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FOREWORD 

 

In 1998, the World Health Organization (WHO) Regional Office for Africa (AFRO) together with 

technical partners adopted a strategy for developing and implementing comprehensive public 

health surveillance and response systems in African countries, initially called integrated disease 

surveillance (IDS). However, to highlight the linkage between surveillance and response, the 

strategy was later re-named integrated disease surveillance and response (IDSR). The first edition 

of the IDSR technical guidelines (2002) was widely adopted by Member States. Although progress 

towards a coordinated, integrated surveillance system was variable, almost every country in the 

region, invested human and material resources to strengthen capacities for public health 

surveillance systems in order to prevent, timely detect, and respond appropriately to public health 

threats.  

 

The coming into force, in 2007, of the international health regulations (IHR 2005), the 

emergence of new diseases, conditions and events and the formulation of strategies for disaster 

risk management (DRM) resulted in the need to revise the first edition of the IDSR guidelines. 

There was also a need to address the increasing burden of non-communicable diseases. Further, 

there was a need to strengthen community-based surveillance for early detection, rapid 

confirmation and response to public health threats. Moreover, alignment with broader system 

strengthening objectives was required. Hence, in 2010, the second edition of the IDSR guidelines 

was developed. 

 

Despite the availability of the IDSR technical guidelines, the region continues to face challenges 

in public health surveillance systems, with respect to the capacity to prevent, detect and respond 

to public health threats. The unprecedented Ebola Virus Disease (EVD) outbreak of 2014 in West 

Africa and other recent health emergencies has shown that the IHR (2005) have not been fully 

implemented in many Member States. Consequently, addressing health emergencies remains a 

major challenge, hence in 2019 the third edition of the IDSR technical guidelines was developed.  

  

In order to effectively build the capacity of member countries in the use of the third edition IDSR 

technical guidelines, the IDSR training modules have also been revised to the 3rd Edition IDSR 

Training Modules (TMs). 

 

Following my election, in January 2015, as Regional Director, after internal and external 

consultations in May 2015, unveiled the transformation agenda of the WHO secretariat in the 

African region, 2015–2020. One of the five interrelated and overlapping priorities in the 

transformation agenda is improving health security.  

 

I am glad to unveil the third edition of the IDSR training modules that has been prepared by the 

WHO Health Emergency (WHE) programme in the WHO African region with active participation 

and involvement of all clusters. In addition, there was active involvement of the WHO 

Headquarters, the Intercountry Support teams, and the hubs, the WHO country offices, Member 

states, as well as, the U.S. Centers for Disease Control and Prevention (CDC) and other relevant 

stakeholders. 

 

 



 

vi 

Many public health events (PHEs) and emergencies and their associated risk factors could be 

prevented or their effects mitigated. However, the health systems in most countries remain 

inadequate. To avert and mitigate the effects of future health security risks and emergencies, all 

Member States should implement the 3rd edition IDSR technical guidelines by training all health 

staff using these IDSR training course modules.   

 

Therefore, I urge all Member States to fully implement this third edition of the IDSR training 

modules everywhere in the WHO Africa region because they explicitly describe what needs to be 

established at each level of the health system in order to detect, confirm, and respond to 

diseases/health events that are responsible for all preventable illness, death and disability in local 

communities. 

 

The cost of good public health surveillance as a public health good is relatively very low compared 

to many other strategies. I appeal to all Member States, national, regional and international partners 

and funders that, we should begin the hard work now. Let us all embrace these IDSR training 

modules to strengthen capacities for preparedness, alert and response for health security in every 

place in the WHO African Region.  

 

The training modules should be used by:  

• health workers at all levels (including surveillance officers, clinicians, laboratory personnel 

and public health workers)  

• regional/provincial and district health teams  

• data managers  

• IHR National Focal Point and other sectors implementing IHR   

• competent authorities at points of entry  

• veterinary and wildlife health officers  

• environmental health officers  

• health training institutions  

• supply chain officers  

• other public health experts, including NGOs  

 

Finally, I appeal to you all to ensure that the third edition of the IDSR training modules are 

implemented within a broader context of health system strengthening; better coordination between 

human and animal health surveillance and other sectors involved in One Health approach; 

improved use of laboratory network capacity in surveillance and response; and better community 

engagement in public health interventions.  

 

 

 

Dr Matshidiso Moeti 

WHO Regional Director for Africa 
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MODULE 1:  IDENTIFY AND RECORD CASES OF PRIORITY  

DISEASES, CONDITIONS AND EVENTS 

 

1.1  Introduction 
 

The IDSR strategy incorporates both Indicator-Based surveillance (IBS) and Event-Based 

Surveillance (EBS) approaches to early detect priority diseases, conditions and events. This 

module describes how to identify priority diseases, conditions and events using standard case 

definitions i.e. using the IBS Approach. The module also gives guidance on establishing EBS and 

using this approach for alerts detection, triaging and verification to detect public health events. 

Furthermore, the module gives a description of procedures which need to be followed when 

planning for improvements of surveillance and response activities in your catchment area and 

emphasizes the role of laboratory in surveillance and response. 

 

1.1.1  Purpose of the module 

 

The purpose of this module is to provide guidance on how to use standard case definitions to detect 

priority diseases, conditions and events and also use EBS system for alerts detection, triaging and 

verification to detect public health events. Furthermore, it also aimed to give the procedures 

required to plan for improvements of surveillance and response activities at all levels of the health 

system and demonstrate the use of laboratory to confirm detected priority diseases. 

 

1.1.2  Learning Objectives 

 

By the end of this module, participants will be able to: 

(a) Use standard case definitions to identify diseases, conditions or events for reporting to the 

next level. 

(b) Establish Event-Based Surveillance (EBS) system 

(c) Use EBS for alerts detection, triaging and verification to detect public health events 

(d) Understand the procedures required to improve response activities in their catchment area 

(e) Involve the community in disease surveillance 

(f) Improve local laboratory capacity to detect priority diseases, events, and conditions 
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1.2  Participant’s Notes 
 

1.2.1  Definitions of the terminologies: Standard Case definition, events,  

alerts, triage and verification 
 

Definition of a standard case definition: 

(a) A standard case definition is an agreed-upon set of criteria used to decide if a person has a 

particular suspected disease or condition. The definition specifies clinical criteria and 

specifications on time, place and person. 

(b) Mostly used in IBS approach to detect diseases/conditions/events. 

 

Definition of an event: 

(a) An event as define by International Health Regulations (IHR) is “a manifestation of disease 

or an occurrence that creates a potential for disease”. It can include events that are infectious, 

zoonotic, food safety, chemical, radiological or nuclear in origin and whether transmitted by 

persons, vectors, animals, goods/food, or through the environment  

 

Definition of alerts 

(a) An alert is a piece of data and/or information considered as representing a potential acute 

risk to human health detected through any source (EBS or IBS). 

(b) Alerts are “raw data/information” and therefore need to be verified for their authenticity 

(veracity) and conformity (genuineness), by actively cross-checking the validity of the 

information with reliable sources. 

(c) All alerts may not become events and as such needs to be triaged and verified before response 

is initiated. 

(d) Examples are patterns of disease or other information representing potential acute risk to 

human health, such as an outbreak. 

(e) Alerts may consist of reports of cases or deaths (individual or aggregated), potential exposure 

of human beings to biological, chemical or radiological and nuclear hazards, or occurrence 

of natural or man-made disasters. 

 

Defininition of Triage: 

(a) The process of screening/sorting out the data and information collected in the detection step 

to identify any alerts that may be of public health importance:  

(i) i.e. The screening out of mild/irrelevant events from potential acute public health 

events and the cleaning to eliminate duplicates and correct obvious mistakes. 
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Definition of verification: 

Is the pro-active crosschecking of the validity of the alerts collected, by contacting the original 

source, additional sources or by performing field investigations. Verification requires that hoaxes, 

false rumours and artefacts are eliminated from further consideration. 

 

1.2.2  How diseases, conditions, and events come to the attention of the health system 

 

(a) Surveillance priorities may be communicable and non-communicable diseases, conditions 

or events that include national or local priorities such as acute outbreaks and deaths or events 

associated with human and/ or animal health events which might have direct consequence 

to human health.  

(b) An essential function of a public health surveillance system is to be vigilant in its capacity 

to detect not only known public health threats with established case definitions and formal 

reporting channels but also events or hazards that are not specifically included in the formal 

reporting system.  

(c) These may be events such as clusters of disease patterns or rumours of unexplained 

deaths. These diseases, conditions, and events may come to the attention of the health 

system in several ways. 

(d) For example: 

(i) A person falls ill and seeks treatment from a health facility. 

(ii) High rate of hospital admission for the same diseases or symptoms. 

(iii) Community members report unusual events or occurrences at local levels such as a 

cluster of deaths or unusual disease pattern to the health facility, or perhaps a school 

might report unusual absences due to similar signs and symptoms such as an influenza-

like illness (ILI).  

(iv) Health staff who conduct routine record reviews to find cases for a specific disease 

observe that cases of another priority disease have not been reported. For example, an 

officer who normally reviews the clinic register for cases of Acute Flaccid Paralysis 

(AFP) also sees that a case of cholera has also recently been recorded in the clinic 

register. 

(v) Health staff conduct routine record reviews of the laboratory register and observe 

recorded confirmed cases of priority diseases such as yellow fever or cholera. 

(vi) Radio, television, newspapers, or social media (WhatsApp, Facebook, etc.) report a 

rumour of rare or unexplained events in the area with potential exposure for humans. 

(vii) Vital events records show an increase in maternal deaths. 

(viii) Unusual reports of illness among health care workers.  

(ix) During analysis of the routine reports from all the facilities in the area, the district officer 

notices that other health facilities in the catchment area have also reported adult deaths 
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due to bloody diarrhoea which might signify there might be an outbreak of Bacillary 

dysenteriae or Eschericia coli. 

(x) An unusual death or number of deaths among animals, such as birds or rodents, or an 

unusually high number of sick animals presenting with the same symptoms. 

(xi) Environmental officers observed during assessment of water bodies, contamination 

which might due to chemicals like lead, or due to other related chemicals due to mining 

activities, which might be an early trigger for public health interventions. 

 

1.2.3  Indicator-based Surveillance (IBS) and Event-Based Surveillance  

(EBS) approches used to detect diseases, conditions, and events  

 

Note the following points: 

(a) The IDSR strategy employs both Indicator-based Surveillance (IBS) and Event-Based 

Surveillance (EBS) approaches to detect diseases, conditions, and events. 

(b) As part of efforts to increase the sensitivity of the surveillance system, all countries are 

encouraged to also establish EBS system alongside with the IBS at all levels of the health 

system i.e. at national, regional/provincial, district, health facility and community levels. 

(c) The IBS involves the use of standard case definitions to identify diseases, conditions, and 

events, whilst EBS uses alerts detection, triaging and verification to detect events. 

(i) In contrast to case definitions that are narrow and disease-specific, EBS requires the 

detection and immediate reporting of alerts, which are broad and indicate the 

possibility of a serious public health event. Alerts that are verified are classified as 

events. 

(d) IBS and EBS are integral component of the routine IDSR activities of the surveillance staff 

(e) Both IBS and EBS should use existing resources and infrastructure set aside for routine IDSR 

strategy. 

 

1.2.4  Use standard case definitions to identify diseases for reporting to the next level 

 

Importance of standard case definition: 

(a) To help decide if a person has a presumed disease, or to exclude other potential disease 

diagnoses. 

(b) To ensure that every case is diagnosed in the same way, regardless of where or when it 

occurred, or who identified it.  

(c) To initiate action for reporting, investigating, and responding promptly if the clinical 

diagnosis takes longer to confirm. 
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(d) To compare the number of cases of the diseases, conditions or events that occurred in one 

time or place with the number occurring in another time or place. Using standard case 

definitions is also important in implementing the International Heath Regulations (2005). 

 

Note these points: 

At all levels of heath care system including Port Health, community health staff and community 

focal persons must be aware and have copies of case definitions of diseases, condition or events. 

 

Role of communities in case detection: 

(a) Community members also play an important role in surveillance by facilitating early 

detection of and action to priority diseases, conditions and events. 

(b) Community members should be oriented in surveillance so that they actively participate in 

detecting, reporting, responding to and monitoring health events related to human or animal 

in their catchment area.  

(c) At community level, simplified case definitions are used to facilitate rapid detection of 

priority diseases conditions and events or other hazards in the community. Examples of 

community case definitions are in section 1, Annex 1B of the 3rd edition IDSR Technical 

Guidelines Booklet Two. 

 

NB: All cases (suspected, probable and confirmed) should always be recorded in a recognized 

facility register or logbook, and the IDSR reporting forms.  

 

1.2.4.1  One Health Approach in identification of events 

 

(a) The “One Health Approach” aims at applying a holistic approach in jointly detecting events 

and conducting risk assessment in responding to possible public health events occurring at 

the interface between humans, animals and the environment.  

(b) Detection of events under the One health approach thus require all levels from community, 

district, region and national to strengthen collaboration across sectors, and jointly share 

responsibility of detecting events which might have impact to human, animal and 

environment. 

(c) Examples include:  

(i) detection of a rabid animal, which can facilitate investigations of human cases of 

disease; or reports of animal illness can facilitate investigations of human cases, or 

reports of disease caused by exposure to chemical hazards within the environment. 

(d) Detection of events at Points of Entry also require a One Health Approach and this requires 

involvement of all relevant sectors such as Ministries responsible for health, agriculture, 

livestock, environment, immigration, and defence “All events detected should be shared with 

other sectors as part of the One health approach”. 
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1.2.4.2  How to make standard case definitions available at health facilities and communities 

 

Take these actions: 

(a) Distribute standard case definitions as well as registers for recording to health facilities.  

(b) Health facility personnel at all levels including Point of Entries should know and have 

available standard case definitions.  

(c) Prepare and distribute case definitions of priority diseases, conditions and some defined 

events to all health facilities e.g.  in the form of a poster or as a small pocket-sized booklet  

NB: Proposed case definitions based on established disease-specific programs are in 

Section 1, Annex 1A and Section 11 of the 3rd edition IDSR Technical Guidelines 

Booklets Two and Six. 

(d) Ensure that health facility personnel know the process for reporting including reporting 

levels. 

(e) Ensure also, the health facilities record rumours. 

(i) The registers, which are normally used in most countries, are the Outpatient 

Department (OPD) or Inpatient Department (IPD) registers.  

(ii) The surveillance officer should always liaise with the Health information focal person, 

to extract the IDSR priority diseases from the register. 

(f) Disseminate community case definitions and emphasize on the use of key signs and 

symptoms. 

(i) Provide information to community health workers, traditional healers, birth attendants, 

community leaders and community volunteers on how to recognize and report priority 

diseases, conditions or events to the health facility using posters, newsletters and 

announcements during meetings. 

(ii) Also provide also feedback methods and how timely information to the community 

will be done, as it will encourage community members to participate in surveillance 

and response activities.  

(iii) The case definitions for community level should be simpler than those used in health 

facilities. 

A list of examples of case definitions for use at the community level is in Section 1, 

Annex 1B of the 3rd edition IDSR Technical Guidelines Booklets Two. 

 

Your facilitator will present information about identifying sources of information for disease events 

in a community and about using standard case definitions at the district, health facility and 

community.    

