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1 Health events under surveillance and case definitions 

	Health event
	Recommended case definition

	
	Suspected
	Confirmed

	Acute Watery Diarrhoea (AWD)
	Person aged over 5 years with severe dehydration or death from acute watery diarrhoea with or without vomiting
	Isolation of Vibrio cholera O1 or O139 from stools

	Bloody diarrhoea
	More than 3 loose stools per day (24 hours) with visible blood
	Isolate Shigella Dysenteriae type 1

	Other diarrhoea
	Other types of Diarrhoea, (not acute watery nor Bloody)
	Not applicable

	Acute Respiratory Infection (ARI)
	Fever and at least one of the following: rhinitis, cough, redness or soreness of throat
	Fever and fast breath (> 50 breaths/min) and at least one of the following: cough, difficulty in breathing

	Suspected measles
	Fever and maculopapular rash (i.e. non-vesicular) and cough, coryza (i.e. runny nose) or conjunctivitis (i.e. red eyes) OR

Any person in whom a clinical health worker suspects measles infection
	Presence of measles-specific IgM antibodies

	Suspected meningitis
	Sudden onset of fever (> 38.0 °C axillary’s) and one of the following:

· Neck stiffness

· Altered consciousness

· Other meningeal sign or petechial/purpural rash

· In children <1 year meningitis is suspected when fever is accompanied by a bulging fontanelle
	Positive cerebrospinal fluid antigen detection or positive cerebrospinal fluid culture or positive blood culture

	Acute Flaccid Paralysis (AFP)
	Acute Flaccid Paralysis in a child aged < 15 years, including Guillain Barré Syndrome or any acute paralytic illness in a person of any age
	An AFP case with laboratory-confirmed wild poliovirus in a stool sample

	Acute Jaundice Syndrome (AJS)
	Any person with acute onset of jaundice with or without fever and absence of any known precipitating
	Not applicable

	Diphtheria
	An illness characterized by laryngitis or pharyngitis or tonsillitis, and an adherent membrane of the tonsils, pharynx and/or nose
	Isolation of Corynebacterium diphtheriae from a clinical specimen, or a fourfold OR

Increased rise in serum antibody (but only if both serum samples are obtained before the administration of diphtheria toxoid or antitoxin)

	Suspected hemorrhagic fever
	Any person with severe illness, acute onset of fever and at least one of the following:  - Sore throat (found in Lassa fever only)

· Bloody stools 

· Vomiting blood

· Unexplained bleeding from any other site (gums, nose, vagina, skin, eyes)
	Specific IgM by ELISA

	Neonatal tetanus
	Any neonatal death between 3 and 28 days of age in which the cause of death is unknown or any neonate reported as having suffered from neonatal tetanus between 3 and 28 days of age and not investigated OR

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

	Adult tetanus
	One or more of the following signs:

Trismus of the facial muscles (masseter and neck)/risus sardonicus

· Painful muscular contractions
	Not applicable

	Whooping Cough
	· A person with a cough lasting at least two weeks with at least one of the following symptoms:

· Paroxysms (i.e. fits) of coughing

· Inspiratory whooping

· Post-tussive vomiting (i.e. vomiting immediately after coughing) without other apparent cause
	Isolation of Bordetella pertussis OR
Detection of genomic sequences by means of the polymerase chain reaction (PCR) OR
Positive paired serology

	Mumps
	Acute onset of unilateral or bilateral tender, self-limited swelling of the parotid or other salivary gland, lasting two or more days and without other apparent cause
	Isolation of mumps virus from an appropriate clinical specimen.* OR

Seroconversion or significant (at least fourfold) rise in serum mumps IgG titre as determined by any standard serological assay OR 

Positive serological test for mumps-specific IgM antibodies

	Malaria
	Person with fever or history of fever >38°C within the last 48 hours (and or other symptoms: such as nausea, vomiting and diarrhoea, headache, back joint pain, chills, myalgia)


