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Introduction

This document has been produced jointly by technical clusters of WHO, as
well as by UNAIDS, in order to bring together WHO recommended standards for
the surveillance of communicable diseases. It is not meant to replace existing
technical guidelines or be an exhaustive description of surveillance of all diseases.
This document serves only as a guide to good practice and may help to harmonize
'surveillance activities.

The purpose of this manual is to be a handy reference for key elements and
contact information for all communicable diseases / syndromes associated with
current WHO control programmes. It should be particularly useful at the Ministry of
Health level in Member States, in approaching integrated surveillance of
communicable diseases / syndromes.

The document is intended to be updated on a regular basis. This reflects the
changing nature of infectious diseases and accompanying diagnostic and
surveillance methods. It also reflects the multidisciplinary nature of disease
surveillance in which many different programmes and partners are involved. The
diseases and syndromes are organized in alphabetical order for easy reference.
For each disease or syndrome there is a description of the rationale for
surveillance, case definition, types of surveillance, minimum data elements, data
analyses and principal uses of data for decision-making. In addition, the relevant
WHO contact(s) are included with contact details. ICD-10 codes are provided for
standardization of reporting and international data exchange.

A brief overview of the methods proposed for coordinating a national plan for
communicable disease surveillance follows this introduction. Annex 1 provides
information on surveillance-related software, and Annex 2 is a glossary of
surveillance-related terms.

A first issue of the manual (November 1997) elicited many suggestions, for
which we are grateful. This has led to some revision for practically every item in the
present version, and the document is therefore reissued in toto. Major technical
revisions concern AIDS and HIV, the new variant of Creutzfeldt-Jakob disease, and
the vaccine-preventable diseases. The item on bacillary dysentery has been
deleted because of overlap with the syndrome of bloody diarrhoea. Two new items
have been added: Haemophilus influenzae type b disease and viral haemorrhagic
fever syndromes.

' For further information, comments and suggestions, please contact either the relevant

WHO Regional Office (contact information pages 18-23) or, at Headquarters in Geneva,
Dr G. Rodier (rodierg@who.ch), Department of Communicable Disease Surveillance and
Response, Tel: (4122) 791 2109; Fax: (4122) 791 4198; E-mail: Surveillancekit@who.ch
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NATIONAL COORDINATION OF COMMUNICABLE
DISEASE SURVEILLANCE

Effective communicable disease control relies on effective disease
surveillance. A functional national communicable diseases surveillance system is
essential for action on priority communicable diseases. It is a key part of public
health decision-making in all countries (e.g. priority setting, planning, resource
mobilization and allocation, prediction and early detection of epidemics, and
monitoring and evaluation of disease prevention and control programmes).

There is an urgent need to build on current efforts to strengthen
communicable disease surveillance at national level. Strong national systems will
form the basis of an effective regional and global network for the surveillance and
control of communicable diseases. The development and strengthening of national
surveillance requires a substantial and long-term commitment of human and
material resources, usually beginning with a systematic assessment of national
surveillance activities. This should eventually lead to a national plan for the
surveillance of communicable diseases.

What is the "national communicable disease surveillance system" ?

Many countries have developed surveillance activities for communicable
diseases in order to monitor diseases with a high burden, detect outbreaks of
epidemic-prone disease and monitor progress towards national or international
control / eradication targets. In this sense, surveillance of communicable diseases
is a national function; and the sum of all surveillance activities represents the
"national communicable disease surveillance system". The various activities may
be integrated into the broader Health Information System (HIS) or may be carried
out independently. Surveillance activities have developed in an uneven way. Many
activities are managed by different vertical diseases control programmes. In other
cases the surveillance function is far removed from the control efforts: data are
collected by central statistics offices on a large number of health events, many of
which do not represent priorities for the country. In some situations, surveillance
for particular health events has been developed by academic or research institutes
which have very specific information needs.

Establishing surveillance activities within vertical programmes allows the
surveillance function to remain close to the control function. On the other hand, the
overall surveillance function in a country can become badly disjointed and
inefficient with field workers participating in multiple complicated systems, using
different surveillance methods, terminology, and reporting forms and schedules.
This entails extra costs and training requirements and often leads to work overload
and lack of motivation among health workers. In many cases, huge amounts of
data may be collected by central bodies with little of no analysis of that data or use
of the information that they provide. The surveillance system becomes driven by
the need to collect and move data, little attention being given to the use of
information by each level of the health service for decision-making.

What is meant by a "multi-disease approach to surveillance" ?

A multi-disease approach to communicable disease surveillance involves
looking at all surveillance activities in a Member State as a common public service.
These activities involve similar functions and very often use the same structures,
processes and personnel. Disease surveillance should be based on collecting only
the information that is required to achieve the control objectives. The data required
may differ from disease to disease. Specialized surveillance systems are important,
especially where surveillance is complex and has specific information needs.
Eradication and elimination programmes may require a very active surveillance
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programme aimed at detecting every case. In other situations, information on
outcome may be important. For example, the rate of treatment completion and the
cure rate are essential indicators in TB surveillance. Other diseases may require
more than one source of data for good decision-making. For example, in HIV/AIDS
surveillance the proportion of the population positive for HIV must be monitored as
well as the number of new cases of AIDS. This requires special HIV
seroprevalence surveillance usually done in a few representative sites ("sentinel
surveillance"). Despite the variety of information needs, many elements of data
collected in surveillance are very similar and the data source is often the same
individual or facility.

