number of Health facility log of| 80%
outbreaks of epidemicdetection and outbreaks of suspected suspected outbreaks
prone disease notified {dimely reporting of| epidemic prone outbreaks of and rumors
the district level within 2 outbreaks diseases notified tpepidemic prone
days of surpassing the the district within 2| diseases in the
alert threshold days of surpassinghealth facility
the alert threshold
5.Case fatality rate fgrMeasures quality Number of deathsNumber of casesRoutine reports angdDepends
each epidemic  proneof case from each of thefrom the same outbreak investigationon
disease reported management epidemic-prone epidemic-prone reports disease

diseases

disease
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APPENDIX 7.2: CHART FOR MONITORING PERFORMANCE OF IDSR INDICATORS

Instructions

Use this chart to keep track of the health facgifyerformance with those indicators relevant taltiefacility performance for IDSR.
Each month, summarize and compile the healthitigsisummary data for priority diseases.

Report the summary data to the district level areti Record on this chart the indicator results.

Share this chart with the district supervisor dgrnis or her visit to the health facility, or bring

it to the quarterly district meeting.

Indicator

11%

Proportion  of completg
surveillance reports submitted

on time to the district

Proportion of priority diseases
for which a current line graph |s
available

Proportion of cases diseases
selected for case-based

surveillance, which wer

D

reported to the district usin

U Q

case-based or line listing form
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Proportion of suspecte

outbreaks of epidemic prone

diseases notified to the distri
level within 2 days of
surpassing the epidem
threshold

ic

Case fatality and attack rate f
each epidemic-prone disea

reported

Reply YES or NO to the following che

Were  surveillance  report

submitted on time?

Se

S

cklist items

Are the trend graphs up-t
date?

If YES, have you observed ar

changes in the trends?

vy

If YES, has the threshold beg¢

crossed?

If YES, have you taken actig

to alert the district?
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APPENDIX 7.3: CORE INDICATORS FOR THE DISTRICT LEVEL

Indicator Numerator Denominator Source of Target
information

1 Measures the Number of  health Number of health Monitoring chart for| 80%

Proportion of health timeliness ofl facilities that submitted facilities in the| timely submission of

facilities submitting| submission of surveillance reports ondistrict reporf

surveillance reports onsurveillance time to the district

time to the district reports

2 Measures reportingNumber of diseasegsTotal number of Routine summary 80%

1%
o

Proportion of cases ofof surveillance targeted for elimination, cases of diseaseseports and case-bas
diseases targeted fopdata with detailed eradication, and anyselected for case-or line listing reports
elimination, eradicationinformation to use diseases selected fpbased surveillancefor diseases targeted
and any diseases selectddr further analysig case-based surveillan¢éhat occurred in thefor elimination and

for case-based reported with case-district eradication and for any
surveillance reported based forms or line list diseases selected for
with case-based forms or case-based

line lists. surveillance

3 Measures use afNumber of suspectedNumber off Log of suspected80%
Proportion of suspecteddata and thresholdsoutbreaks of epidemig-suspected outbreaks and rumors
outbreaks of epidemig-for early detection prone diseases notifigcbutbreaks of District analysis book

prone diseases notified t@f outbreaks andto the province within 2 epidemic-prone or other routine

% A chart for monitoring district indicator performemis in Annex 5.
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Indicator Purpose Numerator Denominator Source of Target

information

the  provincial level timely reporting at days of surpassing theliseases in theanalysis tool
within 2 days or the local level epidemic threshold district
surpassing the epidemic
threshold
4 Measures the Number of selectedTotal number of Indicator monitoring 80%
Proportion of priority| practice and diseases (at leasselected diseaseshart
diseases for which f@capacity of theg malaria and with a line graph | District analysis book
current line grapl is | district healthl meningococcal (at least malaria
available* management teammeningitis in districts at and meningococcal

to analyze high risk for meningitis) meningitis if

surveillance data | for which a line graph is district is at high

available and current | risk for meningitis)

5 Measures the Number of health Total number of Supervisory report 80%
Proportion of health practice and facilities that  have health facilities in| Health facility data
facilities  that  have capacity of thg current trend analyseghe district analysis tools
current trend analysishealth facility team for selected priority
(line graphs) for selectedo analyze diseases
priority diseases surveillance data

1 The national IDSR team should define the listisédses for which a line graph should be kepteah#halth facility level. AFRO recommends that atinimum, health facilities maintain current lineaghs for 1)
weekly trend analysis of cerebrospinal meninggésticularly in the meningitis belt countries, 2pmthly malaria inpatient cases and deaths in amldmder 5 years of age and 3) trends for malacaildren under
5 years of age.

1 «Current” in this indicators means that the limajgh display should reflect data within the pastéhmonths from the day of the assessment
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Indicator

Numerator

Denominator

Source

information

of Target

6 Measures availableNumber of outbreak Total number of Investigation report | 80%
Proportion of reports of of additional| investigation reports outbreak Epidemic curve
investigated  outbreaksvariables for| that include case-basednvestigation Map
that include analyzedfurther analysis data reports conductedPerson analysis table
case-based data in the district Line lists or case-based
reporting forms

7 Measures capacityNumber of investigatedTotal number of Log of suspected80%
Proportion off of laboratory tg outbreaks with investigated outbreaks and rumours
investigated  outbreaksconfirm diagnosis laboratory results in aoutbreaks that laboratory reports
with laboratory results | and involvement given time period occurred in a given Outbreak investigation

of laboratory in time period reports

surveillance

activities
8 Measures capacityNumber of confirmed Number off Log of suspected80%
Proportion of confirmed of the district to| outbreaks with a confirmed outbreaks and rumors
outbreaks with arespond tg nationally outbreaks in the Outbreak investigation
nationally recommendedoutbreaks recommended responsedistrict reports
public health response Supervisory reports
9 Measures quality Number of deaths fromNumber of casesRoutine summary Will
Case fatality rates farof case » report vary;,

each of the outbreawkfrom the same
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Indicator

Purpose

Numerator

Denominator

Source of

information

Target

outbreaks of priority management diseases outbreak due| Qatbreak investigationdepends
diseases that disease report on
disease
10 Helps to identify] Number of new cases oNumber of| Demographic dataWill
Attack rate for eachthe population atan epidemic-prong population at risk about the district vary;
outbreak of a priority risk and efficacy of disease that occurredluring the| Outbreak investigationdepends
disease the intervention during an outbreak outbreak report with line lists or on
case-based forms disease
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APPENDIX 7.4:IHR CORE INDICATORS FOR THE DISTRICT LEVEL

IHR Indicator Purpose Numerator Denominator Source of information = Target
Measures the Number of Hospitals CO1. Total| Routine summary 80%
1.Proportion of Hospitalspractice and thethat reporteq number of| reports and supervisoty

with Infection Prevention Capacity of the having establishedHospitals in the reports
and Control (IPC) hospital to apply Infection Prevention District

requirements established infection  controll and Control (IPC

requirements requirements
established
Measures the Number of districtg C02. Total| Risk assessment an@0%
2. Proportion of districts practice and thethat reporteq number ofl mapping reports and

with Public health risks Capacity o the having conducteddistricts targeted supervisory reports

and resources mapped | district to conduct Public health risks for public health

mapping ofl and resourcesrisks and

available resourcesmapping resources

and health risks mapping
3. Proportion of districts Measures the Number of districtg CO3. Total| Routine summary 80%
reporting information practice and thereporting number of| reports and supervisory
using Event-basedcapacity of the information  using districts reports
surveillance district submitting| event-based

surveillance surveillance methods
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IHR Indicator Purpose Numerator Denominator Source of information = Target

reports using

event-based

surveillance

methods

Measures use afNumber of districty C04. Total| Routine summary 80%
4. Proportion of districts laws or| reporting having number of| reports and supervisoty
provided by national instruments to been provided with districts reports
authorities with laws oy facilitate the| laws or legal
legal instruments implementation of instruments
sufficient for| IHR obligations
implementation of

obligations under IHR

Measures the CO5. Number of CO5. Total| Meetings reports and80%
5. Proportion of districts practice and thedistricts which| number of| supervisory reports
with mechanism for thecapacity of the established districts
coordination of relevantdistrict to | mechanism for the
sectors in the coordinate IHR coordination of

implementation of IHR implementation relevant sectors in
established the implementation
of IHR
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Indicator

Purpose

APPENDIX 7.5: CORE INDICATORS FOR THE NATIONAL LEVEL

Numerator

Denominator

Source of information

1 Measures the Number of| Total number of Monitoring chart 80%
Proportion of| practice  of| provinces that provinces that Routine summary reports
monthly IDSR| timely submitted IDSR report to the
reports submitteg Submission | reports on time to national level
from the province Of the national level
to the national surveillance
level on time in data
the last 3 months
2 Measures | Number of health Number of districts | Summary reporting forms 80%
Proportion of| practice  off facilities submitting
health  facilities| timely reports on time to
submitting submission | the districts
surveillance of
reports on time tg surveillance
the district data  from
health
facilities to
district
3 Measures Number of diseasesNumber of diseasesRoutine summary reports an@0%
reporting of| targeted fon targeted fon
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Indicator Purpose Numerator Denominator Source of information
Proportion of{ surveillance | elimination, elimination, case-based or line listing reports
cases of diseaseslata with| eradication, and anyeradication and an

targeted fon detailed diseases selected foother diseas¢

elimination, information | case-based selected for case-

eradication andto wuse for| surveillance based surveillance

any diseasesfurther reported with case-

selected for case-analysis based forms or line

based surveillance list

reported with

case-based forms

or line lists.

4 Measures Number of| Total number of Log of suspected outbreaks an80%
Proportion of| early suspected outbreaksuspected outbreaksumors

suspected detection and of epidemic prone of epidemic prone Routine summary reports
outbreaks of timely diseases notified tpdiseases

epidemic  prone reporting of| the national leve

disease notified t
the national leve
within 2 days of
surpassing the

alert threshold

poutbreaks

U

within 2 days of
surpassing the ale
threshold

rt
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Indicator Purpose Numerator Denominator Source of information

5 Measures the Number of priority| Number of districts | Supervisory reports 80%
Proportion of| practice and diseases for which @ District analysis book

districts in which| capacity to| current line graph is

a current ling analyze available in the

graph? is | surveillance | districts.

availablé® for | data

selected  priority

diseases

6 Measures Number of outbreak Number of| Investigation reports 80%
Proportion of| available of| investigation reports outbreaks Routine summary reports

reports of| additional that include ep| investigatation

investigated variables for| curve, mapping| reports

outbreaks that further personal tables and

includes analyzedanalysis case-based forms or

case-based data | including line lists

possible risk
factors

involved

2 The national IDSR team should define the listisedses for which a line graph should be kepteah#alth facility level. AFRO recommends that atinimum, health
facilities maintain current line graphs for 1) whekkend analysis of cerebrospinal meningitis, igatarly in the meningitis belt countries, 2) molytinalaria inpatient cases
and deaths in children under 5 years of age amB)l analysis of malaria in children under 5 yedrage.

13«Current” in this indicators means that the limagh display should reflect data within the past¢hmonths from the day of the assessment.
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Indicator Purpose Numerator Denominator Source of information
7 Measures Number of| Number of| Outbreak investigation reports | 80%
Proportion of| capacity of} investigated investigated laboratory reports
investigated the outbreaks with outbreaks Routine summary reports
outbreaks with laboratory to| laboratory results Log of outbreaks and rumours
laboratory results | confirm  the

diagnosis

and

involvement

of

laboratory in

the

surveillance

activities
8 Measures | Number of| Number of| Log of suspected outbreaks an80%
Proportion of| capacity of| confirmed confirmed outbreaks rumors
confirmed the province outbreaks with a Outbreak investigation reports

outbreaks with &

nationally
recommended
public health
response

y to respond tg

outbreaks

) nationally
recommended
public health
response

Supervisory visit reports
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Indicator Purpose Numerator Denominator Source of information

9 Measures Number of deathsNumber of casesRoutine reports and outbreaPepends or
Case fatality ratequality — of| from each of thefrom the same investigation reports disease

for each epidemig¢case epidemic-prone epidemic-prone

prone diseasemanagement] diseases disease

reported

10 Helps to| Number of new Number of| Demographic data about th&Vill vary;
Attack rate for| identify the| cases of an population at risk district depends on
each outbreak of ppopulation at epidemic-prone during the outbreak| Outbreak investigation repordisease
priority disease | risk and| disease that with line lists or case-based forms

efficacy of| occurred during an
the outbreak

intervention

11 Checks the Number of|l Total number of District summary reporting forms Zero
The number of capacity of| epidemics detectedepidemics reportedDistrict analysis book

epidemics the entire| by the regional or by the districts Supervisory reports

detected at thehealth national level from Standard surveillance reports

national level and system tg analyzing  district

that were misseddetect specific data
by the district epidemics
level and  shows

that the
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Indicator

Purpose

national
level IS
checking
whether

districts are

Numerator

Denominator

Source of information

visit with written

help to solve

observing
trends
12 Measures if Number of districf Total number of National log book of reports
Proportion of| districts are| laboratoriesthat district laboratorys | received
districts that report collecting submitted monthly
laboratory data fof and reporting data to higher level
diseases  underaboratory
surveillance data to
higher level
13 Measures the Number of districf Total number of Reports of the District Laboratory
Proportion of| support laboratories that district laboratories| Focal Person -this may require
district supervision | received at least one field visits
laboratories  tha district supervision activity
received at leastlaboratories
one  supervisory feceive  to
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Indicator Purpose Numerator Denominator Source of information
feedback by problems

provincial/national

level

14 Measures Number ofl Total number of NPHL
Proportion of how  well | provincial provincial

provincial provincial laboratories laboratories

laboratories levels analysing and

reporting analyseg¢analyse reporting to NPHL

laboratory data to district monthly

the national laboratory

laboratory data
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APPENDIX 7.6: SAMPLE FORM FOR RECORDING TIMELINESS AND COMPLETENESS
Recording timeliness and completeness of monthppnteng from the health facility to the

district

Legend: T = arrived on time; L = arrived late; NR=report meceived

Country District Year

Name of health Facility Jan | Fe | Mar |Ap [ Ma |Jun | Jul | Aug | Sep | Oct | Nov| Dec
b r y

Total number of reports
expected (N)

Total reports sent on
time (T)

Total reports sent late

(L)

Total number of reports

not received (W)

Timeliness of the reports

=100 *T /N
Completeness of
reporting =100 * (N-W) /
N
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*The timeliness and completeness are expressedrasniages (%). When the surveillance
system is good, the rates for timeliness and caepéss should approach 100%. This table
allows for monitoring the progress of these twacatbrs in the district so that action can be
taken to improve timeliness for each health facihtthe district.
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APPENDIX 7.7: CHECKLIST FOR SUPERVISION
SUPERVISION GRID FOR DISTRICT HOSPITAL

A.GENERAL INFORMATION

Supervision date: ......[......[............