	Suspected case with positive laboratory test for malaria parasites blood film (thick or thin smear) or rapid diagnostic test

	Visceral Leishmaniasis
	Person with clinical signs of prolonged (>2 weeks) irregular fever, splenomegaly and weight loss, with serological (at peripheral geographical level) and/or (when feasible at central level)

Parasitological confirmation of the diagnosis
Note: In endemic malarious areas, visceral Leishmaniasis must be suspected when fever not responding to anti-malarial drugs persists for more than 2 weeks (assuming drug-resistant malaria has also been considered)
	Positive parasitology 
Stained smears from bone marrow, spleen, liver, lymph node, blood OR

Culture of the organism from a biopsy or aspirated material OR
Positive serology (immunofluorescent assay, ELISA, Direct Agglutination Test)
Positive immunochromatography (dipstick)

	Unexplained fever
	Fever (> 38°C) for more than 48 hours in persons with which all obvious causes of fever have been excluded

	Severe malnutrition
	In children 6 to 59 months (65 cm to 110 cm in height):

Weight for height (W/H) index < –3z scores (on table of NCHS/WHO) normalized reference values of weight-for-height by sex)

Bilateral pitting oedema irrespective of W/H, in absence of other causes
	Not applicable

	Injuries
	Any person who has sustained, either directly or indirectly, a fatal or non-fatal injury caused by:

War: any weapons or explosion of a landmine or other unexploded ordnance (UXO)
Other: road traffic accidents, domestic violence, burn
	Not applicable

	Others
	All others medical conditions not meeting the above case definitions (compute the Total Attendance)
	


2 Thresholds triggering actions

	Health event
	Thresholds triggering actions

	
	Threshold
	Recommended action

	Acute  Watery Diarrhoea
	One death for acute watery diarrhoea in patients 5 years of age or older
	Active case finding and 

Immediate specimen collection for laboratory confirmation

	Bloody diarrhoea
	A cluster of 5 cases in one week of bloody diarrhoea in patients 5 years of age or older
	Active case finding and 

Immediate specimen collection for laboratory confirmation

	Suspected Measles
	One case of suspected measles detected in settlements should be considered as the beginning of an outbreak
	Immediate active case finding and 

Immediate response in coordination with the national immunization programme

	Suspected meningitis
	Two suspected cases of meningitis in the same week in a camp setting.
	An investigation for the active case finding should be triggered and the collection of CSF should immediately ensure laboratory confirm of the cases

	Acute Flaccid Paralysis

(suspected poliomyelitis)
	One case of acute flaccid paralysis
	Active case finding and specimen collection for laboratory diagnosis

	Acute Jaundice Syndrome
	A cluster of 3-5 cases of acute jaundice syndrome in the same settlement
	Active case finding and

Immediate specimen collection for laboratory confirmation

	Acute hemorrhagic fever syndrome
	One case of acute hemorrhagic fever
	Active case finding 

Collect specimen collection for laboratory confirmation.

	Neonatal tetanus
	One case of neonatal tetanus
	Investigate hygienic practices used for deliveries

	Adult tetanus
	One case of adult tetanus
	Immediate active case finding

	Suspected malaria
	Vivax/suspected malaria epidemic alert: 

In a steady population, 1.5 times the mean of cases calculated over the last three weeks can be considered as an alert
Suspected falciparum epidemic alert: 

Clustering of malaria referrals/inpatients and deaths, especially among resident older children and adults, or among the refugees of all ages
	Immediate investigation (within 24-48 hours) to determine the cause, effect and the potential magnitude of the epidemic
Control measures, notably improved access to free diagnosis and treatment with ACT, must be implemented immediately (within one week) if a falciparum malaria epidemic is confirmed

	Fever of unknown origin
	Abnormal increase of fever of unknown origin associated with an unusual increase of specific mortality

1.5 times the mean of cases calculated over the last three weeks should be considered as an alert
	Active case finding 

Collect specimen for laboratory confirmation

	Unknown diseases occurring in cluster
	An aggregation of cases with related symptoms and signs of unknown cause that are closely grouped in time and/or place
	Active case finding 