You may also read this information in the 3rd Edition IDSR Technical Guidelines Booklet Two in 

section 1, pages XX to XX and review the points in Annex 1A.  
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1.2.5  Establishing Event-Based Surveillance (EBS) at all levels 
 

1.2.5.1  Functions of EBS at all levels 
 

Your Facilitator will use figure 1 below to illustrate the functions (Fn) of EBS at all levels: 

Figure 1: Functions of EBS at all levels of the health system 

1.2.5.2  Steps in establishing EBS at National/Regional/Provincial Levels 

 

Step 1: Establish EBS Hotlines and Media Scanning for alert Detection  

This step involves two major activities namely establishing EBS Hotlines and Media Scanning 

Centres as described below: 

 

A.  Establish EBS Hotlines: 

(a) A hotline is a phone line that the public can use to obtain information from an organization 

or to give the organization information. It is a short number to receive direct phone calls or 

information from social media platforms such as WhatsApp, Facebook, or Twitter.  

(b) It should be toll free (The cost of reporting alerts to public health authorities should be zero). 

Fn 5: Risk Assessment 

Fn 4: Verification (determine if an alert is true and confirm as an event) 

Fn 3: Triage (determine if alert is genuine PH event and not duplicate) 

Fn 2: Alert Reporting 

Fn 1: Alert detection (use of hotlines and media scanning) 

Your facilitator will explain to you the steps in establishing EBS at all levels of the health system 

in the next presentations 
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(c) It is recommended to have a single number that can be used as a hotline to make reporting 

easy to remember. The same number can be used for hotline, Short Message Service (SMS) 

and social media platforms to avoid confusion. For example, if the hotline number is 499, 

messages sent by SMS or Facebook Messenger should also be sent to the same number. 

(d) Community residents should be motivated to self-report events that may impact the public’s 

health, including emerging public health events or outbreaks. 

(e) Disseminate the hotline number by advocacy through health authourities, community health 

volunteers, non-governmental organizations, religious and other leaders, or schools and also 

advertise through messaging in local languages by TV, radio and newspapers. 

(f) Develop partnership with communication companies that can spread the hotline number by 

test messages to their clients. The messages sent should include the purpose of the EBS, the 

importance of immediately reporting alerts and how alerts can be reported. 

(g) Train a team of employees to operate the EBS hotline 24hours to respond to calls or request 

information from the community. 

 

The Call methodology:  

(a) The responder to the call should start by greeting and thanking them for their proactivity to 

report to the ministry of health or rellevant ministry hosting the hotline, conserning potential 

public health events. 

(b) Then the responder should follow a prepared set of questions that directly reflect the 

questions posed in the alert logbook. 

(c) The call should be ended by thanking the caller for their time , patience and proactivity. 

(d) The responder should directly register in the alert logbook the alerts that meet the pre-defined 

list of alerts. 

(e) Calls should be returned as soon as possible in situations where a call is interupted or 

disconnected or if calls are received while the responder is busy; this will ensure that all 

alerts are collected. 

 

The Messaging methodology:  

(a) Once an SMS or a social media message is received, an instant automated message should 

greet the sender, thank them and state that an operator will contact them. 

(b) Automated questions or responders can collect information from the sender. 

(c) Data should be registered directly in the alert logbook according to the pre-defined list of 

alert for the country. 

(d) Information about the sender should be collected for further communication and details 

about the alerts reported. A direct call to the sender may be needed if more information is 

required. 
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NB: Hotlines should be established at National, Regional/Provincial and District level. 

(a) At national level: The hotline with the call respondents can be established at the National 

Public Health Emergency Operation Centre (PHEOC) to capture and register alerts from the 

entire country. 

(b) At Regional/Provincial and District Level: The hotline can be established at the 

Regional/Provincial Health Authorities premises or at the Regional/Provincial PHEOC if 

available to capture and register alerts from the region/province. 

(c) At District Level: The hotline can be established at the District Health Authorities premises 

to capture and register alerts from the district including the health facilities and community 

focal persons. 

 

B.  Establish Media Scanning Centre: 

(a) Media are channels of general communication amongst a population and they act as 

gathering tools used to store and disseminate information or data. E.g. newspapers, 

magazines, TV, radio, bulletins and other printed forms of communication, as well as 

electronic or online sources. 

(b) Media scanning is an active process that should be performed using different media. 

(c) Media scanning is recommended to be performed at national level. 

(d) Train health personnel to conduct media scanning regularly e.g. daily. 

(e) The sources of media scanning can be official and non-official. 

(i) Official Media sources:  

• NB: Alerts detected from official sources are reliable and do not need further 

verification 

Examples of official media sources: 

• Websites of governmental sectors including, Ministries of health, Agriculture, 

Environment, foreign Affairs etc. 

• Websites for official organizations such as universities and international 

recognized centres of research 

• WHO Official websites for Early Warning e.g. WHO IHR Event Information Site 

for National Focal Points, which is secured platform accessible only to national 

focal points. 

• WHO Disease Outbreak News. 

• Websites for WHO regional offices e.g. AFRO, EMRO, EURO, SEARO, WPRO, 

PAHO. 

• Disease-specific websites e.g. Global Influenza Surveillance and Response. 

(ii) Unofficial Media sources: 

• NB: Alerts detected through these sources are not reliable and need to be 

verified. 
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Examples of unofficial media sources 

• Newspapers and magazines 

• Online content of TV and radio channels 

• Social media e.g. Facebook, Twitter 

• Unofficial websites e.g. ProMED, The Global Information Network (GPHIN), 

HealthMap, MEDISYS etc. 

 

Methods of online media scanning 

Online information scanning can be done manually and automatically. 

 

The Steps for Manual Scanning 

(a) Develop a checklist for scheduled (e.g. Daily) review of online sources. 

(b) Develop a list of prioritized alerts regarding strategies, capacities and resources of the 

country. 

(c) Develop a list for keywords related to the prioritized alerts including diseases, syndromes or 

events. 

(d) Visit all predetermined websites in the checklist of online sources to scan for keywords.  

 

The Automated scanning 

(a) There are multiple automated technological tools that can be used for scanning of online 

information from predefined sources. 

(b) These tools can save time and effort and support early detection of public health threats. 

 

(c) Examples of automated scanning are: 

(i) Rich site summary (RSS feeds) are standardized software tools that monitor the pre-

defined websites and inform the user with updates. 

(ii) Contributor-based sources are based on sharing information among health 

professionals, in which individuals collect information that can be accessed through 

shared feeds e.g. ProMed.  

(iii) Automated information feeds or services developed by governments or international 

organizations that collect health information from several sources and then can 

decrease time spent in scanning for individual sources. These are called data 

aggregators. 

 

Step 2: Alerts Detection 

(a) Alerts detection is the process of capturing information on the potential public health events 

reported to the hotline. 
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(b) Members of the general public may communicate with the hotline desk through phone calls, 

SMS, social media messaging or website chats. 

(c) The hotline desk team should filter received notifications from callers to determine which 

alerts are valid. 

(d) A list of alerts developed by national public health authourities should be provided to the 

hotline desk operators, or responders, so that they are able to continue with the registration 

of alerts. 

(e) The call responder or operator should register valid alerts in an alert logbook. 

(f) Alerts can also be detected by media scanning either manually or automated. 

(g) Examples of pre-detemined alerts: 

Code Alerts to be reported 

01 
Two or more persons presenting with similar severe illness in the same setting (e.g. household, 

workplace, school, street) within one week 

02 Unexplained large number of deaths of poultry, livestock, other domestic animals or wildlife 

03 Severe illness of a healthcare worker after exposure to patients with similar symptoms 

04 
One or more hospitalized patients with unexplained severe illness, including failure to respond 

to standard treatment 

 

Step 3: Registration of EBS alerts 

(a) Alerts that are captured from media and hotlines and correspond to the pre-defined list of 

alerts, should be registered in the alert book. 

(b) Each alert captured should include data about the alert’s detection, triage and verification, 

until the response.  

(i) Alert registration should include the minimum data set for tracking the alerts for 

example; 

(ii) Source/informant: Name, contact phone and time and date of the call/detection. 

(iii) Alert: when it happened, who was affected (cases, deaths) and where it starts and 

spreads. 

(c) Follow-up of the alert: Triage, verification, risk assessment and response. 

 

 

Your Facilitator will demonstrate how to complete the sample Alert Logbook for Hotlines 

and/or Media Scanning 
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Sample Alert Logbook for Hotlines and/or Media Scanning 

 

Alert Logbook for Hotlines and/ or Media Scanning 

[NB: This should be completed by The Call Responder/Designated Media Scanner] 

Variables Response 

1.     Source of Information:  

(a) Source: CBS, HEBS, Media Scanning, Hotline (This can 

be further categorized) 

 

(b) Reporter info: Employee at national team, community 

health volunteer, healthcare worker etc. 

 

(c) Date and Time: of detection/receiving alert 

(d) (DD/MM/YYYY and HH:MM) 

 

__ __/__ __/__ __ ____       __ __:__ __ 

(e) Reference/Contact: Link, Contact name and Phone 

number 

 

2.     Alert Information:  

(a) Alert Type: Human; Animal; Environmental  

(b) Alert: from the countries list of alerts  

(c) Location: details about the location that can follow the 

administrative levels 

 

(d) Date of start: when did this start  

(e) Cases: number of cases  

(f) Deaths: number of deaths  

(g) Description: narrative text for any further information 

including any response activities (by community or 

health authority or else 

 

3.     Follow up activities  

(a) Follow up: Discard, Monitor, Verify Date-Time: 

DD/MM/YYYY/ HH:MM 

 

__ __/__ __/__ __ ____       __ __:__ __ 

(b) Sent for verification: Yes/No 

Date-Time: DD/MM/YYYY/ HH:MM 

 

__ __/__ __/__ __ ____       __ __:__ __ 

(c) Verified: Yes/No Date-Time: DD/MM/YYYY/ HH:MM  

__ __/__ __/__ __ ____       __ __:__ __ 

(d) Risk Assessment: Very Low/Low/Moderate/High/Very 

High 

 

(e) Sent to Response: Yes/No 

Date-Time: DD/MM/YYYY/ HH:MM 

 

__ __/__ __/__ __ ____       __ __:__ __ 

(f) Response Status: Not started; Ongoing; Completed 

Date-Time: DD/MM/YYYY/ HH:MM 

 

__ __/__ __/__ __ ____       __ __:__ __ 
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Step 4: Conduct triaging of EBS alerts 

 

Conduct assessment of alerts for verification 

(a) If the alert matches with one of the priority alert for the country, the alert should immediately 

undergo verification. 

(b) If the alert is generically defined, e.g. an unusual event that may pose a public health threat, 

a qualified public health specialist or team leader should assess the alert to decide whether 

to discard the alert, or to proceed for verification. 

 

Step 5: Conduct Verification of EBS alerts 

(a) Verification is an essential step to confirm the validity of the captured alert and should be 

conducted by subject matter experts e.g. public health specialist. 

(b) Verification should be done at the local level nearest to the location of the alert. 

(c) If the alert is detected at national level, this is reported to the respective regional/provincial 

focal point (Regional/Provincial health Team) where the alert is located by phone call or 

SMS or email etc.  

(d) The Regional/Provincial Health Team then notifies the respective District Health Team. 

(e) Trained District Health Team with support from regional/national experts should conduct 

verification of the alerts. 

(f) All alerts should be verified within 24 hours. 

(g) Once an alert is verified and requires action, it is determined to be an event. 

(h) The District Health Team with support from regional/national experts should promptly start 

investigations by collecting further information in the field (conducting physical 

examinations, collecting lab samples etc.) using the existing respective IDSR case/event 

investigation forms. 

(i) The confirmed events that meet the standard case definition should be captured by the 

respective District Health Team in the IBS system and reported to the next level of health 

care system i.e. through the existing IDSR data collection tools and follow the IDSR 

reporting procedures (refer to section 2 of the 3rd edition IDSR Technical Guidelines 

Booklet Two) 

 

Step 6: Conduct risk assessment and characterization 

(a) Once an alert is verified as an event, risk assessment begins.  

(i) Risk assessment is a systematic and continuous process for gathering, assessing and 

documenting information to provide the basis for actions to manage and reduce the 

negative consequences of an acute public health event.  
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(b) The first risk assessment of an event should take place within 48 hours of the detection of 

one or more alerts. 

(c) The National team should lead the risk assessment with the respective regions/province 

health and district health team.  

(d) Every assessment is a process by which the available information about a real event is 

analysed and judgement is made as to whether it poses an immediate risk to public health. 

In this case full risk assessment is done (refer to section 4 of the 3rd edition IDSR Technical 

Guidelines Booklet Three).  

(i) For alerts that has been substantiated as true event but does not pose an immediate threat 

to public, the team should monitor the event and undertake risk assessments when new 

information becomes available. 

 

1.2.5.3  The steps in establishing EBS at district level 

 

(a) The steps in establishing EBS at district level follows similarly as at the national level. 

(b) However, the district level health authorities mostly receive EBS-related information in the 

form of alerts mainly from the health facilities and communities through phone calls/text 

messages/WhatsApp.  

(c) Receive and document alert reports. 

(i) Record verbal or written information from health facilities and communities about 

suspected outbreaks, rumours, unexplained events/alerts into the District log of 

suspected outbreaks (refer to Section 4, Annex 4A of the 3rd Edition IDSR Technical 

Guidelines Booklet Three). 

(d) The district health team should carry out the following functions: Triaging, Verification and 

Risk Assessment. 

(e) Triage alerts 

(i) When the district health team receive information about a reported alert, they should 

conduct triaging by asking the following questions: 

• Is the reported information relevant to early warning (i.e. could this alert be 

genuine public health event?) 

• Was this alert previously reported (i.e., is this alert a duplicate?) 

(ii) Triage can take place in person-field visit, by text messaging or over the phone. 

(iii) After triage: 

• If the report is not relevant or is a duplicate, then it can be discarded. There is no 

further action that is needed to be taken. 

• If the information is to be discarded, communicate the following information to 

the HEBS focal persons/Surveillance focal persons who reported the alert: 

▪ They should continue to monitor the situation and notify the district if the 

situation changes and alert is met. 
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▪ It is okay that they have reported an alert that has been determined to be false 

alert, and they are encouraged to continue reporting alerts when they are 

detected. 

• If the report is pertinent and is not a duplicate, then the information must be 

verified by the district health team that received the information about the alert. 

(f) Verify alerts 

(i) The district health team must verify all triaged alerts that are pertinent to EBS. 

(ii) The district health team receiving alerts from health facilities and communities must 

also verify these alerts before they are determined to be events. 

(iii) Verification is the determination that an alert is valid (i.e. it is not a false alarm or a 

false rumour), reliable, and that it corresponds to at least one of the alerts pre-defined 

for EBS implementation. 

(iv) Criteria for verification may include asking questions of those who have notified the 

alert to ensure that they have correctly understood the alert, whether or not the alert 

has been confirmed by at least two different sources, or the fact that the alert has been 

notified by a person with medical authority (e.g. veterinarian, physician or lab 

assistant. 

(v) To conduct verification, the district health team will ask questions of the person 

reporting the alert, and possibly other people as well. This can include the patient, the 

family and friends of the patient and/or other people within the community. 