There may however, be differences in:

the specific case detection method used (active case detection vs passive)

the speed at which data need to flow through the system (immediate vs
routine)

the rapidity of response required (immediate investigation of cases or
clusters of

cases vs analysis of data on a regular basis with subsequent adjustments
to a control programme)

For the system to function as an “early warning system”, reporting,
confirmation, decision-making and response must be rapid. On the other hand, for
more endemic diseases, the aim may be to carefully consider data collected in
order to adjust or target the control programme. The national surveillance system
should therefore be able to accommodate both needs, and will require two-speed
reporting mechanisms.

All surveillance systems involve similar functions. It is possible to look at the
system as a whole and approach development and strengthening in a coordinated
way. The challenge is to identify where synergy between systems is possible, and
identify opportunities for coordination or integration of activities, while at the same
time recognising the special needs of some programmes for supplementary
information or alternative methods of surveillance.

The core functions in surveillance of any health event are:
case detection
reporting
investigation and confirmation
analysis and interpretation
action

- control/response

- policy
- feedback

These functions are made possible by support functions that improve core
surveillance functions:

setting of standards (e.g. case definitions)
training and supervision
setting up laboratory support
setting up communications
resource management
The level of coordination/integration in the national surveillance system can affect:
performance of the system
cost of the system
sustainability of the system
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Setting Priorities

One of the important components of the national surveillance plan is a list of
priority diseases for surveillance. This list, as short as possible, should be
established with the close participation of national health authorities. The rational
for prioritizing diseases could use the following series of questions. These
questions should be addressed not only from the national perspective but also from
a regional, and possibly international, viewpoint as diseases may spread rapidly
across national boundaries:

Does the disease result in a high disease impact? (morbidity, disability,
mortality)?

Does it have a significant epidemic potential? (e.g. cholera, meningitis,
measles..)

Is it a specific target of a national, regional or international control
programme? (e.g. the 9th Global Programme of Work (9GPW) disease
target, disease targeted for surveillance by a WHO Regional Plan,
notifiable disease according to WHO International Health Regulations,
WHO international or regional control programme)

Will the information to be collected lead to significant public health action?

(e.g. immunization campaign, other specific control measures to be
provided by the central level, international reporting).

In addition to specific diseases, specific syndromes (e.g. haemorrhagic fever
syndrome) should be considered for surveillance as well as some specific public
health issues (e.g. antibiotic sensitivity of some infectious agents). Following, or
possibly preceding, the list of priority diseases, an inventory of existing surveillance
activities should be carried out. This should be based on thorough site visits and a
review of all key components of the health system, including public and private
sectors where appropriate, as well as nongovernmental organizations involved in
long term health activities in the country. The following elements should be
addressed for each disease or syndrome under surveillance:

is the case definition:

- clear?
- appropriate?
- consistent throughout the surveillance system?

is the reporting mechanism:

- clear?

- efficient?

- of appropriate reporting periodicity?

- available to all relevant persons and institutions?

is the analysis of data:

- appropriate?
- susceptible to proper presentation?
- used for decision-making?

do the personnel involved:

- have a good understanding of the value of the surveillance system?

- understand, show interest in, and support, their own surveillance
task?

- have enough appropriate human and material resources?

10
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do the personnel involved receive appropriate:

- training?
- supervision?

is the feed-back from intermediate and central levels:

- appropriate?
- sufficient?
- motivating?

When the assessment of current activities is done, the next question is:

Is there an operational control programme for each of the priority
diseases?

Current surveillance activities must be reviewed against what is needed and
any gaps identified. Some diseases or syndromes may already be subject to
routine surveillance (i.e. the periodic reporting of data on cases of selected
diseases) or there may be a requirement to report the disease or syndrome
immediately on suspicion or diagnosis. This is especially true for diseases that may
lead to epidemics. However, certain diseases may have alternative or
supplementary surveillance methods such as laboratory-based or sentinel
surveillance. The emphasis should be on a minimum set of data to be collected,
analysed and acted upon at each level of the system. Only that information that
aids public health decision-making should be collected.

Once priority diseases have been selected and the gaps identified, a plan of
action for surveillance should be developed. An integrated approach which aims to
coordinate and streamline all surveillance activities is advised. To this end a central
body, which may be based in the Ministry of Health, should coordinate all the
surveillance activities.

The key decisions in development of surveillance are those relating to case
definitions and surveillance methods. Compromises may have to be made on the
choice of surveillance method and the minimum data elements in order to ensure
an integrated approach. In this document, case definitions are tailored for the
purposes of epidemiological surveillance with the inclusion in many cases of
“suspected” or “clinical’ case definitions. There is some overlap between
syndromes and diseases. In some situations a syndromic approach is appropriate
whereas in others a disease specific approach is preferable. In fact it is likely that
countries may use a syndromic approach at the peripheral levels but a more
specific diagnosis should be used in the investigation and confirmation of
outbreaks. In all cases, terminology should be clear and agreed upon by all
partners in the surveillance activities.

Surveillance priorities should be appropriate to the disease epidemiology,
infrastructure and resources in each country. National surveillance systems should
reflect global goals for communicable disease control as stated in the WHO 9th
Global Programme of Work (9GPW) and be in line with regional surveillance plans
defined by WHO Regional Offices. It is essential that feedback loops be built into
the system. This may be a regular epidemiological bulletin with tables and graphs
showing trends, progress towards targets and reports on the investigation and
control of outbreaks. It is crucial that the personnel involved in surveillance
activities be trained for their surveillance tasks, and there is also a need for
ongoing in-service training at all levels, e.g., through workshops followed by close
supervision in the field. This could be best accomplished in close collaboration with
WHO’s Regional Offices and possibly, by setting up a national training programme
in field epidemiology (e.g. EPIET, FETP).