District Hospital name: ..............................District: ...............ccvieeenin.
NamMe Of SUPEIVISOI: ...t e e e e e neaaas

Name of SUPerviSed PEerSON: .......coii it e e

Date of last supervision: ...... [ooin... [oiiiiiiinnn.

How many persons trained on IDSR /e-IDSR? ..wwwueevven.
What are their current /functions: ...............ooviimmmeeeevveveenn

Comments:

B. IDENTIFY CASES

1. Availability of Standard Case Definition postérghe consultation room:
Yes: .........No: ...

Comments:

2. Consultation registers:

The diagnosis of priority diseases correspondsatodsird case definition?

Yes: ......No: .......

[Clinical history (symptoms/signs/ lab results) qmared to standard case definition to verify
presumptive diagnosis :( For 10 cases)]

Comments:
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3. Laboratory:
Verify the existence of the documents and théing:
- laboratory request: Yes: .........No: ..........

Comments:

- Laboratory result: Yes: ......... NoO: ..........

Comments:

C. RECORD AND REPORT SUSPECTED CASES OR CONDITIONSTO THE NEXT

LEVEL.

1. Reports: correctly and completely filled
- Immediate report: Yes: ......... No: ..........

Comments:

- Weekly report: Yes: ......... NO: ..........

Comments:

2. Verify the correlation between Cases reporteticmsultation register:

- Immediate report: Yes: ........... No: .........
Comments:

- Weekly report... Yes: ........... No: .........
Comments:

D. ANALYSE AND INTERPRET DATA
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1. Are the data on epidemic-prone disease displgpbdof cases and epidemic threshold):
Yes: .........No: ..........

Comment:

3. A current trend analysis (graphs) is availablesilected priority diseases:
Yes: .........No: ...

Comments:

3. Proportion of suspected outbreaks of epidennog@rdiseases notified to the DH level
within 2 days after reaching the epidemic

E. INVESTIGATE AND CONFIRM SUSPECTED CASES AND OUTBREAKS

1. In cases of priority disease detected sincda$iesupervisory visit, how many laboratory
results were obtained (if the disease requiresrébpy tests)? ...........

Comments:

................................................................................................................... 2.
Do you have sufficient laboratory materials for gées collection for epidemic prone
diseases?

Yes: ..... NO: ...........

Comments:

3. Existence of line listing report (Rapport linedi Yes: No: ...... Not applicable:
Comment:
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F. RESPOND

1. Do you have sufficient resources to the respomseconfirmed outbreak (eg vaccines and
vaccination materials, ORS, antibiotics, etc.)?
Yes: ..... NO: ...........

Comments:

2. Existence / availability of room(s) for isolatiof patients with contagious diseases:
Yes: .........No: ..........

Comments:

3. Existence of the Epidemic management Commitfes: ......... No: ..........

Comments:

4. Frequency of the meeting of the Epidemic manage¢mommittee: .............

Comments:

5. Epidemic management Committee meeting repoitadle:
Yes: .........No: ..........

Comments:

6. Existence of outbreaks management report:

Yes: ....No: ....... Not applicable: ..........
G. PROVIDE FEEDBACK

1. Is the report of the previous supervision avdda
Yes: ..........No: ......
Check the recommendations of previous supervisioth summarize what was not been

PP A e e e
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2. Number of supervisory visit with feedback: ...............

Comments:

H. EVALUATE AND IMPROVE THE SYSTEM

1. Existence of the action plan for IDSR activitiekeck also the status of implementation):
Yes: .........No: ..........

Comments:

2. Check the availability of the documents relatetDSR:
- Technical Guideline: Yes: ......... No: ..........

Comments:

- Training Manual: Yes: ......... NoO: ..........

Comments:

I © 11 4 1=] £

Comments:
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3. How often do you provide to your staff the imf@tion or training regarding the fight
against epidemics? (Check the training report) ............

Comments:

4. Supervision:

- Frequency of supervisory Visits in HC:

- Existence of supervision reports for each HC: Yes.....No: ..........

Verify the quality of report (Completely and cortigdilled).

. SUMMARY OF THE SUPERVISION

Strengths:

Weaknesses:

...... Recommendations:
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Supervised staff: Supervisor:

Name, Signature Name, Signature

Health Facility:

Date of Supervisory Visit: / /
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SUPERVISION GRID FOR HEALTH CENTERS
A.GENERAL INFORMATION

Supervision date: .........[ ... .........

Health Center: ........................District Hospital................ Drstt: ..o
NamMeE Of SUPEIVISOI: ...ttt e e e e e e e

Name of SUPErVISEd PEIrSON: .....cvvi ittt e e e eae e

Date of last supervision: ........... [oooe... [,

How many persons trained on IDSR /e-IDSR? .uu.nn.

What are their current [functions:

Comments:

B. IDENTIFY CASES.

1. Availability of Standard Case Definition postérdhe consultation room:
Yes: ......... No: ...

Comments:

2. Consultation registers:

The diagnosis of priority diseases correspondsaiodard case definition?

Yes: ......No: .......

[Clinical history (symptoms/signs/ lab results) qmared to standard case definition to verify
presumptive diagnosis :( For 10 cases)]

Comments:

3. Laboratory:
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Verify the existence of the documents and théing:

- Laboratory request: Yes: .........No: ..........
Comments:

- Laboratory result: Yes: ......... NoO: ..........
Comments:

C. RECORD AND REPORT SUSPECTED CASES OR CONDITIONSTO THE NEXT
LEVEL.

1. Reports: correctly and completely filled
- Immediate report: Yes: ......... No: ..........

Comments:

- Weekly report: Yes: ......... NO: ..........

Comments:

2. Verify the correlation between Cases reporteticmsultation register:

- Immediate report: Yes: ........... No: .........
Comments:

- Weekly report... Yes: ........... No: .........
Comments:

3. How often do you collect information from thenmmunity about the notification of cases
and deaths, probably due to priority disease?
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Daily: ....... weekly: ........... Monthly: .........

Comments:

D. ANALYSE AND INTERPRET DATA.

1. Are the data on epidemic-prone disease displgpedof cases and epidemic threshold):
Yes: .........No: ..........

Comments:

2. A current trend analysis (graphs) is availablegpidemic-prone diseases:
Yes: .........No:

Comments:

E. INVESTIGATE AND CONFIRM SUSPECTED CASES AND OUTBREAKS

1. In cases of priority disease detected sinceattesupervisory visit, how many laboratory
results were obtained (if the disease requiresrébpy tests)? ...........

Comments:

2. Do you have sufficient laboratory materials s@mmples collection for epidemic prone
diseases?
Yes: ..... No: ...........
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Comments:

3. Existence of line listing report (Rapport linegi
Yes: .........No: ...... Not applicable: .......

Comments:

F. RESPOND

1. Do you have sufficient resources to the respomseconfirmed outbreak (eg vaccines and
vaccination materials, ORS, antibiotics, etc.)?
Yes: ..... NO: ...........

Comments:

2. Existence / availability of room(s) for isolatiof patients with contagious diseases:
Yes: .........No: ..........

Comments:

3. Existence of the Epidemic management Commitfes: ......... No: ..........

Comments:

4. Frequency of the meeting of the Epidemic manage¢mommittee: .............

Comments:

5. Epidemic management Committee meeting repoitadla Yes: ......... NoO: ..........

Comments:
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G. PROVIDE FEEDBACK.

1. Is the report of the previous supervision avdda
Yes: ..........No: ......
Check the recommendations of previous supervisimh summarize what was not been

= 1] 0] 11T P

2. Number of supervisory visit with feedback: ...............

Comments:

H. EVALUATE AND IMPROVE THE SYSTEM

1. Existence of the action plan for IDSR activitiekeck also the status of implementation):
Yes: .........No: ..........

Comments:

2. Check the availability of the documents relatetDSR:
- Technical Guideline:
Yes: .........No: ..........

Comments:
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- Training Manual:
Yes: .........No: ..........

Comments:

I O ] 1 01=] £

Comments:

3. How often do you provide to your staff the imf@tion or training regarding the fight
against epidemics? (Check the training report) ............

Comments:

. SUMMARY OF THE SUPERVISION

Strengths:

Weaknesses:

Recommendations:
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Supervised staff: Supervisor: Respsible of
HC:

Name and signature Nanand signature Name and
signature
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APPENDIX 7.8: M ONITORING CHART FOR USE OF INDICATORS

District: Region/Province:

Year

Note: Please compute the actual percentage for eeeh

Indicator Indicator results as a percentage

Ja |Fe |M | Ap Ma |Ju 1l Au | Se | Oc |No | De | To
u
n. |[b. jar |r y |n g |p |t v |c |tal

Proportion of health

facilities submitting

—

surveillance reports of

time to the district

Proportion of
suspected outbreaks of
epidemic prone
diseases notified to the
next higher level
within 2 days of
surpassing the alert
threshold

Proportion of cases of
diseases targeted for
elimination,
eradication and any
other diseases selected
for case-based
surveillance which
were reported to the
district using case-
based or line-listing

forms
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Proportion of reports
of investigated
outbreaks that
included analyzed

case-based data.

Proportion of districts
that have current trend
analysis (line graphs)
for selected priority

diseases.

Proportion of health
facilities that have
current trend analysis
(line graphs) for
selected priority
diseases

Proportion of
outbreaks with

laboratory results

Proportion of
confirmed outbreaks
with recommended

response

Case fatality rate for
each epidemic-prone
disease (priority

disease) reported

Attack rate for each
epidemic-prone

disease reported

(for national level)
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The number of
epidemics detected af]
the national level and
that were missed by

the district level

Have you calculated
the indicators this

month?

If YES, have you used
the results to take
action correct any

problems?

214




SECTION 8: SUMMARY GUIDANCE AND INSTRUCTIONS FOR

SURVEILLANCE

This section provides diseases instructions an ho

Take measures to respond to any suspected or meafioutbreak

Identify the data to analyze and interpret forhepgority disease

Prepare to use the district analysis workbook

Define goals and objectives of surveillance aredrdsponse for each priority diseas

This section presents summarized tables of refeser@nd instructions for each priority

disease identified for the Rwanda’s Integrated &seSurveillance and Response program.

Priority disease or conditions for integrated diseae surveillance

Background

In this section, you will find general informatiatout:

" The disease or condition, the causative agent, rgpbg range affected and oth
epidemiologic information.

" Transmission routes such as person-to-person, tagbed contact with infectious bo
fluids or contaminated materials, vector-borne, sman.

" Why the disease is a priority disease for surveida For example, the diseass
responsible for a high number of deaths, disabdiyg illness, especially in Africa
countries.

" General and specific risk factors in Rwanda

" Any additional background information that mightwaethe district surveillance team

jer

Surveillance goal

This section states how the surveillance infornmatsoused for action.

Standard case definition
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Suspected cas A definition is provided for suspecting a caseoatbreak of this disease
conditions.

Probable case A definition is provided for a suspected cas¢hvapidemiological link to
confirm case or an outbreak.

Confirmed case A definition is provided for classifying a cases &onfirmed throug

laboratory diagnostic testing.

or

-

-

Respond to alert threshold

Some diseases or conditions have program speliisholds for alerting the health facility

district to a potential problem.

or

For epidemic-prone diseases, diseases targeteslifitination or eradication, or public health

events of international concern, a single casesaspected outbreak and requires immeq
reporting followed by patient treatment, collectioh specimens for case confirmation, 4
investigation of the case to determine the riskdi@cand potential interventions.
For other priority diseases of public health impode, an outbreak or event is suspected
there is any unusual cluster, pattern, or incréasbe number of cases when compared

previous time periods. This should prompt a respawgh as investigating what might h3
caused the unusual events. If laboratory confionats indicated, specimens should

collected for laboratory confirmation.

liate
hind

vhen
vith
hve
be

Respond to action threshold

For epidemic-prone diseases, diseases targeteslifitination or eradication, or public health

events of international concern, a confirmed casellsl trigger a response such as condug
an emergency immunization activity, enhancing aedessafe drinking water, commun

education campaigns, and improving case management.

ting
ty

For other priority diseases of public health impade, a confirmed outbreak should prompI an

appropriate response such as improving coveragspecified immunizations, strengthening

case management, providing information, educatimh @mmunication about preventing &

controlling the disease, and so on.

ind

Analyze and interpret data

This section contains generic information aboutrthieimum data elements to collect, anal
and interpret. The key points to consider for ipteting the data and specific elements

analysis are also stated (time, place, person).

yze
for
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laboratory confirmation

In this section guidelines on laboratory confirroatiare provided including: releth

diagnostic test, how to collect, store and transpbe specimens needed for laboratory

confirmation, and information on the results obdeatory work.

Reference

Appropriate references for further information ethfor each disease. Most are available from

the WHO, US Centers for Disease Control and Prewenand Rwanda MOH websites.
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BLOODY DIARRHOEA (SHIGELLA )

Background

Shigella dysenteriae type 1 (SD1) is the most comrmause of enteric infections and
transmitted from person-to-person through faecal-gpread.

Large scale outbreaks may be caused by Shigellentisae type 1 (SD1) with up to 30%
populations infected. The case fatality rate magraach 20% among young children g
elderly persons with severe dehydration.

The incubation period is from 1 to 4 days. Clinidkeless is characterized by acute fever
bloody diarrhoea, and can also present with systesyimptoms and signs as well

dehydration especially in young children.

Risk factor: overcrowded areas with unsafe water and pootaem (for example, refugg
and famine populations).

SD1 is frequently resistant to multiple antibiotiosluding trimethoprim-sulfamethoxazole.

Enterohaemorrhagic and enteroinvasive E. coli atfterobacteria or parasites such

Entamoeba histolytica may also cause bloody diaaho

of
\nd

and

as

as

Surveillance goal

- Detect and respond to dysentery outbreaks promptly.

- Improve percentage of laboratory-confirmed caseberaluate proportion verified
type 1 (SD1).

- Determine antibiotic sensitivity pattern of the atgeisolated (especially SD1) both

routine surveillance and during outbreaks.

for

Standard case definition

Suspected cas: A person with diarrhoea with visible blood in sko

Confirmed case Suspected case with stool culture positive fag&lta dysenteriae typel.

Respond to alert threshold
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BLOODY DIARRHOEA (SHIGELLA )

If you observe that the number of cases or deaths increasing over a period of time:

- Report the increase to the next level of the hesyistem (health centres to distiict

hospitals and district hospitals to RBC/RBC/IHDPIDE

- Treat the suspected cases with oral rehydration amibiotics based on recgnt

susceptibility results, if available.
- Obtain stool or rectal swab specimen for confirntimgy SD1 outbreak.

- Investigate the case to determine risk factorsrdmritng to transmission.