(vi) Verification can take place in person by field visit or over the phone. 

(vii) Use the EBS verification tool. 

(viii) The result of verification is the confirmation that the alert is true or false. Once an alert 

is verified it becomes an event. 

(ix) After verification: 

• If the alert is considered to be a public health event, it is reported to immediately 

to the region/province. 

• If the alert is not considered to be a public health event, the situation will be 

monitored to ensure it does not become a public health event. 

• Record confirmed events in existing IDSR data collection tools and platforms and 

report to next level (Refer to section 2 of the 3rd Edition IDSR Technical 

Guidelines Booklet Two). 

(g) Conduct Risk Assessment as per the national guidance. 

Your Facilitator will demonstrate to you how to use the Event-Based Surveillance: Verification 

Tool to verify reported alerts 
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Sample of Event-Based Surveillance: Verification Tool 

 

When an alert is notified by a CBS Focal Person or health facility, District Health Team will 

use this tool to verify whether the alert is TRUE or FALSE  

 

The process of alert verification should answer three main questions: 

(a) Is the report accurate (i.e. True)? 

(b) Has the information been reported by a reliable source or sources? 

(c) Does the report meet the criteria for one or more alerts? 

The graphic shown below can be used to determine the outcome of the alert verification, 

once sufficient information has been collected and validated 

 

• Report is a hoax or a false 

rumour 

• Information has been 

reported by an unreliable 

source (e.g. by word of 

mouth) 

• Report does not meet pre-

defined alerts D
is

ca
rd

 i
f…

…
. 

ⅹ 
 

• Information is accurate and 

true 

• Report meets one or more 

pre-defined alerts 

• Information has been 

reported by a credible 

source or sources (e.g. 

community health volunteer, 

health facility focal point or 

key informants 

C
o

n
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s 
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n
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t 
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…
…

 
√ 
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1.2.5.4  The steps in establishing EBS at health facility level 

 

Note these points: 

(a) Indicator-Based Surveillance (IBS) in health facilities encompasses immediate, weekly or 

monthly reporting of pre-determined list of diseases based on case definitions. 

(b) Event-Based Surveillance (EBS) in health facilities (HEBS) trains clinicians, nurses, and 

other relevant healthcare professionals to report on pattern of disease alerts, such as a cluster 

of illnesses and is not disease specific. 

(c) EBS may allow for detection of emerging or re-emerging public health threats because it is 

not disease-specific, requires immediate notification, and is highly sensitive and broad. 

(d) Additionally, since reporting does not require laboratory results for reporting and relies on 

clinicians’ experience, EBS is more practical and fairly simple to establish and sustain. 

(e) Health facilities should participate in both IBS and EBS since the two complement each 

other leading to early detection of diseases, conditions and events. 

 

Note the steps for conducting EBS in health facilities 

 

Step 1: Alert detection 

(a) Select and train HEBS focal persons: Existing health facility surveillance focal persons can 

be trained to perform this role. 

(b) HEBS focal persons must inform other staff to immediately notify them when they see or 

hear about one of the alerts happening in their workplace. 

(c) Healthcare professionals including clinicians, nurses, and infection control officers should 

be sensitized to recognize alerts and report them immediately. 

(d) Detecting an alert means identifying or suspecting the occurrence of the pre-determined 

alerts designated by national public health authorities. 

(e) Examples of HEBS alerts: 

Code Health facility EBS alerts to be reported 

01 Any severe illness in health staff after taking care of a patient with similar illness 

02 Large, sudden increase in admission for any severe illness of the same type 

03 
Any severe, unusual, unexplainable illness including a failure to respond to 

standard treatment 

04 Increase use of a particular medicine 
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Step 2: Reporting alerts 

(a) Reporting alerts involves communicating with a HEBS focal person/surveillance Focal 

Persons in the health facilities who intend report to the district team immediately. 

(b) This can be done by telephone call, SMS, or in person, but it must happen immediately: on 

the same day and as soon as possible. 

 

Step 3: Triaging and verification 

(a) The district health team upon receipt of report of alerts should triage and verify all alerts 

within 24 hours of alert detection using the verification tool. 

(b) In case of true event immediate investigations and response measures is implemented as per 

the existing IDSR structures. 

(c) The district team should provide regular feedback to the reporting health facilities. 

 

1.2.6  Update district procedures for surveillance and response 

 

At least once a year, the district, region/province and national should update the information it has 

about its catchment area health facilities, Point of Entries, laboratories. This will enable you have 

up-to-date information about the target populations and public health activities in the district, 

region/province and the entire country.   

 

For example, target populations could include: 

(a) Children less than 5 years of age 

(b) School-aged children 

(c) Women of childbearing age 

(d) All adults and children of different age groups 

(e) People living in refugee settlements in your area 

 

Also include the location of major public health programs in your area such as public, private, and 

non-governmental organizations that provide clinical services or public health activities like clean 

water projects, immunization services, maternal and newborn care, or feeding malnourished 

children. 

 

Include in the update a list of the health facilities, Points of Entry and other locations that can 

report health information to the district.  Also update the list of focal surveillance officers in the 

district. Make sure that they know the priority diseases, conditions and events that are of concern 

and provide them with information about the case definitions and when to report. 
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Conduct risk mapping of all public health hazards as specified by IHR (2005), including chemical, 

zoonotic, radiological and nuclear. You can use the Strategic Tool for Assessing Risk (STAR), 

WHO, Draft Version, 3.3.1, July 2017 (Attached as reference material). 

 

Identify potential Community representatives that can be engaged in community-based 

surveillance: 

(a) Any community member acceptable by the community can be a community-based 

surveillance (CBS) focal point. 

(b)  They should be selected by the communities they live in so as to increase empowerment and 

ownership of CBS. 

(c) Keep an updated inventory of the selected people with their contact information, including 

the corresponding health facility. 

(d) Ensure they have a list of simplified community case definitions to facilitate case detection 

and reporting 

 

Distribute updated data collection forms, reporting tools, line listing registers and technical 

guidelines: 

(a) As you conduct updates of the catchment area description, check to see that all reporting 

sites have an adequate supply of surveillance reporting tools (forms, line list, registers or 

other means for reporting surveillance data to the district). 

 

 

1.2.7  The role of the laboratory in detecting priority diseases, conditions and events 

 

There are several diseases or conditions with signs and symptoms that are the same or similar to 

other diseases or conditions. For example, a child with fever and rash over the entire body might 

be diagnosed with measles, even though there could be several causes for the child’s clinical 

presentation. 

 

Laboratory confirmation of diagnoses of diseases, conditions and events under surveillance is 

essential for disease surveillance because laboratory results help to: 

(a) Accurately diagnose illness in an individual patient. 

(b) Verify the cause (or aetiology) of a suspected outbreak. 

 

Your facilitator will present information about improving procedures for surveillance in the district and 

the importance of involving the community.   

You may also read this information in the 3rd Edition IDSR Technical Guidelines Booklet Two, Section 

1, on pages XX to XX.   
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Your facilitator will present information about improving local laboratory capacity for 

surveillance and response in your district.  You will also hear information about the role of 

laboratories at each level of the health system and the importance of laboratory networks in 

your district or area.   

You may read this information in Section 1, pages XX to XX and Annexes 1D and 1E of the 

3rd Edition IDSR Technical Guidelines Booklet Two. 

When you have finished, you may begin Exercises 1, 2, 3, 4, 5 and 6. 

 

1.2.8  Practice Exercises (designed for direct training and modified for online mode) 

 

When you have finished reading the information, your Facilitator will introduce you to 

Exercises 1 to 6. 

 

1.2.8.1  Exercise 1 
 

 

 

Exercise 1 

 

In this exercise, you will practice identifying sources of information.   

 

Instructions: Read the short case study and answer the questions. When you have completed the 

exercise, your facilitator will conduct a group discussion. 

* * * * 

Case Study: 

 

A local radio station announced that a cluster of deaths from a mysterious disease occurred in 

Salgaa village. The patients are presenting with fever, headache, muscle pains and backache.  

According to the radio report, four adults and two children have died within the last four days.  

The district health authorities are investigating the outbreak. 
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Questions 

 

1. The district team has been gathering information to verify the report heard on the radio.  What 

are possible sources of information about health events in this district? 

 

 

 

 

 

 

 

2. What type of information would you gather from each of the sources you have listed? 

 

 

 

 

 

 

 

 

3. Think about the most recent outbreak or unusual health event that happened in your district. 

Describe the event and then list the sources of information your district team consulted. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Let your facilitator know when you have completed this exercise 
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1.2.8.2  Exercise 2 

 

Exercise 2 

 

In this exercise, you will practice finding case definitions in the Technical Guidelines.  

 

Instructions: In Table 1.1 below, there are columns with headings for a suspected case and a 

confirmed case definition at the district or health facility.  There is also a column for signs or 

symptoms that are used for reporting a suspected case by the community. In the following 

exercise, you will need to refer to Section 11 starting on page XX or Section 1, Annexes 1A and 

1B (pages XX through XX) of the 3rd Edition IDSR Technical Guidelines Booklets Six and Two 

to find the missing information. When you have located the missing definition, record it in the box 

below. The first example for cholera has been done for you.  

* * * 

Table 1.1:  Using Standard Case Definitions 

DISEASE DEFINING A 

CONFIRMED CASE PROBABLE CASE 
DEFINING A SUSPECTED CASE 

HEALTH FACILITY COMMUNITY 

Cholera A suspected case with 

Vibrio cholerae O1 or 

O139 confirmed by culture 

or PCR polymerase chain 

reaction and, in countries 

where cholera is not 

present or has been 

eliminated, the Vibrio 

cholerae O1 or O139 strain 

is demonstrated to be 

toxigenic 

A suspected case testing positive 

for Vibrio Cholerae O1 or O139 

by Cholera Rapid Diagnostic Test 

(RDT) 

OR 

A suspected case that is 

epidemiologically linked to a 

confirmed Cholera case 

In areas where a cholera outbreak 

has not been declared: Any 

patient aged two years and older 

presenting with acute watery 

diarrhoea and severe dehydration 

or dying from acute watery 

diarrhoea.  

In areas where a cholera outbreak 

is declared: any person presenting 

with or dying from acute watery 

diarrhoea. 

Any person with 3 or 

more loose stools within 

the last 24 hours 

Bacterial 

Meningitis  

   Any person with fever and 

neck stiffness 

Acute 

hemorrhagic 

fever syndrome 

   Any person who has an 

unexplained illness with 

fever and bleeding or who 

died after an unexplained 

severe illness with fever 

and bleeding 
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DISEASE DEFINING A 

CONFIRMED CASE PROBABLE CASE 
DEFINING A SUSPECTED CASE 

HEALTH FACILITY COMMUNITY 

Poliomyelitis   Any child under 15 years of age 

with acute flaccid paralysis or any 

person with paralytic illness at 

any age in whom the clinician 

suspects poliomyelitis. 

 

Dracunculiasis Confirmed case 

 

A case of guinea-worm 

disease is a person 

exhibiting a skin lesion 

with emergence of a 

Guinea worm, and in 

which the worm is 

confirmed in laboratory 

tests to be D. medinensis. 

That person is counted as a 

case only once during the 

calendar year, i.e. when 

the first worm emerges 

from that person. All 

worm specimens should be 

obtained from each case 

patient for laboratory 

confirmation and sent to 

the United States Centers 

for Disease Control and 

Prevention (CDC). All 

cases should be monitored 

at least twice per month 

during the remainder of the 

calendar year for prompt 

detection of possible 

emergence of additional 

guinea worms. 

   

Neonatal tetanus No laboratory 

confirmation 

recommended. 

   

Tuberculosis   Any person with a cough 3 weeks 

or more 
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1.2.8.3  Exercise 3 

 

 

Exercise 3 

 

In this exercise you will practice using case definitions to identify priority diseases for surveillance.   

 

Instructions: Read each short case story and answer the question.  You will need to use the list of 

case definitions in Section 1, Annexes 1A or 1B between pages XX and XX in the 3rd Edition 

IDSR Technical Guidelines Booklet Two to answer each question.  You can also look for the 

information in Section 11 of the 3rd Edition IDSR Technical Guidelines Booklet Six.  

*      *     * 

1. A health centre in your district has reported a suspected case of cholera to the district. What 

case definition should the health centre use to report the suspected case?  

 

 

 

 

 

 

 

2. You would like to ask the community to help identify possible cholera cases within the 

community.  According to Annex 1B, what signs and symptoms should communities use when 

they report information to the health facility?     
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3. Is this a definition that would be useful in communities in your district?  What are local terms 

for reporting these signs or symptoms? 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Let your facilitator know when you have completed Exercises 2 and 3. 
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1.2.8.4  Exercise 4 
 

 
 

Exercise 4 

 

In this exercise, you will review how standard case definitions are used in your district. 

* * * 

Instructions 

 

1. On the next page, look at Table 1.2 that lists priority diseases, conditions and events. Circle 

those that are included in the list of priority diseases, conditions and events in your district.   

 

 

 

 

 

2. Next to each disease that you circled in question 1, place a tick mark (√) to show whether 

reporting sites use a standard case definition to report cases or deaths to the district. 

 

 

 

 

 

3. How often do you update the description of key target populations in your catchment area?   

 

 

 

 

 

4. How often do you update the list of reporting sites in the district?   
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5. Do all sites know what diseases to report and the case definitions for reporting them?   

 

 

 

 

 

6. Do you include district laboratory sites in your list? 
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Table 1.2:  Priority diseases, conditions and events for Integrated Disease Surveillance  

and Response — 2018 

Epidemic prone diseases, 

conditions or events which 

require immediate reporting 

Diseases targeted for eradication 

or elimination 

Other major diseases, events or conditions 

of public health importance 

1. Acute haemorrhagic fever 

syndrome* 

2. Anthrax 

3. Bacterial Meningitis  

4. Chikungunya 

5. Cholera 

6. Dengue fever 

7. Diarrhoea with blood 

(Shigella) 

8. Listeriosis 

9. Malaria 

10. Middle East respiratory 

syndrome (MERS) 

11. Monkey pox 

12. Plague 

13. SARIs** 

14. Typhoid fever  

15. Yellow fever 

16. Zika virus disease 

 

Also:  

A cluster of deaths in the 

community (animal or human 

deaths) 

 

A cluster of unwell people or 

animals with similar symptoms 

 

*  Ebola, Marburg, Rift Valley, Lassa, 

Crimean Congo, West Nile Fever, 
Dengue 

 

**   National programmes may wish to 

add Influenza-like illnesses to their 
priority disease list 

 

 

1. Buruli ulcer  

2. Bacterial Meningitis  

3. Dracunculiasis (Guinea Worm 

Disease) 

4.  Leprosy 

5. Lymphatic filariasis 

6. Malaria 

7. Measles 

8. Neonatal tetanus 

9. Noma 

10. Poliomyelitis*** 

11. Onchocerciasis 

12. Rabies (Human) 

13. Trachoma 

14. Yaws and endemic syphilis or 

bejel 

 
***    Disease specified by IHR (2005) for 

immediate notification 

 

1. Acute and Chronic viral hepatitis 

2. Adverse events following immunization 

(AEFI) 

3. Diabetes mellitus (new cases) 

4. Diarrhoea with dehydration less than 5 

years of age 

5. Epilepsy 

6. Human Rabies 

7. HIV/AIDS (new cases) 

8. Hypertension (new cases) 

9. Injuries (Road traffic Accidents) 

10. Malaria 

11. Malnutrition in children under 5 years of 

age 

12. Maternal deaths 

13. Non-neonatal tetanus 

14. Perinatal deaths 

15. Severe pneumonia less than 5 years of 

age 

16. STIs 

17. Schistosomiasis 

18. Soil transmitted helminths 

19. Trachoma 

20. Trypanosomiasis 

21. Tuberculosis (new cases) 

22. MDR/XDR Tuberculosis 

Diseases or events of international concern 

Human influenza due to a new subtype*** 

SARS*** 

Smallpox*** 

Zika virus disease 

Yellow fever 

Any public health event of international or national concern (infectious, zoonotic, 

food borne, chemical, radio nuclear, or due to unknown condition. 