Fig. 1 shows a case where Leptospirosis is not perceived as a priority and is
not subject to surveillance activities. However, bacterial meningitis, which is
perceived as a priority disease, is not subject to surveillance activities- and this
should be remedied.

11
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Figure 1: Sample Gap Analysis in National Surveillance Assessment

Diseases Priority Existing
surveillance

activities
Poliomyelitis - -
Leptospirosis l:l l:l National
Bacterial meningitis coordination
Yellow fever - -
Malaria - -
Tuberculosis - -

- =Yes
[ =No

Surveillance gap

Explanatory notes

This document attempts to identify the key activities and tasks associated with
the surveillance of a range of communicable diseases. To avoid confusion,
administrative level names (e.g. “district’, “province”) are not used. Instead, an
attempt has been made to break down the surveillance activities into functional
levels, concentrating on the various activities that would usually be carried out at
each level (i.e. peripheral, intermediate, central). It is important to note that this
represents only a prototype that would have to be adapted to reflect the structure
and level of sophistication of existing health services. No matter what structure is
decided upon, each level must have adequate resources and receive appropriate

training.

Figure 2: Schema for information flow in Communicable Disease
Surveillance

National epidemiological

Central level Ministry bulletin; Electronic media

of Health -

Weekly Epidemiological
Record; Regional Bulletin;

Regional/International level @ Electronic media
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The peripheral level: first point of contact of an ill person with the health
services. The patient is usually seen by a primary care physician, clinical officer or
nurse. It is normally at this level that the first opportunity for epidemiological
surveillance occurs. However, it must be remembered that surveillance is only one
of many tasks. The staff at this level are unlikely to have epidemiological training
and may in fact see the recording and reporting of information on cases as
administrative and unimportant. The situation is made worse by case definitions
that are confusing and difficult to apply and by having an excessive number of
reportable diseases. In order to be successful, the collection of information must be
simple and useful locally. To this end a limited number of easily recognizable
diseases or syndromes should be decided upon. These should not normally
involve extensive confirmatory procedures (unless these procedures are essential)
and the principle should be the reporting to intermediate level of suspected rather
than confirmed disease. The method of recording should be in harmony with
clinical record keeping practices and not duplicate them. It is desirable that the
personnel have the opportunity and the ability to chart and tabulate their own data
in order to monitor local trends. In addition the immediate reporting of a disease
with epidemic potential should be followed by an equally immediate response.

Tasks at the peripheral level:
diagnosis and case management
reporting of cases
simple tabulation and graphing of data

Certain conditions may be subject to community-based surveillance.
Community-based surveillance in this context means the detection and reporting of
diseases from within the community usually by local people or leaders who have
received basic instruction on how to recognize certain conditions. The decision to
base surveillance in the community must be based on a clearly identified needs
and advantages over health care unit-based surveillance. The role of
nongovernmental organizations (NGOs) working in the field, including missions’
health facilities, as well as the role of the private sector, have become increasingly
important in disease surveillance. These partners must be considered in the
national surveillance plan where possible.

The intermediate level, at which data are collected from the peripheral level.
Its main function from the perspective of communicable disease surveillance and
control is ongoing analysis of data from the periphery in order to recognize
outbreaks or changes in disease trends. These analyses must be associated with
responses such as investigation and intervention. Effectiveness of interventions
can be monitored using the same data sources.

Countries may have two intermediate levels (e.g. district and region). This will
depend on the size of the country and the structure and level of development of the
health service. In many cases the professional at this level will have other tasks in
the area of programme management. The tasks must be manageable and the
surveillance data be perceived as immediately useful. In some cases it may be
more appropriate that the task of outbreak investigation be undertaken from the
central level.

Tasks at the intermediate level:
case management which can not be done at the peripheral level

analysis of data from the peripheral level for:

- epidemiological links
- trends
- achievement of control targets

provision of supportive laboratory data (or laboratory diagnosis if possible)

13
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investigation of suspected outbreaks
feedback of information to the peripheral level
reporting of data and suspected/confirmed outbreaks to central level

The central level is usually at the national level where policies on infectious
disease are set and where resource allocation most often occurs. The central level
in some large countries may actually be at a federal level. The central level plays a
key role in supporting the intermediate levels, by providing services that are not
available elsewhere, such as high level epidemiological skills or laboratory
facilities. The central level must also be able to deal with outbreaks of national
importance in a coordinated fashion. In addition, overall disease trends can be
analysed and resources for disease control targeted to high-risk areas. The central
level must liaise with other countries and international agencies in the response to
outbreaks of international significance and in the management of diseases subject
to the International Health Regulations, or to agreed targets for control or
elimination. The central level may have access to alternative data sources such as
national reference laboratories where the identification of unusual organisms
should trigger a response.

Tasks at the central level:

overall support to, and coordination of, national surveillance activities

provision of laboratory diagnosis data if not available at intermediate level
(use regional or international reference laboratories if required)

analysis of data from intermediate level for:

- epidemiological links
- trends
- achievement of control targets

support to intermediate level for outbreak control

- case management
- laboratory
epidemiology

- education

- logistics

feedback to intermediate level, and possibly to the peripheral level

report to WHO, as required (International Health Regulations, specific
needs of control programmes)

Collaboration with non-medical sectors such as agriculture, veterinary
medicine, and environment must be considered where appropriate (e.g. water or
foodborne diseases, vector-borne diseases, human zoonoses).