Respond to action threshold

If a suspected outbreak is confirmed:
- Search for additional cases in locality of confichuases.
- Strengthen case management and treatment.
- Mobilize community to enable rapid case detectiod @eatment.
- Identify high risk populations using person, plaaed time data.
- Reduce sporadic and outbreak-related cases by pirgrizand-washing with soap
ash and water after defecating and before hanétiod
- Strengthening access to safe water supply andgstoend use of latrines and s

disposal of human waste.

Analyze and interpret data

Time: Graph monthly trends in cases and deaths. Consaruepidemic curve for outbre
cases.

Place:Plot location of case households.

Person: Count cases and deaths each month. During an altlzeunt outbreak-related cages

by week. Routinely analyze age distribution. Assdask factors to improve control aj
prevention of sporadic diseases and outbreaks.

hd

laboratory confirmation

Diagnostic | Isolate Shigella dysenteriae type 1 (SD1) in celtiarconfirm shigella outbreak

test If SD1 is confirmed, perform antibiotic sensitiviigsts with appropriate drugs.

Specimen | Stool or rectal swab.
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BLOODY DIARRHOEA (SHIGELLA )

When to|For each new area affected by the outbreak, ard&dny confirmation should de
collect the|done.
specimen [ Collect sample when an outbreak is suspected.
Collect stool from 5-10 patients who have bloodgrdioea and Onset within Igst
4 days, and Before antibiotic treatment has started
Preferably, collect stool in a clean, dry contairi2o not contaminate with uring.
Sample stool with a swab, selecting portions of $pecimen with blood qr
mucus.
If stool cannot be collected, obtain a rectal swample with a clean, cotton
swab.
How to - Place stool swab or rectal swab in Cary-Blair tpamsmedium.
prepare, - Transport to laboratory refrigerated.
store, and|If Cary-Blair not available at laboratory, send gdento laboratory within 2 hours
transport |[in a clean, dry container with a tightly-fitting aSpecimens not preserved| in
the Cary-Blair will have significant reduction of shitee after 24 hours.
specimen | If storage is required, hold specimens at 4°C ©, &hd do not freeze
Results - Culture results are usually available 2 to 4 dafgseraeceipt by the
laboratory.
- SD1 isolates should be characterized by antibstgreptibility.
After confirmation of initial 5-10 cases in an orghk, sample only a small
number of cases until the outbreak ends, to monéssation of the outbreak, gnd
antibiotic sensitivity patterns, which will guided definitive treatment.
Reference
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BLOODY DIARRHOEA (SHIGELLA )

Guidelines for the control of epidemics due to 8haydysenteriae type 1. WHO/CDR/95.4
Safe Water Systems for the Developing World: A Havak for Implementing Househol

based Water Treatment and Safe Storage ProjecparDeent of Health & Human Servicgs.

Centers for Disease Control and Prevention. Atla2280
“ laboratory Methods for the Diagnosis of Epidentlgsentery and Cholera”. CDC/WH(
1999 CDC, Atlanta, GA, USA
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CHOLERA

Background

Acute illness with profuse watery diarrhoea caubgdVibrio cholerae sero-groups O1
0139.

The disease is transmitted mainly through the fa@@d route; that is through eating
drinking contaminated food or water.

Cholera causes over 100 000 deaths per year. Itpmoalice rapidly progressive epidemics
worldwide pandemics. In endemic areas, sporadiescfess than 5% of all non-outbre
related diarrhoea cases) and small outbreaks nay.oc

Incubation period is from a few hours to 5 daysially in the range of from 2 to 3 days.
There has been a resurgence of cholera in Afrimgesihe mid-1980s, where over 80% of
world’s cases occurred in 1999. The majority afesaoccurred from January through April.
Cholera may cause severe dehydration in only ahfews. In untreated patients with seV
dehydration, the case fatality rate (CFR) may ectce@%. If patients present at the hex
facility and correct treatment is received, the AERsually less than 1%. At least 90% of

cases are mild, and they remain undiagnosed.

Risk factors: eating or drinking contaminated foods such asooked seafood or shellfig
from estuarine waters, lack of continuous accessafe water and food supplies, attend
large gatherings of people including ceremonieth sag weddings or funerals, contact W
persons who died of cholera.
Other enteric diarrhoea may cause watery diarrhesgzecially in children less than 5 years

age.

or

or

or

the

ere
hlth
the

bh

ng
ith

ol

Surveillance goal

- Detect and respond promptly and appropriately teesaand outbreaks of watg
diarrhoea.

- To confirm an outbreak, collect and transport sgp®cimens transported in Cary-BlI
medium.

- Do immediate case-based reporting of cases andsdedien an outbreak is suspecte

air

d.

Standard case definition
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CHOLERA

Suspected cas In a patient age 5 years or more, severe deligdrar death from acufe

watery diarrhoea. If there is a cholera epidemisuspected case is any person age 5 yed

more with acute watery diarrhoea, with or withoamiting.

Confirmed case A suspected case in which Vibrio cholerae O1 &a8®has been isolated|i

the stool.

Ars or

Respond to alert threshold

If a single case is suspected:

Report case-based information immediately.

Manage and treat the case according to nationdetines.

Enhance strict hand-washing and isolation procedure

Conduct case-based investigation to identify sindéses not previously reported.
Obtain stool specimen from 5 patients within 5 dafyenset of acute watery diarrho
and before antibiotic treatment is started. Sdworktory guidelines for information ¢

how to prepare, store and transport the specimens.

Respond to action threshold

If a suspected case is confirmed:

Establish treatment centre in locality where casesir.

Treat cases onsite rather than asking patientsotdogstanding treatment cent
elsewhere.

Strengthen case management including treatment.

Mobilize community early to enable rapid case dedecand treatment.

Survey the available of clean drinking water.

es

Work with community leaders to limit the numberfoherals or other large gatherings

for ceremonies or other reasons, especially duaimgpidemic.
Reduce sporadic and outbreak-related cases thromgimuous access to safe wa
Promote safe preparation of food (especially sehftroits, and vegetables). Prom

safe disposal of human waste.

fer.

Dte

Analyze and interpret data
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CHOLERA

Time: Graph weekly cases and deaths and construct alersjgi curve during outbreak

Report case-based information immediately and sumrimdormation monthly for routin

surveillance.

Place: Plot the location of case households.
Person: Count weekly total cases and deaths for sporadiescand during outbreaks. Analy
distribution of cases by age and according to ssuof drinking water. Assess risk factors

improve control of sporadic cases and outbreaks.

S.

1%

€

to

laboratory confirmation

Diagnostic test

Isolate V. cholerae from stool culture and deteem®il serotyp
using polyvalent antisera for V. cholerae O1.

If desired, confirm identification with Inaba andj@va antisera.
If specimen is not serotypable, consider, V. clede0139 (se

note in Results column)

117

Specimen

Liquid stool or rectal swab

When to collect

the specimen

For each new area affected by the outbreak, a rdainy
confirmation should done.

Collect stool sample from the first suspected dlotase. If mor
than one suspected case, collect until specimen® Hweeen
collected from 5 to 10 cases. Collect stool frortiguas fitting the
case definition and Onset within last 5 days, aetbE antibioticg
treatment has started

Do not delay treatment of dehydrated patients.

Specimens may be collected after rehydration (ORIS therapy)
has begun.

If possible, specimens should be collected from B)-suspecte
cases every 1 — 2 weeks to monitor cessation ofothlibreak
changes in serotypes, and antibiotic sensitivityttgpas off

V.cholerae.

1%

[®X
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CHOLERA

How to prepare, - Place specimen (stool or rectal swab) in a cleaak Iproof
store, and container and transport to laboratory within 2 Isour

transport the - If more than 2- hour delay is expected, place stoaked swap
specimen into Cary-Blair transport medium.

- If Cary-Blair transport medium is not available asmgkcimen wil
not reach the laboratory within 2 hours: Store°& tb 8°C

- Do not allow specimen to dry. Add small amount @336 NaCl if
necessary

- To transport, transport in well marked, leak prooftainer

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

Results - Cholera tests may not be routinely performed inlaioratories.

laboratory.

year after preparation. It does not require refagen if kept sterile and i
properly sealed container. If colour changes (nradiurns yellow) o
shrinks (depressed meniscus), do not use the medium
-  The 0139 serotype has not been reported in Afnichanly in g
few places in southwest Asia.
- Serological determination of Ogawa or Inaba is nolmically

required. It is also not required if polyvalent iaata results an

clearly positive.

- Culture results usually take 2 to 4 days after speg arrives at the

Cary-Blair transport medium is stable and usualpd) for at least onge

=]

S

Reference

Management of the patient with cholera, World HealtOrganization, 1992.

WHO/CDD/SER/91.15 Rev1 (1992)
Epidemic diarrhoeal disease preparedness and sspdmaining and practice. Facilitator
participant manuals. World Health Organization, 199WHO/EMC/DIS/97.3 an
WHO/EMC/DIS/97.4

“ laboratory Methods for the Diagnosis of Epidendgsentery and Cholera.” CDC/WH(
1999 CDC, Atlanta, GA, USA
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HAEMORRHAGIC FEVER

Background

Acute haemorrhagic fever syndromes can be attiibeitio Ebola and Marburg viral diseases
(filoviridae); Lassa fever (arenaviridae), Rift &gt fever (RVF) and Crimean-Congo
haemorrhagic fever (CCHF) (bunyaviridae); denguenfiie haemorrhagic fever (DHF)) and
yellow fever (flaviviridae); and other viral, baded or rickettsial diseases with potential|to
produce epidemics.
All cases of acute viral haemorrhagic fever syndromiether single or in clusters, should be
immediately notified without waiting for the causagent to be identified.

Surveillance goal

- Early detection of acute viral haemorrhagic fewatdsome cases and outbreaks, rapid
investigation, and early laboratory verificatidntioe aetiology of all suspected cases.
- Investigation of all suspected cases with contacing.
- During epidemics, most infected patients do nowwshaemorrhagic symptoms and a
specific case definition according to the suspeotecbnfirmed disease should be used

(e.g. case definitions for Ebola-Marburg, CCHF, R\ &ssa, DHF, and yellow fever),

Standard case definition

Suspected cas. Acute onset of fever of less than 3 weeks donain a severely ill patient
AND any 2 of the following; haemorrhagic or purpurrash; epistaxis (nose bleed);
haematemesis (blood in vomit); haemoptysis (bloodsputum); blood in stool; other
haemorrhagic symptoms and no known predisposirtgraéor haemorrhagic manifestations.
Confirmed case A suspected case with laboratory confirmationepidemiologic link tg
confirmed cases or outbreak.

Note: During an outbreak, case definitions may be gedrto correspond to the local event

Respond to alert threshold
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HAEMORRHAGIC FEVER

If a single case is suspected:

Report case-based information immediately to the@miate levels.
Suspected cases should be isolated from othernpatend strict barrier nursir
techniques implemented. Standard precautions dhloel enhanced throughout t
health care setting.

Treat and manage the patient with supportive care.

Collect specimen safely to confirm the case.

Conduct case-contact follow-up and active casechdar additional cases.

Respond to action threshold

If a single case is confirmed:

Maintain strict VHF infection control practices*rtughout the outbreak.

Mobilize the community for early detection and carel conduct community educati
about how the disease is transmitted and how tdemmgnt infection control in th
home care setting and during funerals.

Conduct case-contact follow-up and active searétieadditional cases that may 1
come to the health care setting.

Request additional help from other levels as needed

Establish isolation ward to handle additional cabas may come to the health centre.

Analyze and interpret data

Persor: Implement immediate case-based reporting of casdsdeaths. Analyze age and
distribution. Assess risk factors and plan diseasdrol interventions accordingly.

Time: Graph cases and deaths daily/weekly. Construepatemic curve during the outbreak.
Place Map locations of cases’ households and work sites

laboratory confirmation

Diagnostic test - Presence of IgM antibodies against Ebola, Marb@GHF,

Lassa or West Nile Fever

or

19

on

ot

5eX

- Presence of Ebola in post-mortem skin necropsy
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HAEMORRHAGIC FEVER

Specimen

- For ELISA: Whole blood, serum or plasma
- For PCR: Whole blood or blood clot, serum/plasmassue
- For immunohisto-chemistry: Skin or tissue specimieos) fatal

cases.

When to collect the

specimen

- Collect specimen from the first suspected case.

- If more than one suspected case, collect untilispEts have

been collected from 5 to10 suspected cases.

How to prepare,
store, and transport

the specimen

Handle and transport specimens from suspected VHFatients with
extreme caution. Wear protective clothing and use dirier
precautions.
For ELISA or PCR:
- Refrigerate serum or clot
- Freeze (-20C or colder) tissue specimens for vgolaition
For Immunohistochemistry:
- Fix skin snip specimen in formalin. Specimen carstioeed up t¢
6 weeks. The specimen is not infectious onceirt fermalin.
- Store at room temperature. Formalin-fixed specimery be

transported at room temperature.

D

174

Results Diagnostic services for VHF are not routinely aahbie. Advance
arrangements are usually required for VHF diagonasgrvices. Conta
the appropriate National authority or WHO.

Reference
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HAEMORRHAGIC FEVER

Interim Infection Control Recommendations for Cafd”atients with Suspected or Confirm
Filovirus (Ebola, Marburg) Hemorrhagic Fever. BDPREWHO, Geneva March 2008.
Infection control for VHF in the African health easetting, WHO, 1998. WHO/EMC

WHO Recommended Surveillance Standards WHO/CDS/IS&R39.2

WHO recommended Guidelines for Epidemic Preparednesd Response: Ebg
Haemorrhagic Fever (EHF).WO/EMC/DIS/97.7.
Infection Control for Viral Hemorrhagic Fevers irhet African Health Care Settir
WHO/EMC/ESR/98.2
Viral Infections of Humans; Epidemiology and Comtr@989. Evans, A.S. (ed). Plend

Medical Book Company, New Yor

ed

19
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NFLUENZA -LIKE ILLNESS (ILI)

Background

Respiratory infections are a significant causenéédgtious disease morbidity and mortality
the world. The mortality rates are particularly thigmong infants, children and the elde

However, the burden of disease is not well charae@ in Africa.

n
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The most common pathogens causing respiratorytiofex are; Streptococcus pneumoniae,

Haemophilus influenzae type b (Hib), Staphylococauwseus and other bacterial spec
Respiratory Syncytial Virus (RSV), measles virusiman parainfluenza viruses type 1, 2,

3 (PIV-1, PIV-2 and PIV-3), influenza virus and iatla virus.

An improved understanding of the epidemiology aadssnality of respiratory infections
Africa is essential for optimizing public healtagegies for their prevention and control (e
vaccines and antivirals for prophylaxis and treattnmfection control).