 

***  Disease specified by IHR (2005) for immediate notification 

Note:   It is important to remember that countries may select from this list according to national priorities and the epidemiologic 

situation. Disease-specific summary pages are available in Section 11 of the 3rd Edition IDSR Technical Guidelines 

Booklet Six. 
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1.2.8.5  Exercise 5 

 

Exercise 5 

 

In this exercise, you will work with a small group and practice finding information from the 3rd 

Edition IDSR Technical Guidelines about what is needed for laboratory confirmation of priority 

diseases. 

   

Instructions:  To do this exercise, you will record information about laboratory confirmation in 

the table that begins on the next page.  Decide on four diseases that are a priority in your district. 

Then, in the first column, write down in each row four important diseases from your district or 

area. Then each person in your group can pick one disease and record it in the table using 

information from Section 11 of the 3rd Edition IDSR Technical Guidelines Booklet Six. At the 

end of the exercise, each person will present the information they found to the rest of the group. 

In the first row, as an example, poliomyelitis has been done for you. 

 

* * * 
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Table 1.3: Laboratory Confirmation for Priority Diseases 

SUSPECTED DISEASE OR 

CONDITION 

DIAGNOSTIC 

TEST 

SPECIMEN TO 

COLLECT 

WHEN TO COLLECT HOW TO PREPARE, STORE AND 

TRANSPORT SPECIMEN 

RESULTS 

Poliomyelitis Isolation of polio 

virus from stool. 

Stool Collect a sample from every 

suspected AFP case. 

Collect 2 specimens 24 to 

48 hours apart within the 

first 14 days of onset of 

paralysis. 

• Place stool in clean, leak-proof container and 

label clearly. 

• Immediately place in refrigerator or cold box 

not used for storing vaccines or other medicines. 

• Transport specimens so they will arrive at 

designated polio laboratory within 72 hours of 

collection. 

• When there is a delay, and specimen will not be 

transported within 72 hours, freeze specimen at 

-20C or colder. Then transport frozen specimen 

with dry ice or cold packs also frozen at –20C 

or colder. 

Preliminary test results 

are usually available 14-

28 days after receipt of 

specimen by the 

laboratory. 

If wild polio virus is 

detected, the national 

program will plan 

appropriate actions. 

1. 

 

 

 

 

     

2. 

 

 

 

 

     

3.  

 

 

 

 

     

4. 
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1.2.8.6  Exercise 6 

 

Exercise 6 

 

In this exercise, you will review all of the skills you practiced in this module.   

 

Instructions:  Please read this case report and then answer the questions at the end of the 

report. Be prepared to contribute your answers to a group discussion. You will need to use the 

list of case definitions in Annexes 1A or 1B between pages XX and XX, Section 1 of the 3rd 

Edition Technical Guidelines Booklet Two to answer each question. You can also look for the 

information in Section 11 starting on page XX of the 3rd Edition IDSR Technical Guidelines 

Booklet Six. 

* * * * 

Human Influenza caused by a new sub-type 

 

On 17 January 2018 (3:00 am), a 23-year-old woman named Lambda died from severe acute 

respiratory illness. Her death occurred within 48 hours of admission to a private hospital.  The 

country, Ringah, had been experiencing an avian influenza outbreak among poultry. So the 

district team was asked to investigate Lambda’s death. 

 

The team learned that Lambda was first admitted for her illness to a private medical centre in 

Sondu city on 11 January 2018. She said her symptoms began on 8 January 2018. Her chief 

complaints were severe abdominal pain, high fever and vomiting. She developed cough and 

shortness of breath and was referred to a private hospital on 15 January 2018.  

 

At the private hospital, the attending physician suspected infection with avian influenza 

because the patient reported exposure history to poultry before her onset of illness. She had 

bought a chicken in the market on 21 December 2017, and during the return to Lambda’s home, 

the chicken died. Lambda was involved in de-feathering and preparing the chicken when she 

got home. Lambda was again involved in de-feathering and preparing poultry on 24 December 

2017. Lambda did not report any other exposure to poultry after those two events.  

 

The team also learned that the patient had been in close contact with her mother who died of 

acute viral pneumonia on 06 January 2018 (2:00 am). 

 

Due to the circumstances of her death and exposure, the private hospital immediately alerted 

the district health authorities after Lambda’s death. 

 

* * * * 
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You are a member of the investigating team in the district. Based on the information in the case 

report, please answer the following questions:  

 

1. What would be your suspected case definition? 

 

 

 

 

 

 

 

2. What sources of information would you consult during the investigation? 

 

 

 

 

 

 

 

3. What specimen(s) should be collected to confirm the diagnosis? 

 

 

 

 

 

 

 

 

4. How should the specimen have been prepared, stored and transported? 
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5. What steps could be done to improve reporting from the private health facilities where she 

sought care? 

 

 

 

 

 

 

 

 

 

 

 

 

6. What steps would you take to improve community surveillance for suspected cases or 

deaths due to priority diseases, conditions, or events? 
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1.3  Summary 
 

Points to remember: 

(a) The IDSR strategy uses both Indicator-based Surveillance (IBS) and Event-Based 

Surveillance (EBS) approaches to detect diseases, conditions, and events. 

(b) Use standard case definitions to ensure that cases and suspected cases are recorded 

accurately across your district. 

(c) Use EBS to detect and verify alerts for confirmation as public health event. 

(d) Update the information about your catchment area at least once a year so that you know 

who your target population is and the ongoing public health activities. 

(e) Make sure local laboratories are included in the surveillance and laboratory networks. 

 

1.4  References 
 

(a) Technical Guidelines for Integrated Disease Surveillance and Response (IDSR) Third 

Edition, WHO AFRO. 2019 

(b) International Health Regulations (2005) Third Edition, WHO. 2016 

(c) Early detection, assessment and response to acute public health events: Implementation 

of Early Warning and Response with a focus on Event-Based Surveillance. World Health 

Organization. 2014. 

(d) Guidance on using the “Rapid risk assessment, acute events of potential public health 

concern” template 

(e) Strategic Tool for Assessing Risk (STAR), WHO, Draft Version, 3.3.1, July 2017 
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MODULE 2:  REPORT PRIORITY DISEASES,  

CONDITIONS AND EVENTS 

 

2.1  Introduction 
 

Every level of the health system has a role in carrying out ongoing surveillance for priority 

diseases, conditions and events. If a disease is identified at a local level, for example, but the 

information is not reported to the next level, an opportunity for timely response is lost. Gathering 

data about diseases, conditions and events in a health facility, district or other administrative 

area helps the health management teams to use the data for action and to: 

 

(a) Identify emerging problems and plan appropriate responses. 

(b) Take action in a timely way. 

(c) Monitor disease trends in the area. 

(d) Evaluate the effectiveness of the response. 

 

The decision about what, when and where to report disease information will depend on specific 

disease control priorities and activities in your country or district. 

 

This module describes how to report priority diseases, conditions and events within the required 

timelines. National policy will determine reporting requirements and the public health events to 

be reported and whether data from the districts and health facilities are to be reported 

immediately, weekly, monthly, or quarterly.  

 

2.1.1  Purpose of the Module 

 

The purpose of this module is to provide guidance on how to report priority diseases, conditions 

and events through all the levels of the health systems. This module focuses on requirements for 

immediate reporting with case-based data and regular (weekly, monthly or quarterly) reporting of 

summary data. It is also introducing all the required IDSR reporting tools both paper and 

electronic. 

 

2.1.2  Learning objectives 

 

By the end of this module, participants will be able to: 

(a) Immediately report information about acute epidemic-prone diseases or events. 

(b) Immediately report information about diseases with the potential to be public health events 

of national or international concern. 
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(c) Regularly report summary disease information to the next level. 

(d) Understand the use of electronic tools to facilitate timely transmission of data to enable 

timely response to public health threats.  

(e) Review the flow of data to improve timely reporting in your area. 

 

2.2  Participant’s Notes 
 

2.2.1  Importance of reporting priority diseases, conditions and events to the next level 

 

(a) Public health surveillance involves data collection and data reporting at different frequencies 

for different purposes: 

(i) Immediate reporting of case-based information allows for early detection of 

unexpected or highly pathogenic/lethal public health events. 

(ii) All the diseases under immediate reporting should also be reported under aggregated 

weekly report in the IDSR Weekly Summary Reporting Form. 

(iii) Weekly aggregated reporting provides data for monitoring trends of diseases, 

conditions or events to early detect outbreaks.  

(iv) Monthly/quarterly aggregated reporting provides data for monitoring the health status 

of the population and impact of disease specific programs, and for planning allocation 

of resources. 

(v) Fulfils IHR (2005) requirements. 

(b) Reliable reporting provides information for surveillance officers, district or 

provincial/regional health authorities, competent authority at Point of Entry (PoE), program 

managers, the national IHR focal point, the WHO contact point and other health staff to: 

(i) Identify emerging problems and plan appropriate responses. 

(ii) Take action in a timely way. 

(iii) Monitor disease trends in the area. 

(iv) Evaluate the effectiveness of the response. 

 

2.2.2  Immediately report information about acute epidemic-prone diseases or events 

 

Immediate reporting means that information about a disease, condition, or event is reported to 

the next level as soon as an epidemic-prone disease is suspected or is otherwise required to be 

reported immediately because it is a potential public health event of national concern, or 

international concern (PHEIC), or required by the International Health Regulations (2005).   

 

(a) Information that is reported immediately, such as single case or clusters of reportable events, 

will generate an alert and initiate case-based reporting system. The information that is 

reported immediately is often referred to as case-based reporting.  This means that, specific 
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information about that suspected case or if it is a cluster, specific information of each of 

cases identified, will be collected thoroughly and reported to the next level. For events 

reported at PoE, information is reported to the next level (district in which the PoE is 

situated) as well as simultaneously to the IHR NFP.  

(b) If an immediately reportable disease, condition or other public health event is suspected, the 

health facility must report case-based information to the next level within 24 hours. 

The information is obtained through a preliminary investigation of the suspected case and 

includes: 

(i) Patient’s geographical location. 

(ii) Patient identification and demographic information. 

(iii) Information about onset of symptoms. 

(iv) History of vaccination (where applicable).  

(v) Information about any relevant risk factors. 

(vi) Information about contacts to the case(s). 

(vii) History of travel. 

(viii) History of exposure (e.g. Animal). 

(ix) Laboratory results (if available). 

(c) Ensure that adequate information is available for events which are reported, as some events 

might have a link with the Agricultural or Livestock sector or Food or environment or other 

sectors.  Such information sharing is crucial and should start at the community level, and 

subsequently at the district and region. 

 

Your facilitator will present an algorithm of reporting and methods of reporting 

immediate notifiable events/diseases.  

The procedure for Notifying a potential public health emergency of international 

concern under IHR 2005 will also be presented. 
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2.2.2.1  List of immediately reportable diseases, conditions and events 
 

Table 2.1: Diseases, Conditions or Events Requiring Immediate Reporting 

1. Acute haemorrhagic fever syndrome (Ebola 

Virus Disease, Marburg, Lassa Fever, RVF, 

Crimean-Congo)  

2. Adverse effects following immunization 

(AEFI) 

3. Anthrax 

4. Bacterial meningitis  

5. Chikungunya 

6. Cholera 

7. Dengue fever 

8. Diarrhoea with blood (Shigellosis) 

9. Dracunculiasis (Guinea Worm disease) 

10. Influenza due to new subtype  

11. Listeriosis 

12. Maternal death 

13. Measles  

14. Middle East respiratory syndrome (MERS) 

15. Monkey Pox 

16. Neonatal tetanus 

17. Perinatal death 

18. Plague 

19. Poliomyelitis (Acute Flaccid Paralysis) 

(AFP) 

20. Rabies (Human)  

21. SARIs  

22. SARS 

23. Smallpox  

24. Typhoid fever 

25. Yaws or endemic syphilis or bejel 

26. Yellow fever 

27. Zika virus disease 

28. Unexplained cluster of illness/death from 

human or animal/bird* 

29. Any public health event of international 

concern (infectious, zoonotic, food borne, 

chemical, radio nuclear or due to an 

unknown condition) 

 

* Examples of clusters can be: 

(a) Any of Cluster of illness or deaths among people living in the same community within a specific time period (for ex one week) 

(b) Unexplained cluster of deaths of animals/birds within a specific time period (for ex one week) 

(c) Illness or deaths among people after exposure to animals/birds  

(d) Healthcare workers illness after exposure to patients with similar illnesses 

(e) Unexpected increases in admission to healthcare facilities of persons with similar severe symptoms 

(f) Sudden illness in persons who have travelled out of the country within a specific period of time (for ex in the past 14 days) 

(g) Any unusual illness or sudden deaths in the community within a specific time period (for ex one week) 

(h) Unexpected large numbers of: 

(i) Children absent from school due to the same illness in the same seven-day period. 

(ii) Sales at pharmacies of many people buying medicines for the same kind of illness 

 

2.2.3  Report summary information for priority diseases, conditions and events 

 

(a) Summary information is the total number of cases (suspected and laboratory confirmed) 

and deaths seen in a particular time period (for example, weekly, monthly, or quarterly).   

(i) Routinely all Health facilities including referral or zonal or teaching hospitals should 

report summary totals weekly and monthly/quarterly to the district under which their 

catchment area belongs. 

• In countries with sub-districts, the health facilities can submit data summaries to 

the sub-districts for onward transmission to the districts. 
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(ii) Districts should aggregate reports from all reporting sites and provide summary totals 

to the provincial, regional or central level. 

(iii) Each level should note any unusual increases or events seen during analysis of monthly 

summary reports.  

(iv) The summary results should be analysed and the results used to monitor progress 

toward disease control targets, measure achievements of disease prevention activities 

in the district or region or province, and identify hidden outbreaks or problems so that 

a response action can be taken.  

(b) Weekly summary reporting 

(i) Weekly reporting provides data for monitoring trends of diseases or conditions in order 

to detect epidemics. 

(ii) After immediately notifying the next level about instances of immediately reportable 

diseases, conditions or events, collect and report weekly summary information of the 

event or disease or condition. 

(iii) All diseases under immediate reporting should be reported under aggregated weekly 

report in the IDSR Weekly Summary Reporting Form. 

• Ensure that WHO weekly reporting format is adhered to across all health facilities 

and districts to facilitate comparison within and between the facilities and districts. 

