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Abstract

The Georgian National Health Policy, adopted in 1999, declares the reduction of communicable
and socially dangerous diseases a major priority for maintaining and improving the health of the
Georgian population over the next decade. Uniform and comprehensive guidelines for health workers
who deal with infectious disease surveillance are a critical component of ensuring the effective
functioning of the surveillance system.

The guidelines outlined in this report are the first attempt to develop a comprehensive document
to help Georgian health workers comply with the above goal. The guidelines outline how to: identify
and register cases of infectious diseases; confirm and classify cases; notify and report; analyze data;
investigate outbreaks; and utilize available information for making decisions to prevent and control
infectious diseases and improve the functioning of the surveillance system. They are designed
primarily for health personnel working at rayon and regional centers of public health. Besides the
general norms for the surveillance system as awhole, the guidelines include eight disease-specific
sections devoted exclusively to guiding public health workers for effective prevention and control of
vaccine-preventabl e diseases.
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1. Introduction

Effective communicable disease control relies on functioning disease surveillance, which isthe
systematic and regular collection of information on the occurrence, distribution, and trends of an
event on an ongoing basis with sufficient accuracy and completeness to provide the basis for action.
A well-functioning disease surveillance system therefore provides information for planning,
implementation, monitoring, and evaluation of public health programs. It includes case detection and
registration, case confirmation, data reporting, data analysis, outbreak investigation, response and
preparedness activities, feedback, and communication. Health authorities must aso provide
appropriate supervision, training, and resources for the surveillance system to operate properly.

The Georgian National Health Policy, adopted in 1999, declares the improvement of maternal
and child health and the reduction of communicable and socially dangerous diseases among the main
priorities for maintaining and improving the health of the population of Georgia over the next decade
(see Table 1). Improved coverage of target populations with immunizations and increased
effectiveness of epidemiological surveillance are viewed as important strategies to achieve these
objectives. The palicy links these strategies with the need for improvements of the Georgian Health
Information System in order to provide managers, stakeholders, and the public with appropriate
information to make correct strategic, tactical, and operationa decisions.

These guidelines are focused on the following eight vaccine preventabl e diseases (VPDs), most
of which are targeted for elimination or considerable reduction as outlined in the National Health

Policy:
» Diphtheria A Mumps o Tetanus
» Poliomyelitis » Rubdla Ao HepatitisB
» Meades s Pertussis

Table 1. National Strategies and Targets for the Reduction of VPDs 1999-2009

Disease Target Strategies
Poliomyelitis | Maintaining elimination of the 98% coverage of the eligible population with planned
disease immunization
Measles Elimination by 2007 and Increase of the effectiveness of epidemiological surveillance

certification by 2010 Strengthening of laboratory services

Tetanus Elimination of neonatal Provision of relevant conditions for delivery

tetanus by 2005 Immunization of pregnant women if necessary

Diphtheria Incidence < 0.1 per 100,000 95% coverage of child population by planned immunization
E?%‘gggon and no mortality 85% coverage of adult population by revaccination
Improvement of epidemiological surveillance
Hepatitis B Reduction of the number of 95% coverage of infants by immunization

new cases by 80% Provision of safe blood and blood products

1. Introduction 1



Disease Target Strategies

Provision of safety of medical manipulations
Public education about individual protection

Mumps, Incidence < 0.1 per 100,000 95% coverage of the eligible population with planned immunization

Pertussis by 2006 Increase of the effectiveness of epidemiological surveillance
Strengthening of laboratory services

Rubella and Congenital Rubella Incidence Increase the efficiency of epidemiological surveillance

CRS <0.01 per 1000 live births

Begin planned immunization in 2004

The following nine sections of this document provide specific guidance for health workers at all
levels with regard to the core functions of surveillance.

Guidelines for Integrated Surveillance and Control of Vaccine Preventable Diseases in Georgia




2. ldentification and Registration of Cases

of Vaccine Preventable Diseases

2.1 Case Detection

Anideal surveillance system is sensitive enough to correctly identify all cases of a particular
disease occurring in the community. Experts estimate that the sensitivity of the Georgian VPD
surveillance system is currently at 50 percent, meaning approximately half of al occurring cases are
not registered for various reasons. This severely undermines the country’s efforts to successfully
control these diseases and eventually eradicate them, which will improve the overall health and well-
being of the population and eliminate the associated economic burden of morbidity and mortality.