Collect specimen for laboratory confirmation


3 
 SEQ CHAPTER \h \r 1Specimens for laboratory confirmation for priority diseases at the district level

	 SEQ CHAPTER \h \r 1Suspected disease or condition
	Diagnostic test
	Specimen
	When to collect
	How to prepare, store and ship
	Results

	Acute Flaccid Paralysis

(Suspected polio)

REFERENCE:
· WHO global action plan for laboratory containment of wild polioviruses. WHO/V&B/99.32, Geneva, 1999 
· Manual for the virological investigation of polio. WHO/EPI/GEN/97.01, Geneva, 1997
	Isolation of polio virus from stool
	Stool

Note: If no specimen is collected, re-evaluate patient after 60 days to confirm clinical diagnosis of polio (AFP)
	· Collect a sample from every suspected AFP case  

· Collect the first specimen when the case is investigated
· Collect a second specimen on the same patient 24 to 48 hours later
	· 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.

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

· When there is a delay, and specimen will not be shipped within 72 hours, freeze specimen at -20(C or colder. Then ship frozen specimen with dry ice or cold packs also frozen at -20(C or colder
	· Preliminary test results are usually available 14-28 days after receipt of specimen by the laboratory
· If wild polio virus is detected, the national programme will plan appropriate actions

	Cholera

REFERENCE:
“Laboratory Methods for the Diagnosis of Epidemic Dysentery and Cholera”. CDC/WHO, 1999 CDC, Atlanta, GA, USA

Cholera (continued)

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

If desired, confirm identification with Inaba and Ogawa antisera. 

If specimen is not serotypable, consider, V. cholerae O139 (see note in results column)
	Liquid stool or rectal swab
	Collect stool sample from the first suspected cholera case. If more than one suspected case, collect until specimens have been collected from 5 to 10 cases. Collect stool from patients fitting the case definition and:

· onset within last 5 days, and

· before antibiotics treatment has started

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


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

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

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

· Store at  4°C to 8°C
· Do not allow specimen to dry. Add small amount of 0.85% NaCl if necessary.

· To ship, transport in well  marked, leak proof container

· Transport container in cold box at 4°C to 8°C
	· Cholera tests may not be routinely performed in all laboratories
· Culture results usually take 2 to 4 days after specimen arrives at the laboratory
· Cary-Blair transport medium is stable and usually good for at least one year after preparation. It does not require refrigeration if kept sterile and in properly sealed container. If colour changes (medium turns yellow) or shrinks (depressed meniscus), do not use the medium
· The O139 serotype has not been reported in Africa and only if a few places in southwest Asia

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

	Diarrhoea with blood (Shigella dysenteriae

type 1)
 and other shigellae 
REFERENCE:
“Laboratory Methods for the Diagnosis of Epidemic Dysentery and Cholera”. CDC/WHO, 1999

CDC, Atlanta, GA, USA


	· Isolate Shigella dysenteriae type 1 (SD1) in culture to confirm shigella outbreak
· If SD1 is confirmed, perform antibiotic sensitivity tests with appropriate drugs

	Stool or rectal swab   
	· Collect sample when an outbreak is suspected 
· Collect stool from 5-10 patients who have bloody diarrhoea AND onset within last 4 days, AND before antibiotic treatment has started

· Preferably, collect stool in clean, dry container. Do not contaminate with urine. Sample stool with a swab, selecting portions of specimen with blood or mucus
· If stool cannot be collected, obtain a rectal swab sample with a clean, cotton swab
	· Place stool swab or rectal swab in Cary-Blair transport medium. Ship to laboratory refrigerated
· If Cary-Blair not available, send sample to lab within 2 hours in a clean, dry container with a tightly fitting cap. Specimens not preserved in Cary-Blair will have significant reduction of shigellae after 24 hours
· If storage is required, hold specimens at 4°C to 8°C, do not freeze