The threat of respiratory infections due to novejamisms that have epidemic or pande
potential warrants special precautions and prepassd Respiratory disease events that
constitute a public health emergency of internaioconcern include; Severe Ac\
Respiratory Syndrome (SARS); human influenza calsed new subtype, including hum
episodes of avian influenza; pneumonic plague; @owkl agents that can cause large-s
SARI outbreaks with high morbidity and mortality.

Surveillance for respiratory infections is based the Influenza-like Illness (ILI) cas
definition.

Laboratory-based surveillance or investigationsagisihe ILI case definition is used to ident

the disease causing pathogen.
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Surveillance goals

- Early detection of unusual events that might iniGashift in the severity or pattern
disease associated with influenza, or emergenaenefv influenza strain.

- Establish and monitor baseline rates of severaregdspy disease, including monitorir]
the severity and impact of influenza,

- Describe and monitor vulnerable groups at highsktaf severe disease

- Detection of antigenic or genetic changes in catng viruses or the appearance

antiviral resistance.

of

g
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Standard case definition
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| NFLUENZA -LIKE ILLNESS (ILI)

Influenza-like Iliness: A person child or adult with: Sudden onset of feweB8 °C AND
Cough or sore throat in the absence of other disego

A confirmed case of influenzais a case that meets the clinical case definiaod is
laboratory confirmed ( laboratory results must bsifive for influenza virus).

Respond to an alert threshold

If there is an unusual event (a cluster of deaths, for example) eéspiratory infection, or

if a single case of pandemic-prone acute respiratprdisease is suspected:

Respond to a suspected case of an epidemic- or panuc-prone acute respiratory diseass

or to an usual event of severe acute respiratory factions:

Unusual cases of influenza-like iliness.

Health-care workers with only occupational expogisks develop ILI after providin
care to patients with ILI.

Two or more children and/or adults presenting wittespiratory infection or who dig
from a respiratory infection with onset of illndssa two-week period and in the saj
geographical area and/or are epidemiologicallydthk
Persons who have contact with birds/animals presghtiLlI;
Any rumor of clusters of acute respiratory infensoor of atypical respirator

infections

Report case-based information immediately to th@miate levels.

Practice infection control precautions for an acutespiratory disease with

epidemic/pandemic potential (e.g., Standard plust&xd plus Droplet Precaution
immediately and enhance Standard Precautions thoatighe health care setting.

Treat and manage the patient according to natgundelines.

Collect and transport laboratory specimens froseqgaatient and from symptomati

contacts and arrange for laboratory testing

Review clinical history and exposure history durifdpays before disease onset.
Identify and follow-up close contacts of case-patie

Conduct active searches for additional cases.

Conduct risk assessment to guide decision-making

Public health measures related to internationalddérorand travel should &

implemented under the framework of the internatitwealth regulations (2005)
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| NFLUENZA -LIKE ILLNESS (ILI)

Analyze and interpret data

Time: Graph cases and deaths weekly. Describe changée level of respiratoryactivit

y

compared to the previous week.Construct an epideornee throughout the year and desciibe

transmission patterns.

Person: Characterize the illness in terms of clinical préstion, the spectrum of disegse

including severity of illness, count and report esasand deaths, the proportion of cases

requiring hospitalization, clinical outcomes, cadatality ratio, attack rates by

age/occupation/blood relation, laboratory confidmeases. Describe the overall level
respiratory disease activity. Immediate case-baspdrting of cases and deaths. During
outbreak, Analyze age and sex distribution. Asgekdactors immediately

Place: Describe the degree of disruption of schoolsltheare infrastructure, workplace a

of
the

point of entry (PoE). Ascertain whether any evideegists that the virus may have increased

it ability to cause human disease or improved réngmissibility. Also use trends of f

remedies and painkillers sales

u

laboratory confirmation

Further technical information on the role of ladtory can be found in the WHO guideline

sentinel surveillance of influenza viruses

on

Reference
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| NFLUENZA -LIKE ILLNESS (ILI)

World Health Organization — Acute Respiratory Iri@aes

http://www.who.int/vaccine research/diseases/diitdex.html

World Health Organization — Influenza resources

http://www.who.int/csr/disease/influenzal/inforestes/en/index.html

World Health Organization — Influenza Fact Sheet
http://www.who.int/mediacentre/factsheets/2003/ig2h/

World Health Organization - Interim guidelines arfeiction prevention and control of
epidemic- and pandemic-prone acute respiratoryadesein health care, June 2007
http://www.who.int/csr/resources/publications/WH® (EPR_2007_6/en/index.html

World Health Organization - Guidelines for investign of human cases of avian influenza
(H5N1), January 2007.

http://www.who.int/csr/resources/publications/idhra/WHO CDS EPR GIP 2006 4/enfi

dex.html

World Health Organization - Collecting, preservengd shipping specimens for the diagnos
of avian influenza A (H5N1) virus infection. Guifter field operations, October 2006.
http://www.who.int/csr/resources/publications/sulltaace/WHO CDS_EPR_ARO 2006 1

n/index.h
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LEPROSY

Background

Leprosy is a chronic mycobacterial disease of ke, she peripheral nerves and upper airy

mucous membranes. The disease is transmitted maéirdygh airborne spread from na

secretions of patients infected by Hansen’s bacidind also through inoculation into brok

skin.
Leprosy is endemic in several tropical areas arahadvorld, including Africa.
Patients are classified into two groups, dependmg@resence of skin and nerve signs:
- Multibacillary patients (MB) with more than 5 skipatches and several nef
enlargements.
- Paucibacillary patients (PB) with one to five skpatches and a single ner

enlargement.

vay
sal

en

Ve

ve

Leprosy control has improved greatly through us&iO recommended multidrug therapy

(MDT). Multiple drug therapy combining two or threlugs (rifampicin, clofaximine an
dapsone) is very effective in curing leprosy. A¢ ttnd of 1999, leprosy point prevalencsg
African countries was 1.6 cases per 10 000 populatith about 70 000 registered cases.
Incubation period is 6 months to 20 years or mbriection is probably frequent but clinig
disease is rare, even among the closest contagiatieints. Multibacillary patients are m

contagious, but infectiousness is reduced rapidlys@on as multiple drug therapy beg

d
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Leprosy can be complicated by neuritis and lepn@sgctions, resulting in impairment and

disabilities of hands, feet, and eyes. Leprosy lhiasorically been associated with soc
isolation and psychosocial consequences. This Isstiggna still persists in some countries
Africa.
Some skin diseases such as tinea versicolor, nsjoasligo, Scleroderma, psoriasis, systel

lupus erythematosus and Von Recklinghausen diseagde mistaken for leprosy.
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Surveillance goal

- Observe national trends towards the leprosy elittundarget, defined as a reduction i

prevalence to less than 1 case per 10 000 popuailatio

- Monitor resistance of Hansen'’s bacillus to drugsdufer multi-drug therapy (MTD) on

an ongoing basis.
- As leprosy nears elimination, supplement routinevesilance with community-base

surveillance.

d
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LEPROSY

Standard case definition

Suspected caseé\ person showing one of three cardinal signsepfdsy: hypo-pigmented
reddish skin lesion, loss or decrease of sensatiorskin patch, enlargement or periphg
nerve.

Confirmed case A person showing at least two cardinal signs pfdey and who has n

completed a full course of treatment with multidtbgrapy (MDT).

Respond to alert threshold

If a single case is suspecteReport the suspected case to the appropriate ¢évbe health
system.

Investigate case for risk factors.
Begin appropriate case management:
- MB patients must be treated for 12 months withrae-drug regimen (12 MB blister packs
be taken in a period of 18 months).
- PB patients must be treated for 6 months wittwv@adrugs MDT regimen ( 6 PB blister pag

to be taken in a period of 9 months)

to

ks

Respond to action threshold

If a suspected case is confirmed:

- Examine patients for skin and nerve a sign at eactiact patient has with a health

worker to diagnose and care for leprosy reactiomkimpairments.

- Examine risk factors for treatment interruptionr(Example, inadequate supplies
MDT in the health centre, poor accessibility ofigats’ villages, and so on). Gi
sufficient blister packs for a full course of tne&nt to patients unable to attend a he
centre monthly.

- ldentify any fast increase or decrease of new cdsasg a period. Assess adequac)
surveillance in areas where under- or ever-repprignsuspected. Monitor distributig
of MDT drugs.

of
e
alth

of

Analyze and interpret data

Time: Graph cases by date diagnosed and treatment begun.
Place: Plot cases by location of households and disdassification (MB or PB)
Person: Count newly detected cases monthly by the typemfisy (MB or PB). Analyze ag

and disability distribution and treatment outcor(esses cured, defaulted, relapsed)

€

235



LEPROSY

laboratory confirmation

Routine laboratory confirmation for surveillanseniot required.

Reference

Enhanced global Strategy for Further Reducing theeBse Burden due to Leprosy (SEA-

GLP-2009.3)
WHO Recommended Surveillance Standards WHO/CDS/IS&#39.2

MALARIA

Background

Malaria is a highly prevalent tropical illness widwver following the bite of infected fema

le

Anopheles mosquitoes which transmit a parasitesntRda@ium falciparum, P. ovale, P. vivax,

or P. malariae. Serious malarial infections areallgulue to P. falciparum which may res
in severe anaemia and vital organ involvement.

Malaria is one of the leading causes of illness @ath in many African countries. There
900 000 deaths per year in Africa mainly in chitdtess than 5 years of age and preg
women.

Incubation period from the time of being bittendieset of symptoms is 7 to 30 days.

incubation period may be longer, especially with+B. falciparum species.

ult
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Transmission of malaria is highly seasonal in saneas in African countries but is perennial

in the rest of the region

Surveillance goal

Detect malaria epidemics promptly, especially ieagrwith seasonal epidemic transmiss

or with a large population at risk.

5ion

Standard case definition

Simple malaria: Any person with fever or history of fever within Z#burs; and with
laboratory confirmation of diagnosis by malariadaddilm or other diagnostic test for mala
parasites.
Severe malaria: Any patient hospitalized with P. falciparum asexymrasitaemia §
confirmed by laboratory tests with accompanyinghgitoms and signs of severe disg

(vital organ dysfunction) diagnosed through lalbama

-

a

ase

Respond to alert threshold
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LEPROSY

If there is an unusual increase in the number of ng malaria cases or deaths as
compared to the same period in previous non-epidemiears:
- Report suspected epidemic to the next level

- Treat with appropriate anti-malarial drugs accaogdifo national prograr

=)

recommendations
- Investigate the cause for the increase in new cases
- Make sure new cases in children age 2 months Bpy&ars are managed according to
IMCI guidelines.
- Conduct community education for prompt detectioncafes and access to hedlth

facilities.

Respond to action threshold

- If the number of new cases exceeds the upper dimiases seen in a previous npn-
epidemic period in previous years:
- Evaluate and improve, as needed, prevention stesteguch as use of ITNs and IRS
for all at risk of malaria.

Analyze and interpret data

Time: Graph the number of cases bymth/week. Construct an epidemic curve du
epidemics.

Place: Plot location of households for new cases andhdeat

Person: Count the number of new malaria cases and deathsohbyh and analyze age groyps

and time of onset.

laboratory confirmation

Diagnostic test - Microscopy: Presence of malarial parasites in blloas for
suspected cases
- Malaria Rapid diagnostic test: Positive or negatest

|®N

Specimen Blood: Usually finger-stick sample for all ages ather accepte

method for collecting blood from very young childre

When to collect For blood smear: prepare blood film for all suspdatases admittad
to inpatient facility, or according to national raah case

management guideline
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LEPROSY

How to prepare,

store, and transport

Blood smear:

- Collect blood directly onto correctly cleaned @
laboratoryeled microscope slides and prepare tarak thin
smears.

- Allow smears to dry thoroughly

- Stain using the appropriate stain and technique

- Store stained and thoroughly dried slides at roemperature

out of direct sunlight.
For rapid diagnostic test:
- Collect specimen and perform test according

manufacturers’ instructions

nd

14

to

Results

Thick and thin smear results can be available tmesday a
preparation.

- Microscopic examination of malarial slides may atsgeal

the presence of other blood-borne parasites.

- RDT result is obtained immediately.
Note:
In the inpatient setting, perform a hemoglobinraation laborator
test to confirm severe anaemia, in children 2 menth5 years i

age.

"2

=)

Reference

Malaria epidemics: Detection and control, foregagtnd prevention. Geneva. World Heg
Organization. WHO/MAL/98.1084
“Basic laboratory Methods in Medical Parasitolo§yHO, Geneva, 1991

lth
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MEASLES

Background

Measles is a febrile rash illness due to paramyxsviMorbillivirus) transmitteg

human-to-human via airborne droplet spread. Ihésfourth leading cause of death i

children less than 5 years of age in many Africanntries.
The incubation period is 7 to 18 days from exposormenset of fever.

Among children with vitamin A deficiency and malntion, measles may result

in

severe illness due to the virus itself and assedidtacterial infections, especially

pneumonia; only the minority of cases are severe.
Measles is among the most transmissible of humiaetions. Large outbreaks ocg
every few years in areas with low vaccine coveragel where there is &
accumulation of persons who have never been irdecte vaccinated. The tru
incidence of measles far exceeds reported cases.

Risk factors include low vaccine coverage (<85Q@&09 which allows accumulation
susceptible persons at high risk for measles. @aks can be explosive in areas
high population density.

Other viral illnesses such as rubella may causmuoiribute to similar outbreaks.

Surveillance goal

- Detect outbreaks of fever with rash illness prosptl

- In countries with a measles elimination target: imailate case-based report
of suspected cases and deaths of fever with rbmsd; confirm all suspects
measles cases with laboratory test (usually ségiuh.

- In countries with accelerated measles control piog: Summary reporting
cases and deaths for routine surveillance and eaitsr confirm the first fiv
cases of suspected measles in a health facilitymeek with laboratory tes

(usually serum IgM)

ur
AN

e
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Standard case definition
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MEASLES

=N

Suspected cas: Any person with fever and maculopapular (non-sdsir) generalize
rash and cough, coryza or conjunctivitis (red eygsany person in whom a clinician
suspects measles

Confirmed case A suspected case with laboratory confirmatioos(five IgM

antibody) or epidemiological link to confirmed case an outbreak

Respond to action threshold

If an outbreak is confirmed:
- Improve routine vaccine coverage through the ERY kead supplemental
vaccination activities in areas of low vaccine cage.

- Mobilize the community early to enable rapid castedtion and treatment.

Analyze and interpret data

Time: Graph weekly cases and deaths. Construct epidamie for outbreak cases.
Place: Plot location of case households.

Person: Count total cases and analyze by age group andimazation status.

laboratory confirmation

Diagnostic test | Presence of IgM antibodies to measles virus inmseru

Specimen - Serum

- Whole blood
When to collect - Collect specimens between th8 8ay of the rash and 28
the specimen day after onset of rash.