Zero Reporting: \Whatever the structure of the surveillance system, data on
priority diseases or syndromes should move smoothly through the system
triggering the appropriate responses throughout. The system should include zero
reporting: each site should report for each reporting period even if that means
reporting zero cases. This avoids the confusion of equating “no report” with “no
cases’. In addition the surveillance system must include performance indicators for
reporting (e.g. completeness and timeliness of reports).

Feedback: It is essential that feedback loops be built into the system. This
may be through regular epidemiological bulletins with tables and graphs showing
trends and progress towards targets and reports on the investigation and control of
outbreaks.

14
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Sample Format Cholera

A00 Cholera

RATIONALE FOR SURVEILLANCE

Cholera causes an estimated 120 000 deaths per year and is prevalent in 80 countries. The world is currently
experiencing the 7 pandemic. In Africa epidemics have become more frequent and case-fatality rates are
high. Refugee or displaced populations are at major risk of epidemics due to the conditions prevailing in the
camps (unsafe water, poor sanitation and hygiene). Control of the disease requires appropriate surveillance
with universal case reporting. Health education of the population at risk and improvement of living conditions
are essential preventive measures. Case reporting universally required by International Health Regulations.

ICD code
Disease name
Rationale for surveillance

RECOMMENDED CASE DEFINITION

Clinical case definition

. In an area where the disease is not known to be present, severe dehydration or death in a patient aged 5
years or more or

. In an area where there is a cholera epidemic, acute watery diarrhoea, with or without vomiting, in a
patient aged 5 years or more*

Laboratory criteria for diagnosis

Isolation of Vibrio cholerae O1 or O139 from stools in any patient with diarrhoea
Case classification

Suspected: A case that meets the clinical case definition

Probable: Not applicable

Confirmed: A suspected case that is laboratory-confirmed

Note: in a cholera-threatened area, when the number of “confirmed” cases rises, shift should be made to using
primarily the “suspected case” classification,

*Cholera does appear in children under 5 years; however , the inclusion of all cases of acute watery diarrhoea
in the 2-4 year age group in the reporting of cholera greatly reduces the specificity of reporting. For
management of cases of acute watery diarrhoea in an area where there is a cholera epidemic, cholera should
be suspected in all patients.

Recommended
case definition

RECOMMENDED TYPES OF SURVEILLANCE
Routine surveillance (This may be integrated with surveillance of diarrhoeal diseases, see acute watery
diarrhoea).

Immediate case-based reporting of suspected cases from periphery to intermediate level and central level. All
suspected cases and clusters should be investigated.

Aggregated data on cases should also be included in routine weekly/monthly reports from peripheral to
intermediate and central level.

International: /nitial suspected cases should be reported to WHO (mandatory)
Aggregated data on cases should be reported to WHO (mandatory)
Outbreak situations:
. During outbreak situation surveillance should be intensified with the introduction of active case finding
. Laboratory confirmation should be performed as soon as possible
Thereafter weekly reports of cases, ages, deaths, regions, and hospital admissions to be set up

Recommended types
of surveillance

RECOMMENDED MINIMUM DATA ELEMENTS
Case-based data for investigation and reporting
Age, sex, geographical information

Hospitalization (Y/N)

Outcome

Aggregated data for reporting

Number of cases by age, sex

Number of deaths

Recommended
minimum
data elements

RECOMMENDED DATA ANALYSES, PRESENTATION, REPORTS

Use weekly numbers, not moving averages

Case-fatality rates (graphs)

Weekly/monthly plots by geographical area (district) and age group (GIS) (graphs)
Comparisons with same period in previous five years

Recommended data
analyses,
presentation, reports

PRINCIPAL USES OF DATA FOR DECISION-MAKING
Detect outbreak, estimate the incidence and case-fatality rate
Undertake appropriately timed investigations

Assess the spread and progress of the disease

Plan for treatment supplies prevention and control measures
Determine the effectiveness of control measures

Principal uses
of data for
decision-making

SPECIAL ASPECTS

At least one reference laboratory in each country is recommended for species identification.

Once the presence of cholera in an area has been confirmed , it becomes unnecessary to confirm all
subsequent cases.; shift should be made to using primarily the “suspected” case classification.

Monitoring an epidemic should, however, include laboratory confirmation of a small proportion of cases on a
continuing basis

For countries where cholera is rare or previously unrecognized, the first cases should be confirmed by
laboratory diagnosis (including demonstration of toxigenic Vibrio choleraeO1 or 0139 in faeces if possible) .

Special aspects

CONTACT INFORMATION

Regional offices

See Regional Communicable Disease contacts on pages 18-23

Headquarters, 20 Avenue Appia, CH-1211 Geneva 27,

Communicable Diseases Surveillance and Response(CSR) Switzerland

E-mail: tikhomirov@who.ch / outbreak@who.ch

Tel: (41 22) 791 2688 / 2662 /2111 Fax: (41 22) 791 4893 / 0746 attn CSR

Contact information
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SURVEILLANCE ACTIVITIES: CRITERIA AND WHO DEPARTMENT

SELECTION CRITERIA LOCATION CONTACT

Targeted for eradication (9GPW 6.1)
- dracunculiasis DRA/CEE N. Zagara
- poliomyelitis HTP/NVAB B. Aylward

Targeted for elimination (9GPW 6.2)

- American trypanosomiasis/Chagas disease TDR/TDF A. Moncayo

- leprosy CDS/CEE D. Daumerie

- lymphatic filariasis CDS/CEE E. Ottesen

- measles HTP/NVAB A. Henao-Restrepo
- neonatal tetanus HTP/VAB M. Neill

Targeted for reduced incidence/prevalence (9GPW 6.3)