(refer to Section 2, Annex 2H of the 3rd Edition IDSR Technical Guidelines 

Booklet Two for the IDSR weekly summary form). 

(iv) Zero Reporting: During weekly reporting, use “zero reporting.” Zero reporting 

means that you should record a 0 (zero) on the reporting form when no cases of an 

immediately reportable disease have been diagnosed during the week. Submitting a 

zero for each immediately reportable disease when no cases were detected during the 

week tells the staff at the next level that a complete report has been filed.   

(c) Monthly summary reporting 

(i) Monthly reporting about other endemic diseases is used for monitoring progress with 

or impact of prevention and control activities. It can also assist the other levels in 

detecting emergent or unusual events 
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2.2.3.1  List of diseases and conditions requiring monthly or quarterly reporting  
 

Table 2.2: Diseases Requiring Monthly or Quarterly Reporting 

1. Acute and chronic viral hepatitis 

2. Buruli ulcer 

3. Diabetes mellitus (New cases) 

4. Diarrhoea with severe dehydration in children 

under 5 years of age 

5. HIV/AIDS (New Cases) 

6. Hypertension (New cases) 

7. Injuries (Road Traffic Accidents) 

8. Leprosy (quarterly) 

9. Lymphatic Filariasis 

10. Malaria 

11. Malnutrition in children under 5 years 

12. Epilepsy 

13. Noma 

14. Non-neonatal tetanus 

15. Onchocerciasis 

16. Severe pneumonia in children under 5 years of 

age 

17. Sexually transmitted diseases (STIs) 

18. Schistosomiasis 

19. Trachoma 

20. Trypanosomiasis 

21. Tuberculosis (quarterly) 

22. Underweight Newborns (less than 2500 g) 

 

 

2.2.4  Improve routine reporting practices 

 

(a) In some health facilities, more than one person may be responsible for recording information 

about patients seen in the facility. For example, the clinician records the patient’s name and 

diagnosis in a clinic register. Later in the day, a nurse tallies the number of cases and deaths 

seen in an outpatient service. The ward nurse tallies the number of admitted cases. 

(b) Each week, month, or quarter, a records clerk or statistician calculates summaries for all the 

diseases and records them in a standard form. Events should be aggregated separately from 

diseases. In case the health facility is equipped with computers, individual patient records 

should be entered, from which the IDSR priority diseases or conditions subset will be 

extracted and analysed to get the required weekly, monthly or quarterly compilations. 

(c) In outbreak scenarios, isolation units that are separate from health facilities can be opened, 

and they will use a different register to record diseases or events. It is important that this 

information be captured in the overall IDSR weekly, monthly or quarterly summaries. 

Your facilitator will present information about reporting case-based information to the 

next level, demonstrate the paper-based IDSR reporting forms and introduce the use of 

electronic tools for reporting (Electronic IDSR: e-IDSR).  

You will also be given presentations on the purpose and procedures for reporting summary 

information to the next level.  

You may also read this information in Sections 2 and 9 of the 3rd Edition IDSR Technical 

Guidelines Booklets Two and Four.    
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Your facilitator will present information about improving reporting practices in your area 

and making effort on strengthening linkages between Laboratory and Surveillance 

information. The need to conduct regular data quality audits at the reporting sites will also 

be emphasized. You may also read this information in the 3rd Edition IDSR Technical 

Guidelines Booklet Two Section 2, on pages XX to XX and Annex 2H. 

 

2.2.5  Practice Exercises (designed for direct training and modified for online mode) 

 

General Instructions: Your Facilitator will ask you to get into five (5) small groups of a minimum 

of three (3) people and each group assigned an exercise from exercises 1 to 5 below. Each group 

should select a leader and a rapporteur (The leader moderates the group discussions whilst the 

rapporteur documents the agreed answers by the group). Each group has about 45 minutes to read, 

discuss and answer all questions to the assigned exercise, after which the group leader presents 

during plenary discussions. Your Facilitator will then moderate plenary discussions and provide 

the correct answer to each question. 

 

Instructions for exercises 1, 2 and 3: In these exercises, you will decide whether a disease, 

condition or event requires immediate, weekly or monthly reporting, or if the event is a possible 

public health event of international concern.  There are case studies to exercises 1, 2 and 3. Read 

each case story and answer the questions that follow each one.  To answer these questions, refer 

to Section 2 of the 3rd Edition IDSR Technical Guidelines Booklet Two.  

 

Also refer to Annexes of Section 2 in the 3rd Edition IDSR Technical Guidelines Booklet Two: 

(a) Annex 2A: IHR 2005 decision instrument (or can also be seen in Annex 2 of the IHR 2005, 

third edition, WHO 2016). 

(b) Annex 2F: IDSR immediate case-based reporting form. 

(c) Annex 2G: IDSR case-based laboratory reporting form. 
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2.2.5.1  Exercise 1  

 

 

 

Exercise 1 

* * * * 

Exercise 1 Case study 

 

On 10 January 2018, Amina, a 25-year-old fish monger from Bibi neighbourhood in Kati town 

(Njali District) reported to Kati Health centre complaining that she has had watery diarrhoea for 

the past two days.  She had also vomited twice that morning. She lived in the same household with 

her three children, husband and her step-mother. There have been episodes of cholera in a 

neighbouring Bahati district in the last 3 months. Amina travelled there three days ago to go to her 

auntie’s funeral.  

 

1. When should the health staff report this case to the next level? 

 

 

 

 

 

 

 

2. What information should be collected and reported about this case? 

 

 

 

 

 

 

 

 

 

3. Use information from Amina’s case to record information on the form that is on the next 

page. You may need to leave some rows blank because you may not have all of the 

information you need.  
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IDSR Case Report Form 

Variables / Questions Answers  

XX Record's unique identifier (YYYY-WEEK-CCC-PPP-DDD-Case nnn)  

1 Reporting Country           

2 Reporting Province/Region         

3 Reporting District  

4 Reporting Site (Health Facility, Camp, …)  

5 Disease/Event (diagnosis): *  

6 In-patient or Out-patient?  

7 Date seen at health facility (day/month/year)  

8 Patient Name(s)  

9 Date of Birth (day/month/year)  

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

11 Sex:   M=Male   F=Female  

12 Patient’s residence: Name of Community/Neighbourhood  

13 Name of Town/City  

14 Name of District of residence  

15 Urban/Rural?  (U=Urban   R=Rural)  

16 
Address, (cell)phone number … If applicable, name of mother and father if neonate or 

child 
 

17 Occupation  

18 Date of onset (day/month/year) of first symptoms    

19 Travel history (Y or N), if Yes, state destination  

20 Number of vaccine doses received in the past against the disease being reported**  

21 Date of last vaccination  

22 Date specimen collected  

23 Date specimen sent to lab  

24 Laboratory results  

25 Outcome: (Alive, Dead, Transferred out, Lost to follow-up or unknown)  

26 
Final Classification: Confirmed, Probable, Compatible, Discarded, Suspected or 

Pending 
 

27 Date health facility notified District (day/month/year)                                                                  

28 Date form sent to district (day/month/year)     

29 Person completing form: name, function, signature  

*    Disease/Event (Diagnosis): 

AFP, Anthrax, Cholera,  Bloody Diarrhoea, Dracunculiasis (Guinea Worm Disease), Neonatal Tetanus, Non-

neonatal Tetanus, Measles, Meningitis, Yellow fever, Dengue, Chikungunya, Viral Haemorrhagic Fever, Plague,  

Any other event or disease of public health importance (Specify). 

** Measles, Neonatal Tetanus (TT in mother), Yellow Fever, and Meningitis, etc.  

For cases of Measles, NT (TT in mother), Yellow Fever, and Meningitis; 9=unknown.  

For Measles, TT, YF- documented by card. For Meningitis, by history.)  
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2.2.5.2  Exercise 2  

 

 

 

Exercise 2 

Exercise 2 Case study 

 

In September 2017, a ship offloaded more than 500 tons of toxic waste in a country named Majani. 

The waste was transferred into tankers owned by a local firm. The agreement was that the waste 

would be treated and disposed of safely. Over a period of one week following the offloading, 

approximately 600 to 1000 people presented at the local teaching hospital for assessment and 

treatment. The patients included adults, many children and young infants. There were three deaths 

reported, and these were patients who had died one day after presenting with acute symptoms of 

nosebleed, nausea and vomiting, headache, skin lesions, eye irritation and respiratory distress.  

Initial laboratory analyses indicated that the substances had a strong smell and consisted of many 

toxic chemicals including organochlorines and hydrogen sulphide.  There were reports that public 

authorities may have authorized local dumping of the substances because they were told it was 

sewage. 

 

1. When should the health staff have reported this case to the next level? 

 

 

 

 

 

2. What information should be collected and reported about this event? 
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3. What questions do you think the national IHR Focal Point should ask about this case? Refer 

to the IHR decision instrument at the end of this module on pages 58 to 60 or Annex 2A of 

the International Health Regulations (2005)  

 

 

 

 

 

 

 

 

 

 

2.2.5.3  Exercise 3  

 

 

Exercise 3 

* * * * 

Exercise 3 Case study 

 

On 17 of January 2017(3.00 am), a 23-year-old woman named Lambda died from severe acute 

respiratory illness. Her death occurred within 48 hours of admission to a private hospital. The 

country, Ringah, had been experiencing widespread infection of avian influenza outbreak among 

poultry. So the district team was asked to investigate the case. 

 

The team learned that Lambda was first admitted to a private medical centre in the city Sondu for 

her illness on 11 January 2017. She said her symptoms began on 8 January 2017. She developed 

a high fever (above 380C), cough and shortness of breath and was referred to a private hospital on 

15 January 2017.  

 

At the private hospital, the attending physician suspected infection with avian influenza because 

the patient reported exposure history to poultry before her onset of illness.   She had bought a 

chicken in the market on 21 December 2016, and the chicken had died during the trip back to her 

home. She was involved in de-feathering and preparing the chicken when she got home. She was 

again involved in de-feathering and preparation of poultry on the 24 December 2009.  Lambda did 

not report any other exposure to poultry after that (e.g., in the week before onset of her illness).  
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The team also learned that the patient had been exposed to her mother who died of acute viral 

pneumonia on 06 Jan 2017 (2:00 am). 

 

Due to the circumstances of her death and exposure, the private Hospital immediately alerted the 

district health authorities after Lambda’s death. 

 

1. Use the information above to fill in the form on the next page.  

 

 

 

2. What additional information is needed to complete the form? 
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IDSR Case Report Form 

Variables / Questions Answers  

XX Record's unique identifier (YYYY-WEEK-CCC-PPP-DDD-Case nnn)  

1 Reporting Country           

2 Reporting Province/Region         

3 Reporting District  

4 Reporting Site (Health Facility, Camp, …)  

5 Disease/Event (diagnosis): *  

6 In-patient or Out-patient?  

7 Date seen at health facility (day/month/year)  

8 Patient Name(s)  

9 Date of Birth (day/month/year)  

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

11 Sex:   M=Male   F=Female  

12 Patient’s residence: Name of Community/Neighbourhood  

13 Name of Town/City  

14 Name of District of residence  

15 Urban/Rural?  (U=Urban   R=Rural)  

16 
Address, (cell)phone number … If applicable, name of mother and father if neonate or 

child 
 

17 Occupation  

18 Date of onset (day/month/year) of first symptoms    

19 Travel history (Y or N), if Yes, state destination  

20 Number of vaccine doses received in the past against the disease being reported**  

21 Date of last vaccination  

22 Date specimen collected  

23 Date specimen sent to lab  

24 Laboratory results  

25 Outcome: (Alive, Dead, Transferred out, Lost to follow-up or unknown)  

26 
Final Classification: Confirmed, Probable, Compatible, Discarded, Suspected or 

Pending 
 

27 Date health facility notified District (day/month/year)                                                                  

28 Date form sent to district (day/month/year)     

29 Person completing form: name, function, signature  

*    Disease/Event (Diagnosis): 

AFP, Anthrax, Cholera,  Bloody Diarrhoea, Dracunculiasis (Guinea Worm Disease), Neonatal Tetanus, Non-

neonatal Tetanus, Measles, Meningitis, Yellow fever, Dengue, Chikungunya, Viral Haemorrhagic Fever, Plague,  

Any other event or disease of public health importance (Specify). 

** Measles, Neonatal Tetanus (TT in mother), Yellow Fever, and Meningitis, etc.  

For cases of Measles, NT (TT in mother), Yellow Fever, and Meningitis; 9=unknown.  

For Measles, TT, YF- documented by card. For Meningitis, by history.)  
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2.2.5.4  Exercise 4  

 

 

Exercise 4 

* * * * 

Instructions: There are two parts to this exercise.  In Part A, you will look at a list of priority 

diseases, conditions and events. You will use your experience from your own district (or facility) 

to record how often you report information about each disease to the next level. Then you will 

compare your answer with the recommendation in the guideline. You may do this exercise 

individually or in a small group with others who work in the same district or area as you. Part B 

begins on page 52. 

*  *  *  * 

 

Part A 

 

Table 2.3:  Reporting Priority Disease Information to the Next Level in Your Country 

Disease 

Is this a priority 

disease or 

condition in your 

country? 

How often are they 

reported to the next 

level? 

What is the 

recommendation for 

frequency of reporting 

from your national IDSR 

guidelines? 

Cholera    

Bacterial meningitis    
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Disease 

Is this a priority 

disease or 

condition in your 

country? 

How often are they 

reported to the next 

level? 

What is the 

recommendation for 

frequency of reporting 

from your national IDSR 

guidelines? 

Viral Haemorrhagic Fevers (Ebola, 

Marburg, Rift Valley Fever) 
   

AFP (Suspected Poliomyelitis)    

Dracunculiasis (Guinea Worm 

Disease) 
   

Neonatal tetanus    

Tuberculosis    
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Part B 

 

Instructions: In this part of the exercise, answer the following questions using information about 

your own district (or facility). Be prepared for a group discussion when everyone has completed 

this part of the exercise.  

 

1. What diseases or conditions do you report to the next level at least weekly?  How do you 

report weekly data to the next level? Is there a standard form that you use? What methods of 

communication do you normally use for weekly reporting? 

 

 

 

 

 

 

 

 

 

 

 

 

 

2. What diseases or conditions do you report to the next level at least monthly?  How do you 

report monthly data to the next level? Is there a standard form that you use? What methods 

of communication do you normally use for monthly reporting? 
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3. What diseases do you report immediately in your district?  Do you report case-based data?  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

4. Have you ever needed to report an unusual event or cluster due to an unknown cause?  What 

were the signs and symptoms that you reported?   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Let your facilitator know when you are ready for the group discussion. 
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2.2.5.5  Exercise 5  

 

Exercise 5 

 

* * * * 

Instructions: You will use information from your own district or facility to complete an IDSR 

data quality checklist in Table 2.4 on the next page. You will ask questions on data collection to 

identify cases and thoughts on possible problems in data collection. You will determine if the 

required IDSR data collection and reporting tools are available. You may need to volunteer some 

of the answers to generate a discussion to identify forms that are usually available, those that are 

not usually available and some of the problem-solving actions that you have taken. 