	· Culture results are usually available 2 to 4 days after receipt by the laboratory
· SD1 isolates should be characterized by antibiotic susceptibility

· After confirmation of an initial 5-10 cases in an outbreak, sample only a small number of cases until the outbreak ends
· Refer to disease specific guidelines in Section 8 for additional information about the epidemic potential of Shigella dysenteriae

	 SEQ CHAPTER \h \r 1HIV

REFERENCE:

Guidelines for Second Generation HIV Surveillance, WHO and UNAIDS, 2000

WHO/CDC/CSR/EDC/2000.5
	 SEQ CHAPTER \h \r 1ELISA for HIV

or

Refer to national HIV/AIDS program guidelines for recommended diagnostic test in your area
	 SEQ CHAPTER \h \r 1Serum
	 SEQ CHAPTER \h \r 1Obtain specimens according to national HIV/AIDS program strategy for clinical or epidemiological sampling
	 SEQ CHAPTER \h \r 1Use universal precautions to minimize exposure to sharps and any body fluid
 SEQ CHAPTER \h \r 1For ELISA:

Collect 10 ml of venous blood
·  SEQ CHAPTER \h \r 1Let clot retract for 30 to 60 minutes at room temperature or centrifuge to separate serum from red blood cells
·  SEQ CHAPTER \h \r 1Aseptically pour off serum into sterile, screw capped tubes.

·  SEQ CHAPTER \h \r 1Store serum at 4°C
·  SEQ CHAPTER \h \r 1Ship serum samples using      appropriate packaging to            prevent breakage or leakage
	·  SEQ CHAPTER \h \r 1HIV testing is highly regulated with strict controls on release of information. Results are usually available within one week from arrival in the laboratory

	Malaria

REFERENCE:
“Basic Laboratory Methods in Medical Parasitology” WHO, Geneva, 1991


	Presence of malarial parasites in blood films for suspected cases admitted to inpatient facility 
Hematocrit or haemoglobin for suspected malaria in children 2 months to 5 years in age

	Blood 
Usually finger-stick sample

Finger stick or other accepted method for collecting blood from young children
	For blood smear: 
prepare blood film for all suspected cases admitted to inpatient facility, or according to national malaria case management guidelines

For hematocrit or haemoglobin:

In the inpatient setting, perform a  laboratory test confirming severe anaemia
	For blood smear:

· Collect blood directly onto correctly cleaned and labelled microscope slides and prepare thick and thin smears
· Allow smears to dry thoroughly.

· Stain using the appropriate stain and technique
· Store stained and thoroughly dried slides at room temperature out of direct sunlight
For hematocrit or haemoglobin:

Collect specimen according to instructions in national guidelines
	· Thick and thin smear results can be available the same day as preparation
· Microscopic examination of malarial slides may also reveal the presence of other blood-borne parasites

	
	
	
	
	· 
	· 

	Measles

REFERENCE:
WHO Guidelines for Epidemic Preparedness and Response to Measles Outbreaks
WHO/CDS/CSR/ISR/99.1
	Presence of IgM antibodies to measles virus in serum 
	Serum
	Collect blood samples on 5 suspected measles cases when the number of cases exceeds the measles outbreak threshold (usually more than 5 cases in a district in a month)
In countries with an elimination target:

· Collect specimen from every suspected case of measles

· Collect serum for antibody testing at first opportunity or first visit to the health facility

	· For children, collect 1 to 5 ml of venous blood depending on size of child. Collect into a test tube, capillary tube, or microtainer
· Separate blood cells from serum:

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

· If no centrifuge, put sample in refrigerator overnight (4 to 6 hours) until clot retracts. Pour off serum the next morning
· If no centrifuge and no refrigerator, let blood sit at an angle for at least 60 minutes (without shaking or being driven in a vehicle)
· Pour off serum into a clean tube 

· Store serum at 4°C
· Ship serum samples using appropriate packaging to prevent breaking or leaks during shipment