- Collect blood samples on 5 suspected measles odses
the number of cases exceeds the measles outbreskaold
(usually more than 5 cases in a district in a mpnth

In countries with an elimination target:
- Collect specimen from every suspected case of measl
- Collect serum for antibody testing at first oppaoity or first

visit to the health facility.
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MEASLES

How to - For children, collect 1 to 5 ml of venous blood eleging on
prepare, store, size of child. Collect into a test tube, capillaiybe or|
and transport microtainer.

the specimen - Separate blood cells from serum.

- Let clot retract for 30 to 60 minutes at room tenapgre.
Centrifuge at 2000 rpm for 10-20 minutes and pofir| o
serum into a clean glass tube.

If no centrifuge, put sample in refrigerator ovefti (4 to 6 hours
until clot retracts.

- Pour off serum the next morning.

—+

If no centrifuge and no refrigerator, let blood &itan angle for a
least 60 minutes (without shaking or being drivem ivehicle).
- Pour off serum into a clean tube.
- Store serum at 4°C.
- Transport serum samples using appropriate packatging

prevent breaking or leaks during transport.

Results The specimen should arrive at the laboratory wighdays of being
collected

Results are usually available after 7 days.

If as few as 2 out of 5 suspected measles caseslaveratory
confirmed, the outbreak is confirmed.

Avoid shaking of specimen before serum has bedaated.

To prevent bacterial overgrowth, ensure that therses poured

into a clean glass test tube. The test tube doesesal to be sterilg

1%

just clean.

<

Transport the serum in an EPI hand vaccine cawidPC to 8°C t¢

prevent bacterial overgrowth (up to 7 days). It nefrigerated

serum stored in a clean tube will be good for asi& days.

Reference
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MEASLES

Using surveillance data and outbreak investigatiolms strengthen measles
immunization programs, Geneva, World Health Orgation. WHO/EPI/GEN/96.0
WHO Guidelines for Epidemic Preparedness and Respto Measles Outbreaks
WHO/CDS/CSR/ISR/99.
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MENINGOCOCCAL MENINGITIS

Background

Neisseria meningitidisHaemophilus influenzagype b (Hib), andStreptococcus pneumoni
constitute the majority of all cases of bacterianingitis and 90% of bacterial meningitis
children.

Meningococcal meningitis is the main form of meiiiisgto cause epidemics and remain

major public health challenge in the African meriiisgoelt, an area that extends from Sen;{

to Ethiopia. In these countries, large outbrealksy mccur during the dry season (e}

November through May). Outside of the meningiti#t,b@maller outbreaks may occur ye
round.

Epidemics in the meningitis belt are traditionallgsociated withNeisseria meningitidg
serogroup A although in 2002 an epidemic due to $émogroup W135 occurred in Burki
and in 2006 Nm serogroup X was isolated in Niger.

Human-to-human disease transmission is via largeinaory droplets from the nose §
throats of infected people.

Incubation period is 2 to 10 days.
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Attack rates are highest among children aged lems 15 years. Case fatality rates are us:‘:ally

8-15% among treated patients, and >70% among uetteases. Many survivors suffer lo
term sequelae including mental retardation, hedasg and loss of limb use.

Oily chloramphenicol is the drug of choice durim@demics because a single dose of this I¢
acting formulation has been shown to be effecéin@imicrobial resistance to chlorampheni

has not yet been detected in Africa; however, t@&ste to sulphonamides is widespread.

g_

NQ-
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The current response to meningitis epidemics ctmsisreactive mass vaccination campaigns

with bivalent (A and C) and/or trivalent polysacata vaccine (A, C, and W135) as soor]

possible after an epidemic has been declared. &umliaride vaccines do not protect V

as

ery

young children and only provide protection for up three years resulting in repetitive

meningitis outbreaks.

A meningococcal A conjugate vaccine has been dpedlavhich is immunogenic in both

infants and adults and is expected to confer lengt protection. It is expected th

introduction of this conjugate vaccine into meniiggbelt countries is likely to dramatically

reduce the circulation of Nm A and eliminate Nm gdemics.

at
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MENINGOCOCCAL MENINGITIS

Surveillance goals

To promptly detect meningitis outbreaks and to monfaetiology of meningiti
outbreaks.

J7

To use the data to plan for treatment and vacacnatupplies and other prevention and

control measures.

To assess and monitor the spread and progress eptbemic and the effectivenesg of

control measures.
To monitor the situation including serogroup shifisoughout the year.

To perform periodic susceptibility testing for pafilin and chloramphenicol.

Standard case definition

Suspected casé&ny person with sudden onset of fever (>38.5%aleor 38.0°C axillary) an
one of the following signs: neck stiffness, altecedsciousness or other meningeal signs.
Confirmed case A suspected case confirmed by isolationNof meningitidisfrom CSF of
blood.

Respond to alert threshold

Alert threshold:

Respond to alert threshold:

For populations between 30 000 and 100 000 inhatisitan attack rate of 5 cases
100 000 inhabitants per week.
For populations less than 30 000 inhabitants, 2@ 1 week or an increase in

number compared to the same time in previous nalegpc years.

Inform next level of health system

Record cases on a line listing form
Investigate and laboratory confirm the cases
Treat all suspected cases with appropriate aniisicds recommended by Natiol
protocol.

Intensify surveillance for additional cases in #nea

Prepare to conduct a mass vaccination campaign

per

the

hal

Respond to action threshold
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MENINGOCOCCAL MENINGITIS

Epidemic threshold:

- For populations between 30 000 and 100,000: ackattgte of 15 cases per 100 (
inhabitants per week. When the risk of an epidemigigh (no epidemic during last
years, alert threshold reached in dry season)eapdathreshold is 10 cases per 100
inhabitants per week.

- For populations less than 30 000 inhabitants: Bxas 1 week or the doubling of t
number of cases over a 3-week period.

Respond to epidemic threshold:
- Immediately vaccinate the epidemic district as vasllany contiguous districts in al

phase.

00
3
DOO

- Mobilize community to permit early case detectiowl &reatment, and improve vaccine

coverage during mass vaccination campaigns foreakbcontrol.

- Continue data collection, transmission and analysis

- Maintain regular collection of 5-10 CSF specimeps week throughout the epiden

season in all affected districts to detect possblegroup shift.
- Treat all cases with appropriate antibiotics asmamended by National protocol.

C

Analyze and interpret data

Time: In meningitis belt countries during epidemic seasgraph weekly cases and dea
Otherwise, graph monthly trends in cases and de@thsstruct an epidemic curve for outbrg

cases.

ths.
bak

Place: In epidemics (not in endemic situations), plotaliian of case households and estimpate

distance to the nearest health facility.
Person: Count total sporadic and outbreak cases. Analgeedsstribution.

Target case fatality rate:<10%

laboratory confirmation

Diagnostic test - Microscopic examination of CSF for Gram nega
diplococci

- Culture and isolation dfl. meningitidisrom CSF

ive
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MENINGOCOCCAL MENINGITIS

Specimen

- Cerebral spinal fluid (CSF)
Note: CSF is the specimen of choice for culture amdroscopid
exam. If CSF not available, collect blood (10 mulési 1-5 ml for
children) for culture.

When to collect the

specimen

- Collect specimens from 5 to 10 cases once the alg
epidemic threshold (see “Meningitis” in Section)&@s beel
reached.

—J

How to prepare, store,
and transport the

specimen

- Prepare the patient and aseptically collect CS#-siwrile tes
tubes with tops.

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

- Incubate at body temperature (36C to 37C).

- Never refrigerate specimens that will be cultured.

- Keep CSF for microscopic exam and chemistry incthginal
syringe (replace cap).

- Refrigerate the capped syringe and send it tolaheratory ag

soon as possible.

o7

Results

Isolation of Neiseria meningitidis a fastidious organism,
expensive, and difficult. It requires excellentheijues for specime
collection and handling and expensive media anidexat

Initial specimens in an outbreak or for singly atmg isolates oiN.
meningitis should be serotyped and an antibiogram perfornog
ensure appropriate treatment.
Trans Isolate medium (TI) is stable. If properlgred at temperatul
(4°C) it can be kept for up to two years after pragon. In thg
refrigerator, the liquid phase turns gelatinous fgliquifies at roon;
temperature. Unused TI bottles should be keptltiglgaled. If thers
is any colour change (yellowing or clouding of tlgeiid medium) of

drying or shrinkage of the agar slant, the medibougd not be used

is
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Reference
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MENINGOCOCCAL MENINGITIS

Weekly Epidemiological Record N 38, September 2
(http://www.who.int/wer/pdf/2000/wer7538.9df

WHO Regional Office for Africa Standard Operatingo€&dures for Enhanced Meningitis

Surveillance in Africa, August 2009

Control of epidemic meningococcal disease. WHOctRa Guidelines, % Edition.
WHO/EMC/BAC/98.3.

“ laboratory Methods for the Diagnosis of MeningitCaused byNeisseria meningitidig
Streptococcus  pneumoniae  and Haemophilus influehzae WHO  documen
WHO/CDS/EDC/99.7 WHO, Geneva

000
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NEONATAL TETANUS

Background

A neuromuscular toxin-mediated illness caused yatmaerobic spore-forming soil bacteri
Clostridium tetani. The disease is transmitted wkpores enter open wounds (injectig
cutting the umbilical cord) or breaks in the skin.

While tetanus may occur in adults, infection priityaaffects newborns. Neonatal tetanus
decreased dramatically in countries with improveateamal tetanus immunization rates. A
result, tetanus is targeted for elimination in madfiycan countries.

Incubation period is 3 to 21 days, with an averafggpproximately 6 days.

Risk factors: Unclean cord care practices during delivery feomates. Lack of antibog

protection in incompletely immunized mothers.

ns,
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Surveillance goal

- Detect cases of neonatal tetanus immediately téroothe case and prevent additio
cases by immunizing at least pregnant women ina@and the confirmed case.
- ldentify high risk areas and target tetanus toxa@thpaigns to women of childbeari

age.

hal

Standard case definition

Suspected cas Any newborn with a normal ability to suck and cnyritg the first two day
of life, and who, between the 3rd and 28th daygef, @annot suck normally, and becomes
or has convulsions or both.

Confirmed case No laboratory confirmation recommended.

2

Stiff

Respond to alert threshold

If a single case is suspected:
- Report case-based information immediately to the lewel.
- Conduct an investigation to determine the risktfansmission
- Treat and manage the case according to nationammendations, usually wit
supportive care and, if feasible, in intensive cé&fe routine isolation precautions &

needed.

are

Respond to action threshold
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NEONATAL TETANUS

If a case is confirmed through investigation:

- Immunize the mother and other pregnant women irséimee locality as the case with at

least 2 doses of tetanus toxoid.
- Conduct a supplemental immunization activity forrmem of childbearing age in tk
locality.
- Improve routine vaccine coverage through EPI andemal immunization prograt
activities.
- Educate birth attendants and women of childbeasigg on the need for clean cg

cutting and care. Increase the number of traingt bitendants.

Analyze and interpret data

Time: Graph cases and deaths monthly. Target shouldcteéllimination target for eac

district.
Place: Plot location of case households and locationrti lattendants.

PersonCount monthly cases and deaths. Analyze each ¢ad Dby cord care practices.

laboratory confirmation

laboratory confirmation is not required.

Reference

Field manual for neonatal tetanus elimination. GaneWorld Health Organization.

WHO/V&B/99.14
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ONCHOCERCIASIS

Background

Filarial infection of the skin and eye caused byclcerca volvulus transmitteéd

by the bite of female Simulium black flies.

Nearly all of the world’s estimated 18 million icted persons (of whom maore
than 250 000 are blind) live within 26 African caes. Onchocerciasis is the

second leading infectious cause of blindness wadédwit causes debilitating skjn

problems, leading to significant decreases in prodily in areas where it is

endemic. Entire villages have relocated away frowm fiertile lands near rivefs

where black flies breed.

Incubation period is years to decades since regpaatection is necessary for

disease manifestations. Clinical illness is unuspathildren even in endemijc

areas.

Other filaria (for example, Loa loa and Mansonedial other chronic skin and elye

disease can produce similar clinical findings.

Surveillance goal

- Early detection with goal of reducing the recuref transmission of the
parasite in areas where it has been eradicatedegzoovered by t:]
Onchocerciasis Program).

- Conduct periodic surveillance in sentinel villagescreen using

diethylcarbamzaine (DEC); in case of a positivectiea to DEC, confirm

with a microscopic examination of a skin biopsynfreach suspected cage.

Standard case definition

Suspected cas In an endemic area, any person with fibrous nesluin
subcutaneous tissues

Confirmed case A suspected case that is laboratory confirmedgit®sence of

one or more of the following: microfilariae in skemips, adult worms in excis¢d

nodules, or typical ocular manifestations (such séislamp observations of

microfilariae in the cornea, the anterior chambethe vitreous body).

Respond to alert threshold
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ONCHOCERCIASIS

If a suspected case is detected:
- Report the case according to national guidelines
- Collect specimen for confirming the case
- Investigate the case to determine the cause afabe

- Treat the case according to national guidelines.

Respond to action threshold

If a case is confirmed:
- Conduct a migration investigation to identify thegms of infection and
initiate control activities.
- Carry out vector control activities according to ®@uidelines.
- Conduct periodic mass treatment with ivermectinareas with endemic
onchocerciasis during the last 10 years.
- Conduct active case finding via population-basesests and skin snips.

Analyze and interpret data

Time: Graph cases quarterly.
Place: Plot distribution of patients’ household and wddqes

Person: Count quarterly cases and analyze age distribution

laboratory confirmation

Diagnostic test | Microscopy.

laboratory criteria for confirmation: One or mowd the
following:

presence of microfilariae in skin snips taken fribv@ iliac crest
presence of adult worms in excised nodules

presence of typical ocular manifestations, suchslislamp
observations of microfilariae in the cornea, theesor chamber,,

or the vitreous body

Specimen Skin snips from:

- Nodule fluids
- lliac crests

- Scapula area

When to| Take snips and nodule fluids from suspected cakesrlafter

collect administration of Diethyl carbomazine
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ONCHOCERCIASIS

How to [ Put the sample in a general container. Add a fepsiof normal
prepare, store,|saline. Close it tightly before transporting itttee laboratory
and transport | Transported at ambient temperature.

the specimen

Results Result should be ready within 1 day.
Reference
WHO Recommended Surveillance Standards. Second ioredit

WHO/CDS/CSR/ISR/99.2
WHO Recommended Surveillance Standards WHO/CDS/IS&R9.2

PLAGUE

Background

Zoonotic systemic bacterial infection caused by s¥fea pestis (plague bacillus) usug

transmitted to humans by rodents and their fleas.

y

Main disease forms: bubonic, pneumonic, and septiag large-scale epidemics may occur in

urban or rural settings
Incubation period is 1 to 7 days
Case fatality rate (CFR) may exceed 50-60% in atdce bubonic plague and approac

100% in untreated pneumonic or septicaemic plague,is usually <1% with appropriate

treatment.
Risk factor: rural residence. Exposure to infeqtegulations of wild or domesticated rode

and their fleas.