- hepatitis B HTP/VAB J. Wenger
- malaria CDS/CPC A. Rletveld
- tuberculosis CDS/CPC M. Raviglione

Targeted for reduced transmission (9GPW 6.4)
- AIDS/HIV CDS/CSR S. Lazzari
UNAIDS B. Schwartlander

Diseases submitted to International Health Regulations

- cholera CDS/CSR E. Tikhomirov
- plague CDS/CSR E. Tikhomirov
- yellow fever CDS/CSR R. Arthur

Other international surveillance/control programmes

- African trypanosomiasis CDS/CSR J. Jannin

- anthrax CDS/CSR O. Cosivi

- brucellosis CDS/CSR O. Cosivi

- CJD & variants CDS/CSR F. Meslin
CIP/RPC C. Bolis

- dengue CDS/CSR R. Arthur
CDS/CTD M. Nathan

- diphtheria HTP/VAB J. Wenger

- endemic dysentery CDS/CSR M. Neira

- Haemophilus influenzae type b disease HTP/VAB J. Wenger

- hepatitis C CDS/CSR D. Lavanchy

- influenza CDS/CSR D. Lavanchy

- leishmanialHIV co-infections CDS/CSR P. Desjeux

- leishmaniasis CDS/CSR P. Desjeux

- leptospirosis CDS/CSR O. Cosivi
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meningococcal meningitis (CSM)
onchocerciasis

pertussis (whooping cough)
rabies

salmonellosis (animal)
(foodborne)

schistosomiasis & intestinal parasites

CDS/CSR
AFRO/OCP
HTP/VAB
CDS/CSR
CDS/CSR
SDE/PHE
CDS/CPC

Surveillance by syndrome or transmission route

acute respiratory infections
antimicrobial resistance
anti-tuberculosis drug resistance
diarrhoeal diseases

foodborne diseases

sexually transmitted disease syndromes
viral haemorrhagic fevers

zoonoses not otherwise specified

Related global surveillance activities

cancer registry
health and demographic data, causes of
death, life tables, mortality trends

CHS/CAH
CDS/CSR
CDS/CSR
CHS/CAH
SDE/PHE
CDS/CSR
CHS/SHI

CDS/CSR
CDS/CSR

IARC*
EIP/GPE

* International Agency for Research on Cancer, Lyon, France

Regional surveillance

AFRO
EMRO
EURO
PAHO
SEARO
WPRO

E. Tikhomirov
A. Daribi

P. Duclos

F. Meslin

K. Stéhr

Y. Motarjemi

L. Savioli

D. Robinson
E. Tikhomirov
M. Espinal

J. Bryce

Y. Motarjemi
K. Stéhr

A. Gerbase
R. Arthur

F. Meslin

D. Parkin
O. Frank

P. Lusamba
B. Sadrizadeh
S. Litvinov

S. Corber

V. Kumar

R. Muto

17
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COMMUNICABLE DISEASE CONTACTS IN REGIONAL OFFICES

1. WHO REGIONAL OFFICE FOR AFRICA (AFRO) Member States

Algeria Eritrea Namibia

Angola Ethiopia Niger

Benin Gabon Nigeria

Botswana Gambia Rwanda

Burkina Faso Ghana Sao Tome and Principe
Burundi Guinea Senegal
Cameroon Guinea-Bissau Seychelles

Cape Verde Kenya Sierra Leone
Central African Republic Lesotho South Africa

Chad Liberia Swaziland
Comoros Madagascar Togo

Congo Malawi Uganda

Céte d'lvoire Mali United Republic of
Democratic Republic of the Congo ~ Mauritania Tanzania
Equatorial Guinea Mauritius Zambia

Mozambique Zimbabwe

Contacts

Dr A. Kabore, A/Director, Prevention and Control of Diseases (DDC)
Direct telephone: 1 407 73392 36 Fax: 1 407 733 9009
Dr P. Lusamba, A/Regional Adviser, Emerging and other Communicable
Diseases Control (EMC)
Direct telephone: 1 407 733 9338, 26311 40 38 23 Fax: 1 407 733 9009
E-mail: ADIKPETOE@WHO.ORG
LUSAMBAP@WHOAFR.ORG
SAMBAE@HTSD.COM at INET
ALEMUW@WHOAFR.ORG
Following the temporary closure of the AFRO office in Brazzaville, a temporary
office has been set up in Harare
Tel: 263 4 706 951/707 493 Fax: 263 4 705 619/702 044
If you experience difficulties in communicating with AFRO on disease surveillance
issues, please contact WHO, Geneva, Tel: 41 22 791 21 11/ 24142 / 2314;
E-mail: Surveillancekit@who.ch

Summary, AFRO Regional Plan for communicable disease surveillance

The main communicable diseases in the Region can be classified as follows:
targeted for eradication: dracunculiasis, poliomyelitis
targeted for elimination: leprosy, neonatal tetanus
epidemic-prone: bacillary dysentery, cholera, measles, meningococcal
meningitis, plague, viral haemorrhagic fevers, yellow fever.
Other diseases of public health importance: diarrhoea (<5yr), HIV/AIDS, STls
malaria, pneumonia, sexually transmitted diseases, trypanosomiasis,
tuberculosis, onchocerciasis.

Resolution AFR/RC48/R2 of the Regional Committee recommends that
Member States

1. Assess their surveillance systems for communicable diseases.

2. Assess the laboratory component of disease control programmes, including
drug resistance.

3. Take the necessary measures, including resource allocation, to implement
an integrated regional strategy for disease surveillance.