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

· If as few as 2 out of 5 suspected measles cases are laboratory confirmed, the outbreak is confirmed
· Avoid shaking of specimen before serum has been collected
· To prevent bacterial overgrowth, ensure that the serum is poured into a clean glass test tube. The test tube does not need to be sterile, just clean
· Transport the serum in an EPI hand vaccine carrier at 4°C to 8°C to prevent bacterial overgrowth (up to 7 days). If not refrigerated, serum stored in a clean tube will be good for at least 3 days

	Meningitis

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

WHO document WHO/CDS/EDC/99.7

WHO, Geneva
	Microscopic examination of CSF for Gram negative diplococci 

Culture and isolation of N. meningitis from CSF 
	Cerebral spinal fluid (CSF)

Note: CSF is the specimen of choice for culture and microscopic exam. If CSF not available, collect blood (10 ml adults, 1-5 ml for children) for culture.
	Collect specimens from 5 to 10 cases once the alert or action threshold (see “Meningitis” in Section 8) has been reached
	· Prepare the patient and aseptically collect CSF into sterile test tubes with tops
· Immediately place 1 ml of CSF into a pre-warmed bottle of trans-isolate medium
· Incubate at body temperature (36°C to 37°C)
· Never refrigerate specimens that will be cultured
· Keep CSF for microscopic exam and chemistry in the original syringe (replace cap). Refrigerate the capped syringe and send it to the laboratory as soon as possible
	· Isolation of Neisseria meningitis, a fastidious organism, is expensive, and difficult. It requires excellent techniques for specimen collection and handling and expensive media and antisera
· Initial specimens in an outbreak or for singly occurring isolates of N. meningitis should be serotyped and an antibiogram performed to ensure appropriate treatment
· Trans Isolate medium (TI) is stable. If properly stored at refrigerator temperature (4oC) it can be kept for up to two years after preparation. In the refrigerator, the liquid phase turns gelatinous but reliquifies at room temperature. Unused TI bottles should be kept tightly sealed. If there is any colour change (yellowing or clouding of the liquid medium) or obvious drying or shrinkage of the agar slant, the medium should not be used


	Tuberculosis 

(Smear positive pulmonary tuberculosis)

REFERENCE:
Laboratory Services in Tuberculosis Control, Parts I, II and III. WHO publications WHO/TB/98.258
	Presence of acid fast bacillus (AFB) in Ziehl Neelsen (ZN) stained smears
	Deep-chest sputum
	Collect sputum (not saliva) for direct smear microscopy and examine at least two stained specimens taken on different days
	Smear should be examined at health facility where the specimen is taken
	TB microscopy is read daily. Quantification of observed mycobacteria is reported using various reporting methods. Refer to the criteria used by the examining laboratory

	Viral hemorrhagic fevers

REFERENCES:

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

· Viral Infections of Humans; Epidemiology and Control. 1989. Evans, A.S. (ed). Plenum Medical Book Company, New York
	Presence of IgM antibodies against  Ebola, Marburg, CCHF, Lassa or Dengue fever

or
Presence of Ebola in post-mortum skin necropsy
	For ELISA: Whole blood, serum or plasma
For PCR: Whole blood or blood clot,  serum/plasma or tissue
For immunohistochemistry: Skin or tissue specimens from fatal cases
	· Collect specimen from the first suspected case
· If more than one suspected case, collect until specimens have been collected from 5 to10 suspected cases
	Handle and transport specimens from suspected VHF patients with extreme caution. Wear protective clothing and use barrier precautions
For ELISA or PCR:

· Refrigerate serum or clot

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

For Immunohistochemistry:

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

· Store at room temperature 

· Formalin-fixed specimens may be shipped at room temperature
	Diagnostic services for VHF are not routinely available. Advance arrangements are usually required for VHF diagnostic services. Contact the appropriate National authority or WHO


















































































































� New case: a person attending the health facility during the week and having new diagnose. Subsequent visits for the same health problem should not be included in the report (repeated case).


� Any cluster of severe disease should be reported and investigated


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