Surveillance goal

hes

nts

Detect outbreaks of plague promptly. Verify aetgyloof all suspected non-outbreak-related

cases and the first 5 to 10 outbreak-related cases.

Standard case definition

Suspected cas Any person with sudden onset of fever, chillsadeche, severe malais
prostration and very painful swelling of lymph ned@®r cough with blood stained sputu
chest pain, and difficulty in breathing.

Confirmed case Suspected case confirmed by isolation of Yerspeatis from blood o

€,

m,

aspiration of buboes, or epidemiologic link to donkd cases or outbreak.
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ONCHOCERCIASIS

Respond to alert threshold

If a single case is suspected:
- Report case-based information to the next level.
- Collect specimen for confirming the case.
- Investigate the case.
- Treat the patient with streptomycin, gentamicincbioramphenicol, and administ
chemoprophylaxis of close contacts with tetracyclior seven days from time of |a

exposure.

Respond to action threshold

If the suspected case is confirmed:

er

St

- Isolate patients and contacts of pneumonic plagille precautions against airborpe

spread (wear masks, for example) until at leastr 28 hours of appropriate antibiotic

therapy.
- Mobilize community to enable rapid case detectiod &reatment, and to recogni
mass rodent die-off as a sign of possible impendpigemic.

- ldentify high risk population groups through persplace, and time analysis.

- Reduce sporadic and outbreak-related cases viauagrcontrol or rodent populations

(remove trash, food sources, and rat harbouragespeotect against fleas with insect

repellent on skin and clothing and environmentaé ftontrol (especially in homes a

seaports and airports).

Analyze and interpret data

Time: Graph monthly trends in cases and deaths. Congpicdemic curve for outbreak cases.

Place: Plot the location of case households.

Person: Immediate case-based reporting of cases and déatmeutine surveillance. Count

weekly cases and deaths for outbreaks. Analyzedaigbution and assess risk factors

improve control of sporadic disease and outbreaks.

laboratory confirmation

nd

to

Diagnostic test - Isolation of Yersinia pestis from bubo aspiratdrom culture of
blood, CSF or sputum.
- Identification of antibodies to the Y. pestis Fltigen from

serum.
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Specimen

- Aspirate of buboes, blood, CSF, sputum, tracheathes o
autopsy materials for culture

- Blood for serological tests

When to collect the

specimen

Collect specimen from the first suspected plagwse.c more than on
suspected case, collect until specimens have balécted on 5 to 1
suspected cases before the administration of atitbi With buboes,

o o Y o

small amount of sterile saline (1-2 ml) may be d¢igel into the bubo t
obtain an adequate specimen

If antibiotics have been started, plague can befirtoed by
seroconversion (4-fold or greater rise in titer) ttee F1 antigen b

<

passive haemaglutination using pared sera. Serwnldstbe drawn

within 5 days of onset then again after 2-3 weeks.

How to prepare,

store,
transport

specimen

and
the

Specimens should be collected using aseptic teahsigMaterials fo

=

culture should be sent to the laboratory in CagirBransport media @

=

frozen (preferably with dry ice (frozen CO2). Unpeeved specimens

should reach the laboratory the same day.

—

Liquid specimens (aspirates) should be absorbeld aisterile cottor
swab and placed into Cary-Blair transport mediueiriBerate.
If transport will require 24 or more hours and CBigir transport is ngt

available, freeze the specimen and transportzefovith cool packs.

Results

Cultures should only be sent to a laboratory witiown plague
diagnostic capabilities or to a WHO Collaboratogtorg Centre for
Plague.
Plague culture results will take a minimum of 3Btavorking days from
reception in the laboratory.

Antibiotic treatment should be initiated before tawd results ar

(1%}

obtained.
Plague patients seroconvert to the F1 Y. pestigemt7-10 days after

onset.

Reference
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Plague Manual: Epidemiology, Distribution, Surailte and Control/ Manuel de la Pegste:
Epidémiologie, Répartition, Surveillance et Lut¢HO/CDS/CSR/EDC/99.2
“ laboratory Manual of Plague Diagnostic tests.” @WHO publication, 2000, Atlanta, GA
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POLIOMYELITIS (ACUTE FLACCID PARALYSIS )

Background

Poliovirus (genus Enterovirus) serotypes 1, 2, &ude transmitted from person-to-person
faecal-oral spread.
Incubation period is 7 to 14 days for paralyticesasnd the range is approximately 3 tg

days. The virus may be shed for several years byuno-compromised persons.

Infection is usually asymptomatic, but may causdehrile syndrome with or withoyt

meningitis. In less than 5% of infections paralysisults, often of a single leg.

Polio infection occurs almost exclusively amonglartan. Infection may occur with any of
serotypes of Poliovirus. Immunity is serotype-speand lifelong.

Paralytic polio, though not fatal, has devastatogial and economic consequences an

affected individuals.

The Polio Eradication Program has nearly haltedoomnyg wild-type polio transmissign

worldwide through use of oral poliovirus (OPV) vaez Globally, poliovirus type 2 appears

via

35

ong

to

have been eliminated. Serotypes 1 and 3 poliowsrgsk circulate in several African countrigs,

and surveillance is not yet adequate to assurecatazh in many countries.

Areas with low vaccine coverage may allow ongoinlglitype transmission.

Other neurological illnesses may cause AFP, formgie, Guillain-Barré syndrome and

transverse myelitis.

Surveillance goal

- Immediate case-based reporting of all poliomyelbases. Weekly summary reportj
of cases for routine surveillance and outbreaks.
- Detect cases of acute flaccid paralysis (AFP) atdin laboratory confirmation of tk

ng

e

aetiology of all suspected AFP cases. Obtain twonore stool specimens within L4

days of the onset of paralysis for viral isolation.

- Surveillance for AFP is used to capture all trusesaof paralytic poliomyelitis. Target

for surveillance performance to provide certifioatiof polio eradications is 1 case

AFP per year per 100 000 population aged less1baears.

Standard case definition

of
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POLIOMYELITIS (ACUTE FLACCID PARALYSIS )

Suspected caseAny child under 15 years of age with acute flagoadalysis or any persdg
with paralytic illness at any age in whom the dian suspects poliomyelitis.

Confirmed case A suspected case with virus isolation in stool.

n

Respond to alert threshold

If a single case is suspected:
- Report the suspected case immediately accordinthdéonational polio eradicatig
program guidelines.

- Conduct a case-based investigation. Include a ration history for the patient.

n

- Collect two stool specimens. Collect the first ovieen the case is investigated. Collect

the second one from the same patient 24 to 48 haters See laboratory guidelines

information on how to prepare, store and transgh@tspecimen.

- Obtain virological data from reference laborattoyconfirm wild-type poliomyelitis of

VAPP.

for

Respond to action threshold

If a case is confirmed:
If wild polio virus is isolated from stool specimemefer to national polio eradication progr
guidelines for recommended response actions. Thenad level will decide which actions
take. They may include the following:

- Specify reasons for non-vaccination of each unveded case and address

identified deficiencies.

- Immediately conduct “mopping-up” vaccination cangmaiaround the vicinity of the

case.
- Conduct surveys to identify areas of low OPV cogerduring routine EPI activitie
and improve routine vaccine coverage of OPV andrdi®| antigens.

- Lead supplemental vaccination campaigns duringddatiimmunization Days (NIDg

or Sub-National Immunization Days (SNIDs). Focuspmamental vaccination

activities in areas of low vaccine coverage duiii®). Consider use of house-to-ho

vaccination teams in selected areas.

[0

the

w

se

Analyze and interpret data
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POLIOMYELITIS (ACUTE FLACCID PARALYSIS )

Time: Graph monthly cases (which should be zero to ¥ew cases per area per year)
weekly cases during an outbreak. Evaluate the perfesuspected cases reported within
hours and the percentage with adequate laborat@iyation.
Place: Plot location of case households. Investigate tieumstances of polioviry
transmission in each case thoroughly. Examine tbssipility of other potential areas
transmission.

Person: Count monthly routine and outbreak-related ca8eslyze age distribution. Asse

risk factors for low vaccine coverage.

or
48

S

of

SS

laboratory confirmation

Diagnostic test Isolation of polio virus from stool

Specimen Stool

confirm clinical diagnosis of polio (AFP).

Note: If no specimen is collected, re-evaluate grdtiafter 60 days to

When to collect - Collect a sample from every suspected AFP case.
the specimen - Collect the first specimen when the case is ingastd.

- Collect a second specimen on the same patient 2/8 thours

later.
How to prepare, - Place stool in clean, leak-proof container and fatowyel clearly.
store, and - Immediately place in refrigerator or cold box nesed for storing
transport the vaccines or other medicines.
specimen - Transport specimens so they will arrive at desigghapolio

laboratory within 72 hours of collection
When there is a delay, and specimen will not besparted within 72
hours, freeze specimen at °€0 or colder. Then transport froz

specimen with dry ice or cold packs also frozes2@1C or colder.

Results Confirmed results are usually available within 2ftera receipt of
specimen by the laboratory.

will plan appropriate response actions

Reference

If wild or vaccine derived polio virus is detectdte national program

T
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POLIOMYELITIS (ACUTE FLACCID PARALYSIS )

Field Guide for Supplementary Activities Aimed athAeving Polio Eradication. World Health
Organization.
WHO global action plan for laboratory containmehtwild polio viruses. WHO/V&B/99.32,
Geneva, 1999

Manual for the virological investigation of polioMO/ EPI/GEN/97.01, Geneva, 2004
Supplement to the Manual for the virological invgation of Polio- WHO/EPI 2007
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RABIES

Background

Rabies is a zoonotic disease (a disease thatnsmiitted to humans from animals) thaf is

caused by a virus. Rabies infects domestic and aviidhals, and is spread to people thro
close contact with infected saliva (via bites aasthes).

The rabies virus infects the central nervous systeausing disease in the brain a

eventually, death. Early symptoms in people incldeleer, headache, and general weaknes$s or

discomfort. As the disease progresses, symptonhsdiecinsomnia, anxiety, confusion, slight

or partial paralysis, excitation, hallucinationscrease in saliva, difficulty swallowing, and

fear of water.

In unvaccinated humans, rabies is almost alwaya fatpost-exposure prophylaxis is not

administered before the onset of severe symptobeath usually occurs within days of t
onset of neurological symptoms.

Dogs are the main carrier of rabies in Africa arelr@sponsible for most (approximately 97
of the human rabies deaths worldwide.

WHO estimates approximately 55,000 human deathsdwimte due to rabies each year;
Africa the annual death toll is 24,000.

People most at risk of rabies live in rural areas] children are at highest risk of dog rab
About 30% to 60% of the victims of dog bites (theary mode of virus transmission) 3
children less than 15 years of age. Children ofixty with animals and are less likely
report bites or scratches.

Control of rabies in dog populations and accesuitnan rabies post exposure prophylaxis
substantially reduce the burden of rabies in hupgpulations

Rapid and accurate laboratory diagnosis of rabiégimans and other animals is essentia
timely administration of post-exposure prophylaxi&/ithin a few hours, a diagnost
laboratory can determine whether or not an anisedbid and inform the responsible medi

personnel.

he
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Surveillance goal

Detect and respond promptly and appropriately ses@nd outbreaks of rabies.
Identify high-risk areas
Estimation of disease burden
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RABIES

Immediate reporting of cases and routine monthigireary reports

Standard case definition

Suspected:A person with one or more of the following: headacheck pain, nausea, fev
fear of water, anxiety, agitation, abnormal tinglisensations or pain at the wound site, W
contact with a rabid animal is suspected.

Confirmed: A suspected case that is laboratory confirmed

Recommended Public Health Action

For a single case:
- Post exposure prophylaxis to prevent rabies
- Isolate patient if rabies develops to prevent itiéecof others

- Immunize contacts if patient develops rabies

Vaccinate local dogs and cats to prevent outbreaks
General preventive measures:
- Promote public awareness of rabies
- Target immunization campaign for domestic or witdhaals in high-risk areas

- Maintain active surveillance of rabies in animals

Analyze and interpret data

Time: Plot cases monthly.

Place: Plot the location of case households and animabsxres.

Person: Analyze distribution of cases by age, exposingmahi and circumstances pf
infection. Assess risk factors to improve contriotases

laboratory confirmation

Diagnostic test - Detection of rabies viral antigens by direct flusoent antibody

(FA) in clinical specimens, preferably brain tisguellected pos
mortem)

- Detection by FA on skin or corneal smear (collectue
mortem)

- FA positive after inoculation or brain tissue, galor CSF in cel
culture, in mice or in suckling mice

- Detectable rabies-neutralizing antibody titre ire t8SF of ar
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unvaccinated person

- Identification of viral antigens by PCR on fixeddue collected
post modern or in a clinical specimen (brain tissuweskin,
cornea or saliva)

- Isolation of rabies virus from clinical specimensnda

=

confirmation of rabies viral antigens by direct diascent

antibody testing.

Specimen

- Brain tissue (collected post mortem)
- Skin biopsy (usually from the neck)
- corneal, Saliva, CSF, Head of suspected rabid @r(eogs)

When to collect

the specimen

When a person is bitten by a pet that appearsaidly a wild animal
the biggest concern is rabies. No test can determimether the rabigs
virus has been transmitted to the person immegiatiér the bite. So
the animal is evaluated to determine whether thesgoe requireg
treatment. A wild animal that has bitten a persokilled if possible, so
that its brain can be examined.
If a person who has been bitten by an animal besomereasingly
confused and agitated or paralyzed, the diagnegmsabably rabies. At
this point, tests can detect the rabies virus.
Post mortem: within 4-6hrs after death of patiesms, soon as the

suspected animal dies or is killed

How to prepare,

- Safety precautions in handling rabies virus shdwgdtaken td

store, and avoid infection.
transport the - Remove the head of the suspected animal, wrap deragletely
specimen such that no blood is oozing out. Where possibéguest g
veterinarian to assist in the collection and pnest@sn of the
specimen.
- Sample should be sent to Reference Laboratory dbid? virus.
Results The treatment should never await the results bbraory diagnosis. A

=>>>

laboratory diagnosis may be delayed for a variétgasons. Results cqn

be obtained from the reference laboratory withizdays.
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Reference

WHO Recommended Surveillance Standards WHO/CDS/IS&R9.2
laboratory techniques in rabies, Fourth Editiodj@/ edited by F.-X. Meslin and all
World Health Organization, Rabies Fact Sh

http://www.who.int/mediacentre/factsheets/fs099/en/

Council of State and Territorial EpidemiologistsS(TE). National Surveillance for Huma

Rabies. CSTE position statement 09-ID-70. Atlar@S8TE; June 2009. Available from:

http://www.cste.org.