4.  Effectively participate in intercountry cooperation activities.

5. Make effective use of epidemiological data in decision-making, priority

setting and resource allocation.
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2. WHO REGIONAL OFFICE FOR THE AMERICAS (AMRO, PAHO)

Member States
Antigua and Barbuda Cuba Panama
Anguilla Dominica Paraguay
Argentina Dominican Republic Peru
Aruba Ecuador Puerto Rico*
Bahamas El Salvador Saint Kitts and Nevis
Barbados Grenada Saint Lucia
Belize Guatemala Saint Vincent and the
Bolivia Guyana Grenadines
Brazil Haiti Suriname
Canada Honduras Trinidad and Tobago
Cayman Islands, Chile Jamaica Turks and Caicos Islands
Colombia Mexico United States of America
Costa Rica Montserrat Uruguay
Nicaragua Venezuela
* Associate Member
France (French Guiana, Guadeloupe, Martinique)
Netherlands (Netherlands Antilles)
United Kingdom (British Virgin Islands)

Contacts

Dr S. Corber, Director, Communicable Disease Prevention and Control (HCP)
Direct telephone 001 202 974-3648 or 3643 Fax 001 202 974-3632
E-mail: CORBERST@PAHO.ORG

Dr G. Schmunis, Coordinator, Communicable Diseases program (HCP/HCT)
Direct telephone 001 202 974 32 72 Fax 001 202 974 36 88
E-mail: SCHMUNIG@PAHO.ORG

Dr. M. Libel, Communicable Diseases Program (HCP/HCT)

Direct telephone 001 202 974 31 29 Fax 001 202 974 36 88
E-mail: LIBELAMAR@PAHO.ORG

Dr. R. Rodriguez, Communicable Diseases Program (HCP/HCT)

Direct Telephone 001 202 974 34 94 Fax 001 202 974 36 88
E-mail: RODRIGRO@PAHO.ORG

Summary, AMRO/PAHO Regional Plan for communicable disease
surveillance:

1. Strengthen regional surveillance networks for infectious diseases in the
Americas. Surveillance networks are closely linked with reference
diagnostic support and function as early warning systems. An integrated
electronic platform will capture and disseminate via the Internet information
on the occurrence of selected infectious diseases and identified outbreaks.

2. Establish national and regional infrastructures for early warning and rapid
response to infectious disease threats through laboratory enhancement and
multidisciplinary training programs.

3. Promote the further development of applied research in the areas of rapid
diagnosis, epidemiology, and prevention. In addition to Region-wide
emerging infectious threats such as cholera, tuberculosis, and HIV,
disease-specific research priorities should be developed on a country-by-
country basis.

4. Strengthen regional capacity for implementation of prevention and control
strategies (action and feedback components of the Regional Plan of
Action).
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3. WHO REGIONAL OFFICE FOR THE EASTERN MEDITERRANEAN

(EMRO) Member States
Afghanistan Jordan Saudi Arabia
Bahrain Kuwait Somalia
Cyprus Lebanon Sudan
Djibouti Libyan Arab Jamahiriya Syrian Arab Republic
Egypt Morocco Tunisia
Iran (Islamic Republic of) Oman United Arab Emirates
Iraq Pakistan Yemen

Qatar

Plus: Palestine self-ruled area

Contacts

Dr M.H. Wahdan, Assistant Regional Director
Direct tel. 00 203 483 0039 Fax 00 203 48 21 545
E-mail: WAHDANM@WHO.SCIL.EG
Dr B. Sadrizadeh, Director, Integrated Control of Diseases
Fax 00 203 48 38 916

E-mail: SADRIZADEB@WHO.SCI.EG

Dr. E. El Samani, Regional Adviser/CSR

Direct telephone 00 203 4830096 Fax 00 203 4838916
E-mail: ELSAMANIF@WHO.SCI.EG

Summary, EMRO Regional Plan for communicable disease surveillance:

1. Develop a list of priority diseases for surveillance.

Develop guidelines for surveillance.

Develop national epidemic management systems.

Develop an efficient public information system.

Identify Regional collaborating centres and strengthen their role.
Develop a Regional rapid response system.

Strengthen communication channels between WHO and Member States.

Nooakowd
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4. WHO REGIONAL OFFICE FOR EUROPE (EURO) Member States

Albania Greece Republic of Moldova

Andorra Hungary Romania

Armenia Iceland Russian Federation

Austria Ireland San Marino

Azerbaijan Israel Slovakia

Belarus Italy Slovenia

Belgium Kazakhstan Spain

Bosnia and Herzegovina Kyrgyzstan Sweden

Bulgaria Latvia Switzerland

Croatia Lithuania Tajikistan

Czech Republic Luxembourg  The Former Yugoslav Republic

Denmark Malta of Macedonia

Estonia Monaco Turkey

Finland Netherlands ~ Turkmenistan

France Norway Ukraine

Georgia Poland United Kingdom

Germany Portugal Uzbekistan
Yugoslavia

Contacts

Dr S.K. Litvinov, Department of Infectious Diseases

Direct telephone: 00 45 39 17 13 52 / 14 15 (secretariat)