 

* * * * 
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Table 2.4:  IDSR data quality checklist 

District Level IDSR Data Quality Audit Checklist 

 

Name of Reporting Officer: _________________________________________________ 

 

Contact Phone Number: ______________________E-mail: ____________________ 

 

Health Facility: __________________________District: ________________________ 

 

Region/Province:___________________________________Date:__ __/__ __/__ __ __ __ 

 

Persons Met and Title 

 

 

 

 

 

 

CORE ACTIVITY  
THINGS TO LOOK IN THE FACILITY 

NOTES 
General 

1. DATA COLLECTION 

TO IDENTIFY 

SUSPECTED CASES 

WITHIN HEALTH 

FACILITY 

1. Is there an information flow for reporting to the district 

level (diagram or description)?  

 

2. How frequently do you review and collect data (e.g., daily, 

weekly, monthly)? 

 

3. Is there a list of the country’s notifiable diseases?  

4. Is there a list of priority reportable 

diseases/conditions/events? 

 

5. For each priority reportable disease, condition or event, 

does this facility have case definitions for suspect and 

confirmed cases? 

 

6. Priority Reportable Diseases/conditions/events with case definitions 

Disease (examples only. Please 

modify list for your setting.) 
Yes No Notes 

AFP (Suspected Polio)    

Tuberculosis    

Viral Haemorrhagic Fever e.g. Ebola    

Yellow Fever    

Monkey Pox    

Others specify 
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 Case Based Reporting or Line List Form, IDSR 

weekly/monthly summary forms 

 

(a) Is the cased-based form or line listing form or IDSR 

weekly/summary form paper-based or electronic? 

 

(b) If paper based, do you have adequate supply of case-

based reporting or line listing forms?  

 

(c) Is your facility using them?  

(d) Do you get feedback about the final diagnosis?  

 

Thoughts on Possible 

problems in data collection 

process 

Examples: 

• Unsystematic data 

collection and reporting 

procedures due to HCW 

not knowing 

• Lack of lab results due to 

lack of feedback from 

higher levels or from the 

requested lab 

List possible causes of omissions or problems. 

List recommended solutions, including target date and person responsible. 

 

 

 

 

2. RECORDING OF CASES 

1. For suspected cases, what material is reviewed to 

determine suspected cases (e.g. patient chart/folder/card, 

facility record, case based form, line list)? 

 

2. For suspected cases, how was diagnosis assessed (e.g., 

laboratory confirmatory tests, patient signs and/or 

symptoms, patient history, or consultation)? 

 

3. Are priority reportable diseases recorded in the health 

facility register or facility line list according to the country 

 

4. Select randomly 3 priority diseases; verify how they are  

diagnosed and recorded 

 

Thoughts on Possible 

problems in recording of 

cases e.g.  

Lack of documentation/ 

recording data or files are lost, 

poorly completed forms 

(missing values, etc.), 

non-entered forms (e.g. 

presence of blanks),  

List possible causes of omissions or problems 

List recommended solutions, including target date and person responsible 
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3. REPORTING 

1. Who is responsible to report priority reportable 

diseases (health care provider, laboratory, institution)? 

 

2. When was the last time a supervisor made a site visit to 

your facility? 

 

3. How often do you report information to the next level?  

4. Is there a standard method for reporting each 

immediate reportable disease? 

 

5. Is there a standard method for summary reporting each 

priority disease? 

 

6. Is there a standard method of reporting an outbreak?  

7. Is the report case-based or aggregate format?  

8. Is the reporting protocol process mapped out or 

summarized in narrative format and readily visible in 

the facility (e.g., on the wall)? 

 

9. For notifiable diseases, are “0” cases recorded and 

reported? 

 

10. Are number of cases of notifiable diseases seen at the 

facility within a specified reporting period same as that 

reported to the district level? (Randomly select 3 

notifiable diseases and verify) 

 

11. Are each of the immediately reportable diseases 

consistently reported in a timely manner? 

 

Immediately Reportable Diseases 
Notes 

Disease Yes No 

    

    

    

    

List findings seen 

E.g.: Under-reporting or over-

reporting of cases, duplicate 

reporting, untruthful reporting, 

(e.g. reporting zero, while 

there is an ongoing outbreak 

of epidemic prone diseases), 

inconsistent reporting formats 

(forms), late 

submission/reporting, 

inconsistent reporting periods.  

 

Thoughts on Report 

List possible causes of omissions or problems 

List recommended solutions, including target date and person responsible 
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2.3  IHR Decision Instrument 

 

 

 

Decision instrument for the assessment and notification of events that may constitute a public 

health emergency of international concern 
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EXAMPLES FOR THE APPLICATION OF THE DECISION INSTRUMENT FOR THE 

ASSESSMENT AND NOTIFICATION OF EVENTS THAT MAY CONSTITUTE A PUBLIC 

HEALTH EMERGENCY OF INTERNATIONAL CONCERN 

 

The examples appearing in this Annex are not binding and are for indicative guidance purposes to assist 

in the interpretation of the decision instrument criteria. 

 

DOES THE EVENT MEET AT LEAST TWO OF THE FOLLOWING CRITERIA? 

Is
 t

h
e 

p
u

b
li

c 
h

ea
lt

h
 i

m
p

a
ct

 o
f 

th
e 

ev
en

t 
se

r
io

u
s?

 

 

I.  Is the public health impact of the event serious? 

1. Is the number of cases and/or number of deaths for this type of event large for the given place, time or 

population? 

2. Has the event the potential to have a high public health impact? 

 

THE FOLLOWING ARE EXAMPLES OF CIRCUMSTANCES THAT CONTRIBUTE TO HIGH 

PUBLIC HEALTH IMPACT: 

✓ Event caused by a pathogen with high potential to cause epidemic (infectiousness of the agent, high case 

fatality, multiple transmission routes or healthy carrier). 

✓ Indication of treatment failure (new or emerging antibiotic resistance, vaccine failure, antidote resistance 

or failure). 

✓ Event represents a significant public health risk even if no or very few human cases have yet been 

identified. 

✓ Cases reported among health staff. 

✓ The population at risk is especially vulnerable (refugees, low level of immunization, children, elderly, 

low immunity, undernourished, etc.). 

✓ Concomitant factors that may hinder or delay the public health response (natural catastrophes, armed 

conflicts, unfavourable weather conditions, multiple foci in the State Party). 

✓ Event in an area with high population density. 

✓ Spread of toxic, infectious or otherwise hazardous materials that may be occurring naturally or otherwise 

that has contaminated or has the potential to contaminate a population and/or a large geographical area. 

3. Is external assistance needed to detect, investigate, respond and control the current event, or prevent new 

cases? 

 

THE FOLLOWING ARE EXAMPLES OF WHEN ASSISTANCE MAY BE REQUIRED: 

• Inadequate human, financial, material or technical resources – in particular: 

− Insufficient laboratory or epidemiological capacity to investigate the event (equipment, personnel, 

financial resources) 

− Insufficient antidotes, drugs and/or vaccine and/or protective equipment, decontamination 

equipment, or supportive equipment to cover estimated needs 

− Existing surveillance system is inadequate to detect new cases in a timely manner. 

IS THE PUBLIC HEALTH IMPACT OF THE EVENT SERIOUS? 

Answer “yes” if you have answered “yes” to questions 1, 2 or 3 above. 
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Is

 t
h

e 
ev

en
t 

u
n

u
su

a
l 

o
r 

u
n

ex
p

ec
te

d
?

 

II. Is the event unusual or unexpected? 

4.  Is the event unusual? 

 

THE FOLLOWING ARE EXAMPLES OF UNUSUAL EVENTS: 

 

• The event is caused by an unknown agent or the source, vehicle, route of transmission is unusual or 

unknown. 

• Evolution of cases more severe than expected (including morbidity or case-fatality) or with unusual 

symptoms. 

• Occurrence of the event itself unusual for the area, season or population. 

5.  Is the event unexpected from a public health perspective? 

 

THE FOLLOWING ARE EXAMPLES OF UNEXPECTED EVENTS: 

• Event caused by a disease/agent that had already been eliminated or eradicated from the State Party 

or not previously reported. 

IS THE EVENT UNUSUAL OR UNEXPECTED? 

Answer “yes” if you have answered “yes” to questions 4 or 5 above. 

Is
 t

h
er

e
 a

 s
ig

n
if

ic
a

n
t 

ri
sk

 o
f 

in
te

rn
a

ti
o

n
a

l 
sp

re
a

d
?

 

III. Is there a significant risk of international spread? 

6.  Is there evidence of an epidemiological link to similar events in other States? 

7.  Is there any factor that should alert us to the potential for cross border movement of the agent, 

vehicle or host? 

 

THE FOLLOWING ARE EXAMPLES OF CIRCUMSTANCES THAT MAY PREDISPOSE TO 

INTERNATIONAL SPREAD: 

• Where there is evidence of local spread, an index case (or other linked cases) with a history within 

the previous month of: 

− international travel (or time equivalent to the incubation period if the pathogen is known). 

− participation in an international gathering (pilgrimage, sports event, conference, etc.). 

− close contact with an international traveller or a highly mobile population. 

• Event caused by an environmental contamination that has the potential to spread across 

international borders. 

•  Event in an area of intense international traffic with limited capacity for sanitary control or 

environmental detection or decontamination. 

IS THERE A SIGNIFICANT RISK OF INTERNATIONAL SPREAD? 

Answer “yes” if you have answered “yes” to questions 6 or 7 above. 

 

R
is

k
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f 

in
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a
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o

n
a

l 
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st
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n

s?
 IV. Is there a significant risk of international travel or trade restrictions? 

8. Have similar events in the past resulted in international restriction on trade and/ travel? 

9. Is the source suspected or known to be a food product, water or any other goods might be 

contaminated that has been exported/imported to/from other States? 
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2.4  Summary 
 

Points to remember: 

(a) Report priority diseases to the next health level at appropriate time intervals. 

(b) Know which diseases and events require immediate reporting and which ones can be 

reported monthly. 

(c) Be sure that you know who to send your reports to at the next health level and what 

format you should send them in. 

(d) Do your best to involve laboratories and community stakeholders in the reporting 

process to foster communication and develop a clear profile for the disease and target 

populations. 

(e) Aim at introducing electronic reporting to facilitate timely reporting and early response 

to all public health emergencies. 

 

 

2.5  References 
 

(a) Technical Guidelines for Integrated Disease Surveillance and Response (IDSR) third 
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MODULE 3:  ANALYSE AND INTERPRET DATA 

 

3.1  Introduction 
 

This module describes how to receive surveillance data and analyse it by time, place and person. 

The analysis may be done electronically or manually. Methods for carrying out the analysis and 

steps for interpreting and summarizing the findings are also included. Information in this module 

can be applied at the national, district, health facility and community levels. 

 

3.1.1  Purpose of the Module 

 

The purpose of this module is to provide participants with skills in data collection, analysis and 

interpretation. It is also aimed at providing guidance in the use of data for decision making in the 

form of public health actions. 

 

3.1.2  Learning objectives 

 

On completion of this module, participants will be able to: 

(a) Make data analysis plan 

(b) Collect and organize data for analysis 

(c) Summarize data set using measures of central location 

(d) Use tables, graphs and histograms to analyse trends 

(e) Use maps to analyse location and distribution of populations at risk 

(f) Use tables, bar chart and pie chart to describe characteristics of the affected population. 

(g) Understand the use of Electronic tools in data analysis 

(h) Draw conclusions about analysis results 

(i) Make recommendations based on the conclusions 

 

3.2  Participant’s Notes 
 

3.2.1  Importance of analysing data 
 

Organizing and analysing data is an important function of surveillance. Data analysis provides 

information for taking relevant, timely and appropriate public health action. For example, when 

you analyse surveillance data, you can: 

(a) Observe trends over time and alert health staff about emerging and re-emerging events or 

unusual patterns. 

(b) Identify geographic areas of higher risk. 
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(c) Characterize personal variables such as age, gender or occupation that place a person at 

higher risk for the disease or event. 

(d) Monitor and evaluate Public Health interventions 

 

3.2.2  How to prepare an analysis plan 

 

Note that before you start analysis of data you need to have a plan: 

(a) Each site that collects or receives data should prepare and follow an analysis plan for 

analysing routine surveillance information. 

(b) In general, analysing routine surveillance data should address the following questions: 

(i) Have any priority diseases or other public health events of concern been detected 

during the reporting period (this week, for example)? Is an outbreak or unusual 

public health event suspected? 

(ii) Of the cases, deaths or events detected, how many were confirmed? 

(iii) Where did they occur? 

(iv) How does the observed situation compare to previous observation time periods this 

year or the previous year? For example, when compared to the start of the reporting 

period, is the problem increasing? 

(v) Are the disease trends stable, improving or worsening? 

(vi) Is the reported surveillance information representative enough of the reporting site’s 

catchment area? Out of all the sites that should report, what proportion has actually 

reported? 

(vii) How timely were the data received from the reporting sites? 

 

Your facilitator will demonstrate a sample of routine analysis plan of surveillance 

information. You can read this information in Section 3, Annex 3A, page XX to XX of the 3rd 

Edition IDSR Technical Guidelines Booklet Two. 

 

3.2.3  How to collect and organize data from reporting sites 

 

(a) The routine flow of surveillance data is usually from reporting sites to the next level up to 

the central level. At the health facility level, both in-patient wards and out-patient areas are 

surveillance sites, and they will send their data to the facility’s statistics section/records 

management unit.  

(b) Next, health facilities send their surveillance data to the district health management team 

(DHMT). In some settings, a sub-district team collects the data from the health facilities in 

its catchment area and forwards it to the DHMT.  

(c) In areas where there is already an eIDSR system, data is entered using a mobile phone or a 

computer, and the district health management team can assess compiled information from a 
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computer (Refer to Section 9 on eIDSR of the 3rd Edition IDSR Technical Guidelines 

Booklet Four for more countries specific examples). 

(d) Districts aggregate and send their data to provinces, regions or states with a copy to the 

Ministry of Health. 

(e) After aggregating the district totals, provinces or regions or states send their data to the 

Ministry of Health. 

(f) Data validation team should be available at all levels of the health system. 

 

3.2.4  How to calculate basic summary statistics  

 

A measure of Central Location is a single value that summarizes or represents an entire distribution 

of data. The measures of central location include: 

(a) Mode 

(b) Median 

(c) Arithmetic Mean/Average 

 

A measure of dispersion describes how much the measurements of the observations vary and 

include: 

(a) Range 

 

Your facilitator will define and demonstrate how to calculate the measures of central 

location: Mode, median. Mean and also measure of dispersion-range (Participants are 

reminded to take notes for future reference) 

 

3.2.5  Types of data analysis 

 

The following table explains types of analysis, objectives for using that type of analysis, tools for 

displaying the data and methods for analysing that type of data.  

 

You can find this table in Section 3, on page XX of the 3rd Edition IDSR Technical Guidelines 

Booklet Two. 
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Type of analysis Objective Data Display Tools Method 

Time 

Detect abrupt or long-term 

changes in disease or unusual 

event occurrence, how many 

occurred, and the period of 

time from exposure to onset 

of symptoms. 

Record summary totals in a 

table or on a line graph or 

histogram. 