Centers for Disease Control and Prevention (CDG)mbh Rabies Prevention — Unit
States, 2008: Recommendations of the Advisory Cdtaeion Immunization Practicg
MMWR 2008; 57(RR03):1-26, 28. Available from: htfpaww.cdc.gov/mmwr/
Bleck TP, Rupprecht CE. Chapter 160 — Rhabdoviruse$/landell GL, Bennett JE, Dolin R

editors. Principles and Practice of Infectious Bgss, 6th edition. Philadelphia: Churci

Livingstone; 2005.
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SEVERE PNEUMONIA IN CHILDREN UNDER 5 YEARS OF AGE

Background

Infection of the lower airways caused by bacteriaviouses transmitted person-to-person

aerosolized respiratory droplet spread. The maitelial causes of pneumonia among child

are Streptococcus pneumoniae (the pneumococcusjagrdophilus influenzae type b (Hib)|

Acute respiratory infections (ARIs) and pneumonepresent the number one cause
mortality among children less than 5 years of age.

Incubation period is usually less than 7 days, ddjpgy on the aetiology.

WHO and UNICEF recommend use of Integrated ManagéraeChildhood lliness (IMCI
strategy to reduce morbidity and mortality attrddale to childhood pneumonia. Ea
antimicrobial therapy has been shown to reduceatiy:t

Resistance of the pneumococcus and Hib to betarect (for example, ampicillin
sulfonamides (for example, trimethoprim-sulfametimode) and other antimicrobials
increasing.

Viruses such as respiratory syncytial virus (RS\Ayralso cause ARI and pneumonia.

r

Surveillance goal

- Early identification of pneumonia cases and epidsmsing clinical definitions.

- Monitor antimicrobial resistance routinely and agrioutbreaks.

via

ren

of

y

- Reducing the proportion of severe pneumonia cas@pared to non-severe pneumagnia

cases to monitor quality of interventions.

Standard case definition
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SEVERE PNEUMONIA IN CHILDREN UNDER 5 YEARS OF AGE

- Clinical case definition (IMCI) for pneumonia: A child presenting with cough or
difficult breathing and: 50 or more breaths per uenfor infant age 2 months up ta 1
year
40 or more breaths per minute for young child Irygato 5 years.
(Note: A young infant age 0 up to 2 months withgloand fast breathing is classified

in IMCI as “serious bacterial infection” and is eefed for further evaluation.

>

- Clinical case definition (IMCI) for severe pneumona: A child presenting with coug
or difficult breathing and any general danger signchest indrawing or stridor inja
calm child. General danger signs for children 2 thetio 5 years are: unable to drink or
breast feed, vomits everything, convulsions, lejjiaor unconsciousness

- Confirmed case: Radiographic or laboratory confirmation of pneumowill not be
feasible in most districts.

Respond to alert threshold

If you observe that the number of cases or deaths increasing over a period of time:
- Report the problem to the next level.
- Investigate the cause for the increase and idethtéyproblem.
- Make sure that cases are managed according to ¢Mi@elines.

- Treat cases appropriately with recommended antohiat drugs

Respond to action threshold

If the number of case or deaths increases to twonties the number usually seen during a

similar period in the past
d

=)

- Assess health worker practices of IMCI guidelines &ssessing, classifying a
treating children with pneumonia and severe pneuaon
- Identify high risk populations through analysispefrson, place and time.

- Conduct community education about when to seekfcamgneumonia.

Analyze and interpret data
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SEVERE PNEUMONIA IN CHILDREN UNDER 5 YEARS OF AGE

Time: Conduct month-to-month analysis for unexpectednusual increases. Graph cases
deaths by month. Construct epidemic curve for aatbrcases. Plot month-to-month data
compare to previous periods.

Place:Plot location of case households.

Person: Count monthly pneumonia and severe pneumonia c&mamt pneumonia death

Analyze age distribution.

laboratory confirmation

Routine laboratory confirmation for surveillanseniot required.

Reference

Integrated Management of Childhood Ilinesses. Worldealth Organization.

WHO/CDR/95.14.1
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TRYPANOSOMIASIS

Background

Trypanosomiasis is an infection of blood, lympha&nd central nervous system. In Africa It is

caused by the protozoan Trypanosoma burcei rhatesiand T. b. gambiense, which
transmitted by the bit of infected Glossina (tsetkes.

Trypanosomiasis is endemic in over 30 African caastin West, Central and East Africa. I
highly epidemic in the Democratic Republic of Congitngola, and other areas of ci
conflict, where 80% of some village populations nbayinfected. Cattle are the major reser
of Trypanosoma brucei rhodesiense, and humansi@major reservoir for T. b. gambiense
Incubation period is usually days to weeks wittbTrhodesiense, and months to years wit
b. gambiense infections. Without treatment, botinfare usually fatal.
Trypanosomiasis control strategies include humad eattle population surveys to tre
infected persons and diminish cattle reservoirsl &etse fly habitat control (for examp
removal of bushes and tall grasses near villagesuae of residual insecticides).
Tuberculosis, malaria, bacterial meningitis, HIVIDAS, and other central nervous systen

systemic infections can produce similar clinicaldings.

are
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Vil
/oir

h T.

pat

le,

or

Surveillance goal

- Increase percentage of cases confirmed by labgratethods.

- Use population-based surveys and serologic scrgefon active case finding in

endemic areas.

- Conduct human and cattle screening in trypanosasrigee areas.

Standard case definition

Suspected cas

- Early stage: a painful chancre originating as aupapnd then evolving into a nodulg

at

the primary fly bite site. There may be fever, n#e headache, insomnia, painless

lymphadenopathy, anaemia, local oedema and rash.
- Late stage: cachexia, somnolence, and central ngisygstem signs.
Confirmed case:
A suspected case confirmed by card agglutinatigpamnosomal test (CATT) or by isolation

trypanosomes in blood lymph nodes or cerebrosiilimal

Respond to alert threshold

of
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TRYPANOSOMIASIS

If you observe that the number of cases or deaths increasing over a period of time:
- Report the problem according to national guidelines
- Treat any individual suspected and confirmed cagtsappropriate therapy in close
monitored setting.
- Collect specimen for laboratory confirmation.
- Investigate cause of increasing number of casedeiatify problems with preventig

activities.

Respond to action threshold

If the number of cases or deaths increases to twartes the number usually seen in
similar period in the past:
- Assess prevention activities in the area aroundcHses and take action to imprg
them as indicated.
- Conduct active case finding activities if it is @mdemic area.

- Conduct vector control activities specified by oatl guidelines.

y

Ve

Analyze and interpret data

Time: Graph quarterly cases.
Place: Plot the distribution of case households.
Person: Count monthly cases, and analyze age distribution.

laboratory confirmation

Diagnostic test Presumptive:

- Serological: card agglutination trypanosomiasis (E&TT)
Confirmation:

- Parasitological: detection (microscopy) of trypasrags in

blood, lymph nodes aspirates or CSF

Specimen - Whole blood
- Lymph nodes aspirates

- Cerebrospinal fluid

When to collect the| Suspects from endemic places with fever

specimen Any patient with fever and may have come into conéth tsetse flies.
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TRYPANOSOMIASIS

How to prepare,|For slides:
store, and| Put the slides in a slide box and close properlioreS at roon
transport the [temperature in a dust-free place. In case thene islide box, the slidg
specimen can be wrapped in soft tissue paper (filter papasyiettes, toilet pape
etc.)
For blood in anticoagulant bottles, refer to refieelaboratory.
Results Results should be available the same day.
Reference

Control and Surveillance of African Trypanosomiageport of a WHO Expert Committg
Geneva, World Health Organization, 1998 (WHO TechhiReport Series, No. 881).

WHO Recommended Surveillance Standards WHO/CDS/IS&R9.2
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YELLOW FEVER

Background

Acute viral hemorrhagic disease caused by a flavsviransmitted human-to-human via
domestic species of Aedes mosquitoes (Urban epa@rar to humans from primate resery
via a forest mosquito species (Sylvatic cycle).

Large scale outbreaks occur every 3 to 10 yeassllages or cities in the absence of la
scale immunisation. Sporadic cases can occur ndgula endemic areas. Resurgence
disease in Africa since mid-1980s. True inciderazeekceeds reported cases.

Incubation period 3 to 6 days after the bite from iafected mosquito. About 15%
infections progress to fever and jaundice.

While only the minority of cases are severe, cadalify rate may be 25% to 50% amd
patients with syndrome of haemorrhage, jaundicé,ranal disease.
Risk factor: sporadic cases often linked to ocaopabr village location near woods or whg
monkeys are numerous. Also non-vaccinated persons.

International reporting to WHO required within 2duns.

Viral hemorrhagic fevers (VHF) and other paraswical, or bacterial diseases such as mal
Dengue Chikungunya, leptospirosis, hepatitis A-RstBin-Barr virus, West Nile, Q fevg
anthrax, rickettsial diseases, etc, and toxic exygssmay mimic yellow fever.

Infection and disease can be prevented by vacomaWith a vaccine efficacy > 95% a
duration of immunity of at least 10 years.

the
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Surveillance goal

- Seek confirmation of yellow fever and rule out atpessible etiologies of fever wi
jaundice

- Provide information in order to adopt appropriatatcol measures

- Identify populations at risk of yellow fever

- Monitor the epidemiology of the disease and theaanpf control measures

- Support operational research and innovation

h

Standard case definition
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YELLOW FEVER

Suspected cas Any person with acute onset of fever, with jawedappearing within 14 days
of onset of the first symptoms.

Probable caseA suspected case

One of the following

Confirmed case A probable case

One of the following

Isolation of the yellow fever virus

One of the following

AND

Epidemiological link to a confirmed case or an oe#k

Positive post-mortem liver histopathology

AND

Detection of YFspecifict IgM
Detection of four-fold increase in YF IgM and/ordgantibody titres between acute and
convalescent serum samples

Detection of YFVspecifict neutralizing antibodies
*YF-specific means that antibody tests (such as @gMheutralizing antibody) for othg

\U

r

prevalent flavivirus are negative. This testingudanclude at least IgM for Dengue and

West Nile and may include other flavivirus depeigdim local epidemiology.
OR

- Detection of YF virus genome in blood or other ergady PCR

- Detection of yellow fever antigen in blood, liveraher organs by immunoassays

Respond to alert threshold
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YELLOW FEVER

If a single case or cluster is suspected or proba#l

Fill out notification form, including clinical infomation, case based forms, chg
vaccination status and travel history
Take blood specimen for laboratory confirmatiomuYmnay obtain convalescent specin
from patient(s),

Diagnose and treat patient(s) with supportive care.
Notify immediately to the next level. In the casepoobable case inform nearby heg
units

Strengthen surveillance (apply the community casmition ie. fever and jaundice)
Initiate a preliminary field investigation if cluest of cases with fever and jaundice. Ob
information to determine probable site of infecti@etermine vaccination coverage of
community and start planning for vaccination (iseaf a cluster)

Strengthen routine yellow fever immunization

bck
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Respond to action threshold

In addition to alert threshold response If a singlecase is confirmed:

Continue / complete epidemiological investigatiorliuding screening for vaccinatig
status

Initiate entomological investigation if indicated

Determine vaccination coverage in affected areatifte EPI, recent outbreak response
preventive campaigns)

Initiate social mobilization for interventions sefed

Continue risk communication and action to redusk imcluding vector control if indicatg
Initiate vaccination in affected villages, distriot town/city based on epidemiologic
findings

Notify to WHO through Central Authorities using IHRcision instrument

Continue to strengthen routine yellow fever immatian, especially for hard-to-rea

areas

5 Or

d
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Analyze and interpret data
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YELLOW FEVER

Time: Generate Weekly Graphs of cases and deaths. Daritigeaks, construct epidenpic
curves (to monitor daily then weekly trends).

Place: Plot location of case households and occupatidim priecise mapping.
Person: Report immediate case-based information for casebk deaths. Report summary
totalsweekly. During outbreak, count cases andhdedaily as they occur, then weekly when
the epidemic matures or ends. Analyze by persomhlas (age, sex, occupation...). Asgess

risk factors to improve prevention of sporadic oa#ks

laboratory confirmation

Diagnostic test - ELISA for the presence of yellow fever Specific IgMnd IgG
antibodies.

- Exclusion of Dengue, West Nile virus and other liycprevalent
flavivirus will be necessary for the confirmatiohy@llow fever.

- PCR, YF specific seroneutralization, virus isaati or

histopathology

Specimen Serum in the acute and convalescent phases dfrtbss;

In the event of death, postmortem liver specimen

When to collect Within 14 days of onset of first symptoms

the specimen - Collect specimen from at least the first td"1€uspected cases |of
yellow fever.
- Collect specimen from last cases (based on epidenniees) td

decide on the end of the epidemic.
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YELLOW FEVER

How to prepare,

store,
transport

specimen

and
the

Collect 10 ml of venous blood from adults, 1-5 nam children, ir
a capillary tube, microtainer, or if necessary istandard glass te
tube.

Separate blood cells from serum:

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

o If no centrifuge, put sample in refrigerator ovefti(4 to 6

hours) until clot retracts. Pour off serum the nextrning.

o If no centrifuge and no refrigerator, let blood aitan anglé

for at least 60 minutes (without shaking or beingeh in a
vehicle. Pour off serum into a clean tube.
Store serum at 4°C.
Transport serum samples using appropriate packaginyeven!
breaking or leaks during transport. Avoid glassesibor shipmen
and transport if possible.
The specimen should arrive at the laboratory witBi days o
being collected.
Avoid shaking of specimen before serum has bedaated.
To prevent bacterial overgrowth, ensure that themnses poured

into a clean glass test tube. The test tube doeseasal to be sterile

— just clean.
Transport the serum in an EPI hand vaccine caatiet’C-8°C tg
prevent bacterial overgrowth (up to 7 days). If metrigerated
serum stored in a clean tube will be good for aste€ days

174

—+

Results

laboratory results should be received within 7sday reception of th

specimen in the laboratory.

D

Reference
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YELLOW FEVER

District guidelines for yellow fever surveilland&HO 1998 WHO/GPVI/EPI1/98.09
Yellow Fever. 1998. WHO/EPI/Gen/98.11

Recommendation of Expert Meeting on Yellow FevervBillance and Response in Afriga.
Brazzaville, Congo, from 13 to 15 October 2010
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TYPHOID FEVER

Background

Typhoid fever is a bacterial disease, caused byn&atlla typhi. Symptoms usually develop
3 weeks after exposure, and may be mild or sevEhey include high fever, malais
headache, constipation or diarrhoea, rose-colosjpets on the chest, and enlarged spleen
liver. Healthy carrier state may follow acute ikise

Typhoid fever remains a serious public health pgobthroughout the world, with an estima
16—-33 million cases and 500 000 to 600 000 deatimsiadly. In the last outbreak in t

1—
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Democratic Republic of Congo, between 27 Septeribéd and early January 2005, no less

than 42 564 cases of typhoid fever were reporteduding 214 deaths and 696 casef
peritonitis and intestinal perforations

In virtually all endemic areas, the incidence gihgid fever is highest in children from 5-
years old. The disease is almost exclusively traestnby food and water contaminated by

faeces and urine of patients and carriers.

b of

19
the

Polluted water is the most common source of typh@dsmission. In addition, shellfish taken

from sewage-contaminated beds, vegetables fedilimgth night-soil and eaten ra

contaminated milk and milk products have been shimaAre a source of infection.