Fax: 00453917 18 51 E-mail: ski@who.dk

Dr. M. Ciotti, DID Tel: 00453917 14 15 Fax: 004539 17 18 51

E-mail: mci@who.dk

Summary, EURO Regional Plan for communicable disease surveillance

The work of WHO/EURQO’s Communicable Disease and Immunization
Programme focuses on the major regional public health problems in this area:
HIV/AIDS, tuberculosis, and diseases preventable by immunization (including
the eradication of poliomyelitis). Following political and socio-economic changes
in eastern Europe, many communicable disease problems have emerged or re-
emerged. These include:

epidemic diphtheria and syphilis

HIV among injectable drug users and other groups at higher risk

a dramatic increase in tuberculosis morbidity and mortality

the increasing occurrence of bacteria resistant to antibiotic treatment
the re-emergence of malaria in countries bordering EMRO and SEARO
outbreaks and epidemics of food- and water-borne diarrhoeal diseases

These make the programmes for surveillance and control of communicable
diseases in the eastern part of the Region a priority. The plan of work for the
biennium has been approved by the Regional Committee.
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5. WHO REGIONAL OFFICE FOR SOUTH-EAST ASIA (SEARO)

Member States
Bangladesh India Nepal
Bhutan Indonesia Sri Lanka
Democratic People's Republic of Korea  Maldives Thailand
Myanmar
Contacts
Dr Vijay Kumar, Director, Integrated Control of Diseases (ICD)
Tel: 00 91 11 331 7804 ext 523/524 Fax: 00 91 11 331 8412
Dr M.V.H. Gunaratne, Regional adviser on Communicable Diseases (CDG)
Tel: 91 11 3318412 Fax: 91 11 331 8607

E-mail: GUNARATNEM@WHOSEA.ORG

Dr A.G. Andjaparidze, Regional Adviser on Communicable Diseases (CDA)
Tel: 00 91 11 331 7804 to 7823 Fax: 00 91 11 331 8412

E-mail: ANDJAPARIDZEA@WHOSEA.ORG

Dr Deoraj (Harry) CAUSSY, Regional Epidemiologist

Tel: 00 9111 331 7804 to 7823 Fax: 00 9111 331-8412 and 8607
E-mail: CAUSSYD@WHOSEA.ORG

Should you experience difficulties in reaching the above,
call Fax 91 11 332 7972

Summary, SEARO Regional Plan for communicable disease surveillance

The region has adopted an integrated approach to combat communicable
diseases of public health importance. The regional priorities include:

The eradication or elimination of diseases such as dracunculiasis (India),
leprosy and poliomyelitis in the Region.

Reducing the burden of malaria and tuberculosis

Intensifying the prevention and control efforts for communicable diseases
that are major public health problems in the Region, through the establishment
of appropriate national and regional surveillance mechanisms.

Strengthening of surveillance and monitoring of priority communicable
diseases with a potential to spread rapidly and organising an effective response
to these disease outbreaks/epidemics through planning, monitoring and
evaluation of control programmes.

The following are regional strategies for the coming years towards the
prevention and control of communicable diseases:

Strengthen epidemiological surveillance.

Strengthen laboratory capabilities and services.

Establish rapid response mechanisms.

Monitor antimicrobial resistance.

Establish international disease surveillance networking.
Ensure advocacy and mobilization of international support.

oL =
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6. WHO REGIONAL OFFICE FOR THE WESTERN PACIFIC (WPRO)

Member States
Australia Malaysia Republic of Korea
Brunei Darussalam Marshall Islands Samoa
Cambodia Micronesia (Federated Singapore
China States of) Solomon Islands
Cook Islands Mongolia Tokelau*
Fiji Nauru Tonga
Japan New Zealand Tuvalu
Kiribati Niue Vanuatu
Lao People's Democratic  Palau Viet Nam
Republic Papua New Guinea
Philippines
*Associate Member
France (French Polynesia, New Caledonia, Wallis
and Futuna Islands)
Portugal (Macao)
United Kingdom (Pitcairn Island)

United States of America (American Samoa, Guam, Commonwealth of the
Northern Mariana Islands)

Contacts

Dr J.B. Bilous, Director, Communicable Disease Prevention and Control CDS (M)
Tel: 00632 528 8001 Fax: 00 632 521 1036

E-mail: bilousj@who.org.ph

A/Regional Adviser in Communicable Diseases, CDS (Dr Chris Maher)

Tel: 00 632 522 9964 Fax: 00 632 528 8001

E-mail: maherc@who.org.ph

Dr Reiko Muto, Associate Professional Officer, CDS

E-mail: mutor@who.org.ph

-Summary, WPRO Regional Plan for communicable disease surveillance

Measles surveillance

Poliomyelitis surveillance

Surveillance on antimicrobial resistance

STD/AIDS surveillance, including gonococcal infections

Surveillance on anti-malaria and anti-tuberculosis drug resistance

Influenza surveillance in China (human and animal strains)

For other selected infectious diseases, annual or monthly report of cases to
WPRO.

WPRO is also developing Creutzfeldt-Jacob disease (CJD) surveillance
mechanisms as part of global CJD surveillance (although CJD has not been
reported from the Region).
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B20-B21-B22-B23-B24 AIDS
(Acquired Immuno-Deficiency Syndrome)

RATIONALE FOR SURVEILLANCE

AIDS is a disease targeted for reduced incidence, prevalence and
transmission (9GPW, target 6.3). Control measures are based on prevention and
care strategies. Surveillance is necessary to assess national needs in education,
supplies, and health care and to anticipate spread in the community.
Surveillance will provide epidemiological data used for national prevention and
care plan and will be essential to evaluate the impact of control activities.