Compare the number of case 

reports received for the current 

period with the number received 

in a previous period (weeks, 

months, seasons or years) 

Place 

Determine where cases are 

occurring (for example, to 

identify high risk area or 

locations of populations at 

risk for the disease) 

Plot cases on a spot map of the 

district or area affected during an 

outbreak. 

NB: The information can also be 

presented in a table or a bar 

chart, but plotting cases in a map 

will assist in quick assessment 

and allow prompt intervention 

Plot cases on a map and look for 

clusters or relationships between 

the location of the cases and the 

health event being investigated. 

Person 

Describe reasons for changes 

in disease occurrence, how it 

occurred, who is at greatest 

risk for the disease, and 

potential risk factors 

Extract specific data about the 

population affected and 

summarize in a table or a bar 

chart or a pie chart. 

Depending on the disease, 

characterize cases according to 

the data reported for case-based 

surveillance such as age, sex, 

place of work, immunization 

status, school attendance, and 

other known risk factors for the 

diseases. 

 

In general, analysing routine surveillance data should answer the following questions:  

(a) Have any priority diseases or other public health events of concern been detected during the 

reporting period (this week, for example)? Is an epidemic or unusual public health event 

suspected? 

(b) Of the cases, deaths or events detected, how many were confirmed? 

(c) Where did they occur? 

(d) How does the observed situation compare to previous observation periods of time this year? 

For example, when compared to the start of the reporting period, is the problem increasing? 

(e) Are the trends stable, improving or worsening? 

(f) Is the reported surveillance information representative enough of the reporting site’s 

catchment area? Out of all the sites that should report, what proportion has actually been 

reported? 

(g) How timely were the data received from the reporting sites? 

 

 

  

Your facilitator will demonstrate how to analyse data by time, place and person. You may also 

read this information in Section 3 of the 3rd Edition IDSR Technical Guidelines Booklet Two. 
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3.2.6  Use thresholds for public health action 

 

(a) Thresholds are markers that indicate when something should happen or change. They help 

surveillance and program managers answer the question, “When should I take action, and 

what will that action be?”  

(b) Thresholds are based on information from two different sources: 

(i) A situation analysis describing who is at risk for the disease, what are the risks, when 

is action needed to prevent a wider outbreak, and where do the diseases usually occur? 

(ii) International recommendations from technical and disease control program experts. 

(c) In this course, we will discuss two types of thresholds: an alert threshold and an epidemic 

threshold. Not every disease or condition uses both types of thresholds, although each 

disease or condition has a point where a problem must be reported and an action taken.  

(d) An alert threshold tells health staff and the surveillance team that further investigation is 

needed. Depending on the disease or condition, an alert threshold is reached when there is 

one suspected case (as for an epidemic-prone disease or for a disease targeted for elimination 

or eradication) or when there is an unexplained increase in number of cases for any disease. 

An alert threshold is also reached when health staff review weekly or monthly summary 

reporting and they see an unusual pattern.   

(e) An action (epidemic) threshold triggers a definite response. It marks the specific data or 

finding from an investigation that signals an action beyond confirming or clarifying the 

problem. Possible actions include communicating laboratory confirmation to affected health 

centres, implementing an emergency response such as an immunization activity, conducting 

a community awareness campaign, or using improved infection control practices in the 

health care setting. 

(f) Several thresholds have been proposed for action based on disease surveillance findings. For 

rare diseases or diseases targeted for eradication, detection of a single case suggests an 

epidemic.  In such situations, one case is unusual and is a serious event. This is because these 

rare or targeted diseases have the potential for rapid transmission or high case fatality rates.   

(g) In other situations, a number of cases will trigger a response. For example: 

(i) The epidemic threshold for cerebrospinal meningitis in countries of the meningitis belt 

is 10 suspected cases per 100 000 inhabitants per week, and the alert threshold is 3 

suspected cases per 100 000 inhabitants per week.  

(ii) The epidemic threshold for malaria in some countries is 3rd Quartile of confirmed 

malaria cases for the past 5 years; Alert threshold is 2nd quartile/Median of confirmed 

malaria cases. 

(h) In practice, the national level is responsible for communicating the thresholds for priority 

diseases to all reporting sites in the health system.  This facilitates use of surveillance 

information for action at the level where it is collected.  Periodically, surveillance thresholds 
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are assessed and reset at national or international levels according to the observed trends of 

the diseases, events or conditions under surveillance.  

(i) Suggested thresholds for taking action in specific diseases or conditions are discussed in 

Section 11 of the 3rd Edition IDSR Technical Guidelines Booklet Six. 

 

Your facilitator will provide additional information about thresholds. Then you will practice 

Exercises.  

 

3.2.7  Practice Exercises  (designed for direct training and modified for online mode) 

 

Instructions: Your Facilitator will ask you to get into five (5) small groups of a minimum of three 

(3) people and each group assigned an exercise from exercises 1 to 5 below. Each group should 

select a leader and a rapporteur (The leader moderates the group discussions whilst the rapporteur 

documents the agreed answers by the group).  Each group has about 40 minutes to read, discuss 

and answer all questions to the assigned exercise, after which the group leader presents during 

plenary discussions: there will be 5 minutes presentation and 10 minutes discussion per group. 

Moderate the plenary discussions and provide the correct answer to each question. 

 

3.2.7.1  Exercise 1  

 

 

Exercise 1 

 

Review a Hospital Register 

 

Makata Hospital serves a population of about 30 000 people in its catchment area. The health facility 

provides medical, surgical, maternal and child health care services. The basic information of those attending 

the outpatient department is summarized in the registers below: 
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Table 3.1:  Extract from the register of Makata Hospital, new cases received  

from 6–10 May 2017 

ID No. Date of attendance Name Community Sex Age Suspected disease/syndrome 

01 6 May 2017 A.M. C M 6 months Pneumonia 

02 6 May 2017 T.F. A M 2 years Measles 

03 6 May 2017 N.N. C M 22 years Injury 

04 6 May 2017 Y.E. C F 28 years Malaria 

05 6 May 2017 I.L. B F 7 months Meningitis 

06 6 May 2017 R.E. B F 8 months Pneumonia 

07 6 May 2017 K.L. D F 4 yrs Malaria 

08 6 May 2017 T.I. A M 13 yrs Malaria 

09 6 May 2017 A.F. D F 15 yrs Acute Flaccid Paralysis 

10 6 May 2017 D.O. D F 24 yrs Meningitis 

11 7 May 2017 K.M. A M 22 yrs Dysentery 

12 7 May 2017 U.G A F 9 months Fracture 

13 7 May 2017 P.F. C M 11 months Measles 

14 7 May 2017 H.I. C F 24 yrs Abortion 

15 7 May 2017 G.T. C F 21 yrs Malaria 

16 7 May 2017 W.T. A F 16 yrs Tuberculosis 

17 7 May 2017 R.Y. B M 2yrs Diarrhoea 

18 8 May 2017 A.C. C M 1 yr Pneumonia 

19 8 May 2017 Z.U. B F 1 yr Malaria 

20 8 May 2017 A.C. C M 11 months Scabies 

21 8 May 2017 J.F. B M 15 yrs Malaria 

22 8 May 2017 M.M. B F 18 yrs Dysentery 

23 8 May 2017 L.M. B M 5 yrs Wound 

24 8 May 2017 P.L. C M 1 yr 10 months Diarrhoea1 

25 8 May 2017 Z.E. A M 16 yrs Injury 

26 8 May 2017 A.B. C F 25 yrs Haemorrhagic fever 

27 8 May 2017 S.R. B F 17 yrs Malaria 

28 9 May 2017 A.K. C F 4 months Meningitis 

29 9 May 2017 T.T. B M 3 yrs Abscess 

30 9 May 2017 W.F. B M 12 yrs Meningitis 

31 9 May 2017 K.K. B F 2 yrs 10 months Malaria 

32 9 May 2017 L.D. A F 16 yrs Cholera 

33 9 May 2017 D.B. B F 1 yr 8 months Pneumonia 

34 9 May 2017 A.N. B F 21 yrs Tuberculosis 

35 9 May 2017 L.S. A M 1 yr 5 months Severe diarrhoea 

36 9 May 2017 B.D. A M 11 months Pneumonia 

37 9 May 2017 P.K. B F 1 yr Malaria 

38 9 May 2017 K.R. A F 2 yrs 5 months Scabies 

39 10 May 2017 K.A. D M 26 yrs Injury 

40 10 May 2017 P.N. D F 4 yrs Pneumonia 

41 10 May 2017 S.A. D F 3 yrs HIV 

 
1  Count diarrhoea and severe diarrhoea as “diarrhoea”.  
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ID No. Date of attendance Name Community Sex Age Suspected disease/syndrome 

42 10 May 2017 M.A. A F 2 yrs Diarrhoea 

43 10 May 2017 E.R. C F 16 yrs Injury 

44 10 May 2017 U.H. A M 22 yrs HIV 

45 10 May 2017 Y.L. C M 18 yrs Malaria 

46 10 May 2017 W.C. A F 4 months Malaria 

 

Instructions: 

 

Q1. Using data from the Makata Hospital Register, show the distribution of patients by disease or 

syndrome by completing the following table 3.2. To record frequency, place a tick (√) or slash (/) 

in the column for each instance of a suspected case or syndrome. 

 

Note: Count diarrhoea and severe diarrhoea as “diarrhoea”. 

 

Table 3.2:  Distribution of patients by frequency and proportion of disease/syndrome  

in Makata Hospital, 6–10 May 2017 

 Disease/syndrome Frequency Proportion* % 

1    

2    

3    

4    

5    

6    

7    

8    

9    

10    

11    

12    

13    

14    

15    

16    

17    

TOTAL   

* To calculate the proportion (%) of pneumonia, use this formula: 

   Total number of pneumonia cases ÷ Total number of cases x 100  = % pneumonia cases 

 

  
Tell your facilitator when you have completed this exercise. 
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3.2.7.2  Exercise 2 

 

Exercise 2 

 

Instructions: Use graph paper or if you have computers, use an excel spreadsheet. Otherwise, you 

can use the blank space provided in the module. 

 

Refer to the Makata Hospital Register in Exercise 1 to answer questions Q1 to Q5: 

 

Q1.  What are the top 5 disease conditions by proportion recorded in the Makata Hospital? 

 

 

 

 

 

 

 

Q2.  Draw a bar chart to display the top 5 disease conditions by number of cases. Use the next 

page to create a grid and then draw the bar graph. If available, use graph paper or a computer. 

You may refer to the example in Section 3, on page XX of the 3rd Edition IDSR Technical 

Guidelines Booklet Two. 

 

Bar Graph: Top 5 Diseases Recorded in Makata Hospital   
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Analyse data by place 

 

In this exercise, you will practice analysing data by place for a particular disease or 

condition. 

 

Q3: In the table below, summarize the distribution of malaria patients by community from Makata 

Hospital using the data in Table 3.1 in exercise 1. 

 

Table 3.3: Distribution of malaria patients recorded in Makata Hospital  

by Community, 2017 

Community Number of patients 

A  

B  

C  

D  

Total  

 

Q4.  What conclusion can you make from this table about the patients and communities where 

they live? 

 

 

 

 

 

 

 

 

 

 

Analyse data by person 

 

In this exercise, you will practice analysing person data for a particular disease or condition.  

 

Instructions: 

 

Refer to Table 3.1 in Exercise 1. Locate the columns for “age” and “sex.” Summarize the 

distribution of patients by age and sex from the Makata Hospital to complete Table 3.4 
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Table 3.4:  Distribution of Makata Hospital patients by age and sex, 2017 

Age group 
Sex 

Total 
Male Female 

0–4 years    

5–14years    

15 years and above    

Total    

 

 

Q5.   Which groups of patients are seen most often? 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

3.2.7.1 Exercise 3 

 

Exercise 3 

 

In this exercise, you will practice finding information about alert and epidemic thresholds in the 

Technical Guidelines. To complete this exercise, fill in the blank spaces in Table 3.5. Refer to the 

information provided in pages XX to XX, Section 3 of the 3rd edition IDSR Technical Guidelines 

Booklet Two. Also refer to, “Summary guidelines for priority diseases and conditions” in section 

11 of the 3rd edition IDSR Technical Guidelines Booklet Six. The row for cholera is completed 

for you as an example. 
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Table 3.5: Use thresholds for public health action 

Disease Alert 

threshold 

Steps to take Action (Epidemic 

threshold) 

Steps to take 

Cholera A single 

suspected case 

• Report case-based 

information 

immediately. 

• Manage and treat the 

case 

• Enhance strict hand-

washing and 

isolation procedures. 

• Conduct case-based 

investigation 

• Obtain stool 

specimen for lab 

confirmation 

• Identify, list and 

follow-up all 

contacts 

• Start implementing 

WASH interventions 

at household level 

If a suspected case 

is confirmed 

• Establish treatment 

centre 

• Strengthen case 

management 

• Survey the 

availability of clean 

drinking water. 

• Work with 

community leaders to 

limit the number of 

funerals or other large 

gatherings 

• Promote safe 

preparation of food 

• Promote safe disposal 

of human waste 

• Identify, list and 

follow-up all contacts 

• Start implementing 

WASH interventions 

at household level 

Severe acute 

respiratory Illness 

(SARI) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

   

Onchocerciasis 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

   

Diabetes     
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Disease Alert 

threshold 

Steps to take Action (Epidemic 

threshold) 

Steps to take 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Food borne Illnesses 
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3.2.7.4  Exercises 4  

 

Exercise 4 

 

In this exercise, you will practice using thresholds to detect outbreaks from summary reporting.  

 

Meningitis outbreak 

 

Instructions: First, read the case study and review the data in Table 3.6. This is data about using 

alert and epidemic thresholds for meningococcal meningitis. Answer the questions that follow the 

table. 

* * * * 

Case Study: Meningitis outbreak in Region Z 

 

Meningitis remains a significant public health problem in the meningitis belt of Africa. Nesseria 

meningitidis serogroup A, C, W cause most epidemics. 

 

Dr Abatanga, a former District Director of Health Services was the new Regional Director of 

Health Services, Region Z. He had replaced Dr Isaku who has been awarded a four-month 

scholarship to study Applied Epidemiology at the local university.  

 

As he became familiar with his new office he found summary reports of meningococcal meningitis 

from five districts that had not been acted upon by Dr Isaku.  

 

Table 3.6 is a summary table with the meningococcal meningitis reports from the 5 districts 

in Region Z. 

Table 3.6: Meningitis cases by week Region Z, 2017 

District Population Wk 1 Wk 2 Wk 3 Wk 4 Wk 5 Wk 6 Wk 7 Wk 8 Wk 9 Wk 10 

Tolon 106 550 2 3 2 1 0 2 2 0 2 3 

Tanga 245 907 1 2 11 9 16 16 20 42 42 57 

Bolu 150 279 15 16 16 8 14 8 9 9 12 11 

Donda 81 032 1 0 2 1 1 1 4 3 3 3 

Manan 253 181 4 3 5 4 3 4 8 6 8 5 
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1.  Define what is an Attack Rate? Demonstrate how to calculate an Attack Rate. 

 

 

 

 

 

 

 

 

2.  Give Dr Abatanga some help by calculating the weekly attack rates for each District and 

complete the table provided. 