Typhoid fever has been virtually eliminated in mastas of the industrialized world with the

advent of proper sanitary facilities. Most casesdaveloped countries are imported fr
endemic countries.

People can transmit the disease as long as therl@aoeémain in their body; most people
infectious prior to and during the first week ofmngalescence, but 10% of untreated pati
will discharge bacteria for up to 3 months.

Typhoid fever can be treated with antibiotics. Hoare resistance to common antimicrobial

widespread. Healthy carriers should be excludeah fnandling food.

Dm
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Surveillance goal

- Detect Typhoid Fever sporadic cases and outbreagmpily, and seek laboratory

verification
- Identify areas/population at high risk in orderitoprove prevention of the disease

taking hygienic measures

by

Standard case definitions
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TYPHOID FEVER

Suspected casény person with gradual onset of steadily inciegsind then persistently high

fever, chills, malaise, headache, sore throat, ltoamnd, sometimes, abdominal pain
constipation or diarrhoea.
Confirmed caseSuspected case confirmed by isolatiorBafmonella typhfrom blood, boné¢

marrow, bowel fluid or stool.

And

174

Respond to alert threshold

If Typhoid fever cases are suspected:

Arrange for laboratory testing of stool specimamsrectal swabs of suspected ca

especially in situations where food or waterbomaegmission is suspected.

Report and investigate all suspected outbreakgpbioid. Search for case/carrier that is
source of infection and for the vehicle (water ood) through which infection is beip

transmitted.

Treat typhoid fever patients with antibiotics. 8evcases should be provided suppof
measures such as oral or intravenous hydrationusieeof antipyretics, and appropri

nutrition.

the
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Respond to action threshold

If Typhoid Fever cases are confirmed

Identify areas/populations at high risk to idensiyurce(s) and mode(s) of transmissio
order to prevent and control the disease.

Conduct health education programmes on hygiene sintiple messages on safe water,
food handling practices, hygiene and handwashing.

Support provision of clean water and proper saoitab affected population(s). Chloring
suspected water supplies. All drinking water stidag chlorinated or boiled before use.
More than 90% of patients can be managed at horfeonal antibiotics, reliable care a
close medical follow-up for complications or faguto respond to therapy. Patients v
persistent vomiting, severe diarrhoea and abdondiiségnsion may require hospitalizati

and parenteral antibiotic therapy.

Safe
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Analyze and interpret data
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TYPHOID FEVER

Time: Graph cases and deaths weekly. Construct an ejuidemve during outbreaks.

Place:Plot location of case households with precise nrappi

Person: Report immediate case-based information for casebs deaths. Report summary
totals monthly. During outbreak, count cases agatlts weekly. Analyze by ag

Assess risk factors to improve prevention of owtkge

laboratory confirmation

Diagnostic test Culture: Isolation ofsalmonella sppfrom stool or blood of &
patient

The WIDAL Test should not be used for diagnostigoose

Specimen - Blood
- Stool
When to collect Collected samples preferably before antibioticsaaiministrate

How to prepare, store,|5-10 ml of blood distributed in a blood culture thet
and transport Stool in stool container
Store specimens at 4-8 C or ambient temperaturg &wm heat

and direct sunlight.

Results Blood culture 4 days to 2 weeks
Stool 3-4 days.

Reference

= The diagnosis, Treatment and Prevention of Typkeiner; WHO/V&B/03.07
=  Weekly Epidemiological Record; N° 1, 2005, 80, Ih@p//www.who.int/wer
= WHO Recommended Surveillance Standards WHO/CDS/IS&/39.2
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TYPHUS EPIDEMIC

Background

The causal agent of the exanthematic typh&sdkettsia prowazekie

A sick person serves as a reservoir for the vimng ia also responsible for maintaining

infection during the inter-epidemic phase. Factbeg promote the transmission of this vi
include poor body and cloth hygiene, overcrowdihgnger and war. Transmission of

disease: when a body louse is feeding on the b@doa patient it is infected after then
produces stool that contains rickettsia, mainlyirduthe next blood meal on healthy peo
These people, through scraping, are going to llbestvaste and lice and in the process in
themselves. Inhalation of dust containing faecesfmfected lice is also indicated as the ca
of certain infections. Everybody is susceptiblehe infection and the disease provides Ia

term immunity
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The objectives of the surveillance

Timely detection of typhus cases

Recommended definition of the case

Any patient with sudden start of fever, shiver, dezhes, widespread pains, prostration.
Eruption stretching out progressively to the tramd limbs on the face, palms and the sol

the feet sometimes go along with cutaneous petecnid bleeding.

e of

Responding to a suspected epidemic and other imparrtt diseases of major public healltl

concern

)

- Alert threshold: The increase of fever cases fratknown cause arising among |a
locked population with poor hygiene.
Response to the alert threshold
- To spray powder insecticide with persistent eff@ctregular intervals, th
same will be done by hand on the body or powderiothes and bedding;
- To promote personal, clothing and collective gbgdiene;
- Prophylactic treatment of vulnerable groups pyaging the insecticid
with persistent effect;
Any suspected case should be put under surveilfamdegl maximum days.
- Threshold effect: 1 typhus case confirmed.
Response to the threshold effect
When the diagnosis is suspected, the treatmentdhapidly be administered.

Medicines like tetracycline, doxycyclines are recoemded and when they are not availg

nd

e

able
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use chloramphenicol.

Data analysis and interpretation

Depending on the person: We have to be keen oaghesex

Depending on the area : The home address to ltwatource of infection
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Viral hemorrhagic fevers

Background

This is a hemorrhagic disease syndrome caused dyoallowing viruses: Ebola-Marbur
(filoviruses), Lassa fever, Rift Valley fever (RVFCongo-Crimean hemorrhagic fev
(CCHF), and dengue hemorrhagic fever (DHF). No DtdB been reported in Africa.

The disease is transmitted from person-to-persdolé: Marburg, Lassa, CCHF), or vi

g
er

mosquitoes (RVF, dengue), ticks (CCHF), rodentssghd, or contact with infected animals

(RVF, CCHF). Ebola and Marburg may be transmittiedsexual contact.

Some viral hemorrhagic fevers (VHF) have explosimatbreak potential: internation
reporting to WHO is required within 24 hours.

Incubation period is variable, from 3 to 21 day@®gting on aetiology.

The minority of cases have hemorrhagic symptomtsatnong those with these symptoms,
case fatality rate is high (15% to 90%).

Risk factors: In the health care setting, outbrealesy be amplified when standard bar
precautions are not taken, or in ceremonies inugltouching ill or deceased infected pers
or their secretions. Sporadic cases may arise f@xnal contact or via sylvatic exposures
example, occupation), or possibly following direontact with infected animals.

Other hemorrhagic conditions that may mimic VHFlude yellow fever, dengue, anthre
leptospirosis, rickettsial infections, relapsingede and other infectious agents and tc

exposures.
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Surveillance goal

- Detect hemorrhagic fever cases and outbreaks plpngtd seek laborator
verification of the aetiology of all cases of susped VHF.

- In outbreak settings, the disease spectrum of Vs may include non-hemorrha
febrile syndromes, and laboratory testing showddcbnsidered among persons w

milder symptoms suggestive of viral illness.

y
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Recommended case definition
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Suspected case
lliness with onset of fever and no response to lusaases of fever in the area, and at
least one of the following signs: bloody diarrhobleeding from gums, bleeding into
skin (purpura), bleeding into eyes and urine.

Confirmed case
A suspected case with laboratory confirmation ifpes IgM antibody or vira

isolation), or epidemiologic link to confirmed casa outbreak.

Respond to alert threshold for epidemic-prone diseses

If a single case is suspected:
- Report case-based information immediately to thr@miate levels.
- Begin VHF isolation precautions immediately and amte standard precautions
throughout the health care setting. Use protediothing, disinfection of surfaces and
spills, safe disposal of materials used for patoemé and safe disposal of patient waste.
- Treat and manage the patient with supportive care.

- Collect specimen safely to confirm the case.

Respond to epidemic threshold for epidemic-prone deases

If a single case is confirmed:

- Maintain strict VHF infection control practices ¢tlughout the duration of the outbreak.

- Mobilize the community for early detection and care

- Conduct community education about the confirmea chsw the disease is transmitted,

and how to use infection control in the home catérg.

- Conduct active searches for additional cases thet not come to the health care

setting (older women or small children, for exam@ed provide information about
prevention in the home and when to seek care.

- Request additional help from national levels agiade

- Establish isolated ward to handle additional céisasmay come to the health centre.

Analyze and interpret data
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Time: Graph cases and deaths monthly. Construct aempeccurve during the outbreak.

Place: Plot location of case households and work sitegysrecise mapping.

Person: Immediate case-based reporting of cases and déatinsg the outbreak, count a
report cases and deaths. Analyze age and sexbdisin. Assess risk facto

immediately and consider request for assistanaapoove outbreak control.

nd

Irs

Reference

Infection control for VHF in the African health @asetting WHO, 1998. WHO/EMC
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DIARRHEA WITH DEHYDRATION IN CHILDREN LESS THAN 5 YEARS OF AGE

Background

- Diarrhea with dehydration in children less thanéang of age is due to infections of {
gastrointestinal tract caused by viruses (espgci@dbtavirus), bacteria(E. Coli,
Salmonellae, shigellae, Campylobacter, Yersiraad others), and parasiteSidrdia,

Entamoeba cryptosporidia, cyclospora). These diseasedraresmitted through eating

contaminated food or water, or through fecal-ooalte.

he

- Diarrhea diseases represent the second leading cadeath among children less than 5

years of age in many African countries, with mdrant 3 million deaths per year. It
among the top ten diseases in Uganda.
- Different epidemiological patterns (for exampleasanality) are observed for differe
pathogens.
The WHO and UNICEF advocate that each district tese the Integrated Management
Childhood llinesses (IMCI) strategy to quickly ddg levels of dehydration, rehydra
appropriately and refer where there is need. Tédsices morbidity and mortality of childhoq

diarrhea

S
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Surveillance goal

- Monitor trends in dehydration cases and diarrhedhde with the expectation of declinir

trends due to high-quality IMCI and public healteasures

Recommended case definition

Case with Some dehydratio: Passage of 3 or more loose or watery stoolsdaya with two
or more of the following signs: restlessness,ahility; sunken eyes; thirsty; skin pinch go
back slowly.

Case with Severe dehydrationPassage of 3 or more loose or watery stools iaya @ith
two or more of the following signs: lethargy or onsciousness; very sunken dry eyes;

able to drink or drinking poorly; skin pinch goeschk very slowly.

es
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Respond to unexpected trends/epidemiology for nordtbreak diseases

If severe dehydration of cases and deaths areeotihthg over time:
- Report the problem to the next level.
- Investigate the cause for the lack of decline alediify the problem.

- Make sure that cases are managed according to gMiGélines.
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- Encourage home-based therapy with oral rehydration.

Respond to a lack of decline in cases/deaths dueitadequate public health activities

( for non-epidemic prone diseases)

If the investigation confirms lack of decline due® inadequate public health activities:

- Assess health worker practice of IMCI guidelines figanaging cases and improyve

performance for classifying diarrhea with dehydnatin children less than 5 years
age.

- Teach mothers about home treatment with oral regtigr.

- Conduct community education about boiling and chkliing water, maintain safe

water chain and preparation of foods.

- Teach mothers and communities about early reflaralehydration and danger signis

- Work with district and community partners on impray IMCI services ang

improving food and water sanitation in the district

of

Analyze and interpret data

Time: Graph cases and deaths monthly to compare with g@med in previous year;
Prepare graphs for outpatient diarrhea with sonmgdtation and for diarrhea wit
severe dehydration.

Person: Compare ratios of some dehydration cases withreedehydration cases af
deaths. Examine in-patient case fatality ratios.

=

Reference

Management of childhood illness: Clinical skillaitting course for first level health facilitie
World Health Organization. WHO/CDR/95.14

Integrated Management of Childhood lllness: A WHRWOEF Initiative Bulletin of the
World Health OrganizationVol. 75, 1997, Supplement 1, 1997. ISBN 92 41885

UJ
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GLOSSARY

Alert

It is used in the context of alert to the epidenitics a kind of declaration addressed to the
health officials about an impending epidemic esgciwhen the epidemic is beyond the
expected level. In the event of alert to the epiderll necessary measures to conduct a

thorough investigation for a rapid response shoeldaken.
Cause

Agent, factor, event or circumstance that is atrtb@ of a disease, health problem or any
other complicated situation.

Epidemic curve

A chart (curve) highlighting the distribution of téeted cases during an epidemic depending
on period of its outbreak.

Case definition

A set of standardised criteria applied to identifg individuals with a given disease or any
other condition under investigation (cases). Defina case may require clinical, biological,

epidemiological criteria single or associated, b or confirmed.
Effectiveness

The extent to which a plan, a program, an intefieenbr a response achieves the defined

objective for which it was initiated
Efficiency

The extent to which an objective has been achielgending on resources, effort made to

implement a plan, a program, an intervention @sponse.
Endemic

The long lasting presence of a disease or an iofectagent within population or a well

specified geographical area
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Epidemic

An outbreak or sudden occurrence of a disease athheelated events within a community
In operational terms, there is an epidemic whenéverepidemic threshold is beyond the
expected level.

Evaluation

A systematic process to determine the relevandgiegfcy and the impact of programs,

interventions and responses in relation to theabives set at the beginning.
Graph

Curve, map or chart highlighting the data distritmitof one or more variables according to

person, location and period.

Incidence

Number of new cases or out breaking events witlgivan population for a given period
Intervention

Program or a set of interventions implemented deoto address a problem or changing an

unpleasant situation.

Morbidity

A deviation from to good health condition
Notification

Compulsory communication to the health official ohses and deaths caused by
communicable disease or diseases of public haajtbritance

Population at risk

A population at risk is defined as a group of vuiide people and susceptible to contract a
disease or condition. This is also referred tdhasatened or vulnerable population.

Targeted population
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A subgroup of population also defined also as heilagy/targeted by an intervention or a

given service.
Prevalence

Frequency of a given characteristic or disease imvigpopulation at a particular time

(Instantaneous prevalence) or during a given pesfdone (Periodical prevalence)
Case management

A set of interventions aimed at caring for affedtedividuals by a particular disease
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