RECOMMENDED CASE DEFINITIONS

Different case definitions are used in different countries, depending on
population factors (children, adults, relative occurrence of opportunistic
infections) and on the laboratory infrastructure and training available. Current
case definitions include:

(1) CDC 1987 (4) WHO for surveillance (formerly

(2) CDC/CD4 Bangui/WHO/clinical)

(3) European (5) Expanded WHO for surveillance
(formerly Abidjan)

(6) Caracas/PAHO & revised Caracas/PAHO
(1-3: for sophisticated laboratory facilities) (4-6: for limited laboratory facilities)

1. Revision of the CDC surveillance case definition for the Acquired Immune Deficiency
Syndrome. Morbidity and Mortality Weekly Record, August 14, 1987, 36 (suppl.): 1S-15S.

2. Case definitions for infectious conditions under public health surveillance. Morbidity and
Mortality Weekly Record, May 2, 1987, 36 (RR-10): 5-6.

3. ANCELLE-PARK R. Expanded European AIDS case definition. Lancet, 1993; 341: 441.
AIDS Surveillance in Europe, Quarterly Report, 1993 (37).

4, BUEHLER JW, DE COCK K, BRUNET J-B. Surveillance definitions for AIDS. AIDS 1993,
7(suppl. 1): S73-S81.

WHO case definitions for AIDS surveillance in adults and adolescents. Weekly
Epidemiological Record, 1994, 69(37): 273-275.

5. Grupo de trabajo sobre definicion de casos de SIDA. Boletin epidemiologico de la OPS,
1989,10(4): 9-11 / Working group on AIDS case definition, PAHO Epidemiological Bulletin,
1989,10(4): 9-11.

WENIGER BG, QUINHOES EP, SERENO AB, et al. A simplified surveillance case definition of
AIDS derived from empirical clinical data. The Clinical AIDS Study Group, and the Working
Group on AIDS case definition. Journal of Acquired Immune Deficiency Syndromes, 1992,
5(12): 1212-1223.

6. BUEHLER JW, DE COCK K, BRUNET J-B. Surveillance definitions for AIDS. AIDS 1993,
7(suppl. 1): S73-S81.

1. 1987 CDC SURVEILLANCE DEFINITION FOR AIDS

1A. Without laboratory evidence of HIV infection (no other causes of
immune suppression)

Indicator disease diagnosed definitively

Candidiasis of the oesophagus, trachea, bronchi, or lungs
Cryptococcosis, extrapulmonary

Cryptosporidiosis with diarrhoea persisting >1 month

Cytomegalovirus diseases of an organ other than liver, spleen, or lymph
nodes in patient >1 month of age

Herpes simplex virus infection causing a mucocutaneous ulcer persisting
>1 month; or bronchitis, pneumonitis, or oesophagitis for any duration in a
patient >1 month of age

Kaposi sarcoma in a patient <60 years of age
Lymphoma of the brain (primary) affecting a patient <60 years of age
Mycobacterium avium complex or M. kansasii disease, disseminated (site

Pneumocystis carinii pneumonia
Progressive multifocal leukoencephalopathy

other than/in addition to lungs, skin, cervical or hilar lymph nodes)

25



WHO Recommended Surveillance Standards WHO/CDS/CSR/ISR/99.2

26

e

Toxoplasmosis of the brain in a patient >1 month of age

In children <13: 2 or more bacterial infections within a 2-year period
(septicaemia, pneumonia, meningitis, bone or joint infections...) or abscess of an
internal organ or body cavity — excluding otitis media or superficial abscesses.

1B. With laboratory evidence of HIV infection
Indicator disease diagnosed definitively

Coccidioidomycosis, disseminated (at a site other than or in addition to lungs
or cervical or hilar lymph nodes)

HIV encephalopathy

Histoplasmosis, disseminated (other than or in addition to lungs or cervical or
hilar lymph nodes)

Isosporiasis with diarrhoea persisting >1 month

Kaposi sarcoma at any age

Lymphoma of the brain (primary) at any age

Non-Hodgkin’s lymphoma

Any mycobacterial disease caused by other than M. tuberculosis,
disseminated

Disease caused by M. tuberculosis, extrapulmonary

Salmonella (non-typhoid) septicaemia, recurrent

HIV wasting syndrome

Indicator disease diagnosed presumptively

Candidiasis of the oesophagus

Cytomegalovirus retinitis with loss of vision

Kaposi sarcoma

Mycobacterial disease, disseminated

Pneumocystis carinii pneumonia

Toxoplasmosis of the brain in patient >1 month of age

In children <13: lymphoid interstitial pneumonia and/or pulmonary lymphoid

hyperplasia.

2. CONDITIONS ADDED TO CDC SURVEILLANCE DEFINITION FOR
AIDS WITH LABORATORY EVIDENCE OF HIV INFECTION (1B
above)

In addition to those in the surveillance definition:
CD4+ T-lymphocyte count <200 x 10%litre (or a CD4 percentage <14%)
Pulmonary tuberculosis
Cervical cancer, invasive
Recurrent pneumonia (more than one episode within a 12-month period)

3. EUROPEAN AIDS CASE DEFINITION

Same as revised CDC definition (2 above) without CD4+ T-lymphocyte count.

4. WHO CASE DEFINITION FOR AIDS SURVEILLANCE (formerly
BANGUI/WHO/CLINICAL)

WHO clinical case definition for AIDS in an adult or adolescents (>12 years
of age) when diagnostic resources are limited. For the purposes of AIDS
surveillance an adult or adolescent (>12 years of age) is considered to have
AIDS if at least 2 of the following major signs are present in combination with at
least 1 of the minor signs listed below, and if these signs are not known to be
related to a condition unrelated to HIV infection.

Major signs (2 signs or more):

Weight loss =210% of body weight
Chronic diarrhoea for >1 month
Prolonged fever for >1 month 