 

Table 3.7: Attack rates of meningitis cases by week and District, Region Z, 2017 

District Pop Wk 

1 

AR 

1 

Wk 

2 

AR 

2 

Wk 

3 

AR 

3 

Wk 

4 

AR 

4 

Wk 

5 

AR 

5 

Wk 

6 

AR 

6 

Wk 

7 

AR 

7 

Wk 

8 

AR 

8 

Wk 

9 

AR 

9 

Wk 

10 

AR 

10 

Tolon 106 550 2  3  2  1  0  2  2  0  2  3  

Tanga 245 907 1  2  11  9  16  16  20  42  42  57  

Bolu 150 279 15  16  16  8  14  8  9  9  12  11  

Donda 81 032 1  0  2  1  1  1  4  3  3  3  

Manan 253 181 4  3  5  4  3  4  8  6  8  5  

 

3.  In Public Health practice, Thresholds are used. What are thresholds? Describe the types of 

thresholds commonly used in meningitis surveillance and response. 

 

 

 

 

 

 

 

4.  Based on the calculated attack rates, name the districts that have been in the alert phase any 

time after Week 1 and before Week 10. Also name those that have exceeded the epidemic 

threshold.  

Hint: Alert Threshold= 3/100 000, Epidemic Threshold= 10/100 000 
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5.  In the graph sheets provided, draw a line graph of attack rates of meningitis by week for 

Tanga District.  

Label the horizontal axes that represent the alert and epidemic thresholds for Tanga district 

on the same graph. Hint: First draw a grid and label the axes and then draw the line graph.  

 

Line Graph: Attack rates of meningococcal meningitis by week for Tanga District with 

Epidemic and Alert Thresholds highlighted  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Refer to the graph you have just drawn and answer the next two questions. It may be useful to 

mark these answers on the line graph so that you can see what they look like. 
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6.  When was the alert phase crossed? 

 

 

 

 

 

7. When was epidemic threshold crossed?  

 

 

 

 

 

8.  What are the recommended actions to be taken by Dr Abatanga?  

 

 

 

 

 

 

 

3.2.7.5  Exercises 5 

 

 

Exercise 5 

 

In this exercise, you will practice all the steps from this module.  

 

Instructions: You will review variables recorded on a line list.2 Use the line list to analyse 

outbreak data according to time, person and place. Read the brief case study and then review the 

line list on the next 6 pages.  Answer the questions that follow. 

Following an outbreak of Lassa Fever in Dumbura District, the District Management Team 

received a line list of all the cases from the field team summarized in Table 4.8 on the next page. 

 

 
2  A line list is a chart of cases that includes important demographic data, such as name or identification number of the patient 

and the age, sex, date of onset, date of death and case classification. Typically, new cases are added to a line list as they are 

identified. 
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Table 3.8:  Line List from Dumbura District for Lassa Fever Outbreak—October to November 2017 

ID Name 
Age in 

years 
Sex 

Head of 

Household 

Sub-

district 
Community 

Date of 

onset 

Week of 

onset 
Date Admitted 

Outcome 

(1=Dead, 

0=Alive) 

Date of 

Death 

Case 

classification 

Blood 

sample 

taken 

Date 

Blood 

sample 

taken 

Result Occupation 

3101 L.P. 20 M Poun Zanza Zanza 12-Oct 40  1 16-Oct Probable N   Student 

3102 A.I 44 F Benga Zanza Zanza 30-Oct 43  1 4-Nov Probable N   Farmer 

3103 E.N. 7 M Ambe Zanza Zanza 12-Nov 45  1 18-Nov Probable N   None 

3104 I.P. 47 F Ambe Zanza Zanza 27-Nov 47  1 3-Nov Probable N   Farmer 

3105 F.I. 2.5 M Benga Omo Doum 11-Oct 40  1 17-Oct Probable N   None 

3106 E.I. 13 F Benga Omo Bea 11-Oct 40 18-Oct 1 22-Oct Probable N   Student 

3107 K.L. 20 M Lota Omo Bea 12-Oct 40  1 23-Oct Probable N   Hunter 

3108 I.A. 39 F Benga Omo Doum 24-Oct 42 24-Oct 1 29-Oct Confirmed Y 24-Oct Positive HCW 

3109 L.S. 17 F Lota Omo Andza 25-Oct 42  1 4-Nov Probable N   Farmer 

3110 E.M. 44 F Lota Omo Andza 25-Oct 42 26-Oct 1 4-Nov Confirmed Y 26-Oct Positive HCW 

3111 I.J. 46 M Benga Omo Bea 29-Oct 43  1 6-Nov Probable N   Hunter 

3112 E.B. 38 F Kabo Omo Doum 4-Nov 44  1 8-Nov Probable N   Farmer 

3113 K.D. 40 M Lakou Omo Bea 6-Nov 44  1 10-Nov Confirmed Y 11-Nov Positive Game Ranger 

3114 A.Y. 60 F Benga Omo Bea 16-Nov 45  1 19-Nov Probable N   Farmer 

3115 N.R. 22 F Kabo Omo Doum 16-Nov 45  0  Confirmed Y 2-Dec Positive Farmer 

3116 M.N. 28 F Kabo Omo Doum 15-Nov 45  0  Probable N   Farmer 

3117 A.M. 40 M Nossi Omo Bea 14-Nov 45  1 23-Nov Confirmed Y 24-Nov Positive Hunter 

3118 A.J. 40 F Benga Omo Bea 15-Nov 45  0  Probable Y 3-Dec Pending Farmer 

3119 N.A. 20 F Benga Omo Bea 16-Nov 45 30-Nov 0  Probable Y 2-Dec Pending Farmer 

3120 N.O. 24 M Lakou Omo Bea 15-Nov 45  1 23-Nov Confirmed Y 23-Nov Positive Hunter 

3121 E.P. 22 F Nossi Omo Bea 15-Nov 45 25-Nov 0  Confirmed Y 24-Nov Positive Farmer 

3122 E.B. 20 F Nossi Omo Bea 18-Nov 46 24-Nov 1 26-Nov Probable N   Farmer 

3123 I.O. 50 F Nossi Omo Bea 18-Nov 46 24-Nov 1 24-Nov Confirmed Y 24-Nov Positive Farmer 
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ID Name 
Age in 

years 
Sex 

Head of 

Household 

Sub-

district 
Community 

Date of 

onset 

Week of 

onset 
Date Admitted 

Outcome 

(1=Dead, 

0=Alive) 

Date of 

Death 

Case 

classification 

Blood 

sample 

taken 

Date 

Blood 

sample 

taken 

Result Occupation 

3124 N.M. 26 M Ambe Omo Bea 13-Nov 45 13-Nov 1 24-Nov Confirmed Y 24-Nov Positive Hunter 

3125 I.C. 16 F Benga Omo Bea 15-Nov 45  1 21-Nov Probable N   Student 

3126 K.N. 10 M Lakou Omo Bea 17-Nov 46  1 21-Nov Confirmed Y 22-Nov Positive Student 

3127 S.E. 25 M Kabo Omo Doum 16-Nov 46  1 21-Nov Confirmed Y 22-Nov Positive Hunter 

3128 M.S. 45 F Lakou Omo Bea 17-Nov 46 24-Nov 1 24-Nov Confirmed Y 24-Nov Positive Farmer 

3129 B.S. 8 F Lakou Omo Bea 17-Nov 46  1 23-Nov Confirmed Y 24-Nov Positive None 

3130 E.J. 43 M Aucun Omo Centre 20-Nov 46  0  Confirmed Y  Positive None 

3131 O.E. 16 M Lakou Omo Bea 20-Nov 46 25-Nov 1 29-Nov Confirmed Y 24-Nov Positive Student 

3132 M.R. 18 F Odob Omo Andza 20-Nov 46  0  Probable N   Farmer 

3133 E.Y. 1.5 M Rouja Omo Bea 16-Nov 45  1 23-Nov Probable N 24-Nov Positive None 

3134 K.C. 14 M Lakou Omo Bea 15-Nov 45 23-Nov 0  Confirmed Y 3-Dec Positive Student 

3135 K.R. 23 F Nossi Omo Bea 23-Nov 46  0  Probable N 8-Dec  Farmer 

3136 K.E. 6 M Lakou Omo Bea 23-Nov 46 23-Nov 0  Probable N 3-Dec  None 

3137 E.B. 38 F Kabo Omo Bea 18-Nov 46 23-Nov 0  Probable N 28-Nov  Farmer 

3138 I.A. 26 M Benga Omo Bea 20-Nov 46  0  Suspected N   Hunter 

3139 M.G. 19 M Ambe Omo Bea 23-Nov 46  0  Suspected N   Hunter 

3140 N.N. 18 F Ambe Omo Bea 22-Nov 46 24-Nov 0  Confirmed Y 2-Dec Positive Farmer 

3141 A.I. 28 M Kabo Omo Bea 24-Nov 47  0  Confirmed Y 24-Nov Positive Hunter 

3142 D.D. 31 M Ambe Omo Bea 24-Nov 47  0  Confirmed Y 26-Nov Positive Farmer 

3143 T.O. 22 M Ambe Omo Bea 24-Nov 47 29-Nov 0  Confirmed Y 2-Dec Positive Hunter 

3144 Y.N. 25 F Ambe Omo Bea 25-Nov 47  0  Suspected N   Farmer 

3145 O.A. 3 M Nossi Omo Bea 26-Nov 47 26-Nov 1 28-Nov Probable N   None 

3146 I.M. 5 F Nossi Omo Bea 26-Nov 47 29-Nov 1 2-Dec Confirmed Y 2-Dec Positive None 

3147 E.E. 1.5 M Nossi Omo Bea 29-Nov 47 29-Nov 0  Confirmed Y 5-Dec Pending None 
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1.  Refer to the line list from Dumbura District on table 3.8. In the table 3.9 below, record 

the number of cases and deaths for each date from the Dumbura line list. You may work 

with a partner or small group to count and record the cases and deaths. 

 

Table 3.9:  Lassa Fever cases and deaths by date of onset in Dumbura District,  

1 October to 30 November 2017 

Date of onset of symptoms Weeks Cases Deaths 

01-Oct 2017 39   

02-Oct 2017 40   

03-Oct 2017 40   

04-Oct 2017 40   

05-Oct 2017 40   

06-Oct 2017 40   

07-Oct 2017 40   

08-Oct 2017 40   

09-Oct 2017 41   

10-Oct 2017 41   

11-Oct 2017 41   

12-Oct 2017 41   

13-Oct 2017 41   

14-Oct 2017 41   

15-Oct 2017 41   

16-Oct 2017 42   

17-Oct 2017 42   

18-Oct 2017 42   

19-Oct 2017 42   

20-Oct 2017 42   

21-Oct 2017 42   

22-Oct 2017 42   

23-Oct 2017 43   

24-Oct 2017 43   

25-Oct 2017 43   

26-Oct 2017 43   

27-Oct 2017 43   

28-Oct 2017 43   

29-Oct 2017 43   

30-Oct 2017 44   

31-Oct 2017 44   

01-Nov 2017 44   

02-Nov 2017 44   

03-Nov 2017 44   

04-Nov 2017 44   

05-Nov 2017 44   

06- Nov 2017 45   

07- Nov 2017 45   

08- Nov 2017 45   

09- Nov 2017 45   

10- Nov 2017 45   
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Date of onset of symptoms Weeks Cases Deaths 

11- Nov 2017 45   

12- Nov 2017 45   

13- Nov 2017 46   

14- Nov 2017 46   

15- Nov 2017 46   

16- Nov 2017 46   

17- Nov 2017 46   

18- Nov 2017 46   

19- Nov 2017 46   

20- Nov 2017 47   

21- Nov 2017 47   

22- Nov 2017 47   

23- Nov 2017 47   

24- Nov 2017 47   

25- Nov 2017 47   

26- Nov 2017 47   

27- Nov 2017 48   

28- Nov 2017 48   

29- Nov 2017 48   

30- Nov 2017 48   

Total    

 

2.  Use table 3.8 above: line list from Dumbura District for Lassa Fever Outbreak, to 

calculate the measures of central location for the given variables in table 4.10 below. 

 

Table 3.10:  Summary Statistics of Lassa Fever Outbreak in Dumbura District,  

1 October to 30 November 2017 

Variable/Measure Mean/Average Median Mode Range 

Age of cases 24 years 9 months 22 20 1.5-60 years 

Age of deaths      

 

3.  In the space provided below, use the date of onset to draw a histogram (or epidemic 

curve) of cases due to Cholera. You may use graph paper if it is available or use a 

spreadsheet program if you are using a computer. 
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Epidemic Curve of Lassa Fever Outbreak in Dumbura District, 1 Oct to 30 Nov. 2017  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

4.  Describe the features of the graph you have drawn. 

 

 

 

 

 

 

5.  Using the data from the line list, do a person analysis and record the cases by age group 

and sex.   
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Table 3.11:  Lassa Fever cases by Age and Sex in Dumbura District,  

1 October to 30 November 2017 

Age group (in Years) Females Males Total 

Below 10    

10–19    

20–29    

30–39    

40–49    

50–59    

60 and above    

Total    

 

6.  In the space provided below, draw a bar graph of the Lassa Fever cases using the 

information from the table above. The bar graph will represent Lassa Fever cases by age 

group and sex. 

 

Bar Graph: Distribution of Lassa Fever cases by age and sex, Dumbura District,  

October to November 2017 
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7.  In the table below, analyse the distribution of cases by occupation. Ensure that you 

calculate the case fatality rate. 

 

Table 3.12:  Distribution of Lassa Fever cases by occupation in Dumbura,  

October to November 2017 

Occupation Cases Died Survived Case Fatality by Occupation 

Student nurses     

Farmer     

None     

Hunter     

Game Ranger     

Health Care Workers     

Total     

 

8.  Which occupation is most affected? 

 

 

 

 

 

9. Use the Community variable on the line list to plot the cases of Lassa Fever on the map 

of the district below: 
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10.  Which areas are most at risk for transmission? 

 

 

 

 

 

 

 

 

 

  

Road to 

capital city  

◊ Zanza  

 
 

◊ Doum  

 
  

◊ Andza 

 

◊ Town 

Centre  

 

Road 

to the 

north  

 

Lake 

Omo  

◊ Bea  

  

Omo 

Game   

Zanza Sub-district 

Omo Sub-district 
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3.3  Summary 
 

 

Without analysis, we do not have data for action. 

 

Points to remember: 

(a) Data should be analysed by time, place and person.  

(b) Data can be organized through tables, graphs, charts and maps. 

(c) Purpose of creating these visual displays of data is to verify and analyse the data, 

uncover patterns and trends, and to communicate information to stakeholders. 

(d) Use appropriate titles and labels: a figure should be able to be interpreted without any 

additional information. 

(e) Tables can illustrate the number of people with particular characteristics and provide 

valuable information about relationships between 2 variables. 

(f) Line graphs are useful for showing patterns or trends over some variable, usually time. 

(g) Histograms are most commonly used in epidemiology for epidemic curves (cases by 

time). 

(h) Bar charts provide a visual display of data from a one-variable table, but grouped bar 

charts can show 2 variables. 

(i) Maps are useful for showing the geographic distribution of health events or conditions. 

(j) For effective data management, strive to use electronic tools (mobile 

phones/tablets/computers) to collect store and analyse data. 
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