In the contracts with health care facilities in the framework of the state “ Ambulatory Program,”
responsibilities of health care facilities have been defined as follows:

1. Provide free consultation (physical checkup) to every patient with an infectious disease
referring to the facility or cases occurring in the facility catchment area (according to the list
of diseases specified by the United State Insurance Fund)

2. Refer al cases with probable infectious diseases requiring case confirmation for laboratory
testing as specified in the existing decree (Ministry of Labor, Health and Socia Affairs
(MOLHSA) decree #104/n 21, March 2001)

3. Administer proper treatment to any patient with an infectious disease

4. Refer patientsto higher level facilities for appropriate diagnostics and treatment as needed

5. Register all cases of infectious diseases presenting themselves to private practitioners or
occurring in facility targeted areas, as specified in the current decree (MoLHSA decree
#104/n 21, March 2001)

6. Notify the public health system of all cases of infectious diseases according to the current
regulations (MoLHSA decree #104/n 21, March 2001)

7. Prepare and submit monthly reports on infectious diseases according to the current
regulations (MoLHSA decree #104/n 21, March 2001)

8. Support and facilitate any work carried out by arayon/regional Center of Public Health
(CPH) or National Center for Disease Control (NCDC) during case/outbreak investigation in
your facility targeted area

9. Comply with any rules set by respective authorities in case of an infectious disease outbreak

2. Identification and Registration of Cases of Vaccine Preventable Diseases 3



10. Inform the community of the catchment area about the importance of prompt referral of
infectious diseases cases, possible risks, and benefits of treatment. Information about
entitlements of free consultation at the facility should be delivered as well.

2.2 Registration

All clinically diagnosed or laboratory-confirmed cases of infectious diseases that come to health
facilitiesfor treatment or consultation (irrespective of whether they are reported urgently or once a
month) must be registered in a standard Infectious Disease Registration Journal number 60/A, which
specifies the case-based information to be collected (see Figure 1). This record book is also used for
registering cases of food, occupational, and other poisonings, radiological lesions, post-vaccination
unusual reactions, and complications (such as death, anaphylactic shock, toxic shock, generalized
edema, laryngo- or bronchospasm or edema, post-injection abscess, Guillain-Barre syndrome,
vaccine-associated paralytic poliomyelitis, convulsions, encephalitis, encephal opathy, meningitis,
osteomyelitis, and generalized BCG infection).

A single copy of journal 60/A is kept at the facility and used for preparation of urgent
notifications and reports and during outbreak investigations. Submitting an urgent notification does
not relieve one from registering the information in journal 60/A.

A number of copies of journal 60/A have been printed and are available at CPH. If afacility does
not have sufficient quantities, copies should be immediately requested from CPH or NCDC. Detailed
instructions for the completion of journal 60/A are provided in Figure 1.

Journal 60/B (for CPH) (Figure 2) iskept in asingle copy at the rayon and regional levelsand is
used by CPH epidemiologists for preparation of reports and during outbreak investigations. Similar to
journal 60/A, it is designed to record information on probable (clinical) or confirmed cases of
infectious diseases and other conditions as described above. Upon receipt of an urgent notification
(see section 4), it is necessary for CPH to transcribe key information into columns 1-11, 13-14, and
17-22 of journal 60/B. Other columns should be filled out during case/outbreak investigations. If a
new case (including convalescent cases) is revealed during case/outbreak investigation, information
about the case also should be recorded in journal 60/B.

4 Guidelines for Integrated Surveillance and Control of Vaccine Preventable Diseases in Georgia



‘uoleN)IS Ua4INd ay) ul Juenodwl JapIsuod NoA Ji Jo Juswabeuew pue uonebiisaAul 8sed arel|ioe) Aell eyl UolewIoul reuolippe aleolpu|
"uoeIIoU PAAISdaL oYM uosiad e Jo aweu N} 3y} aredlpu|

“AJaAI|9pP SN JO BWI} pue ajep a1edipul 181IN0d BIA pJed uoieaynou Juabin ue Buipuas Jo ased U] "awil pue alep UoRedIou aledipu|

(-019 ‘xe} ‘auoyd Aq ‘pJed uoneoynou wabin) uoeIYIOU JO SUBSW BY) pUe 8SBI Byl IN0ge Palilou UOIINIISUI 8Y] JO dWeU 8y} pue ssalppe aredipu|
ased ay) pasoubelp oym ueldisAyd ayl Jo sweu ise| aredlpu|

“(AAjwiwiypp) a1ep 10eXa 21edIpU| "aseasIp e Jo ased [eje} Ul Jo juaied e jo abieydsip/A1an0dal Jaye 1IN0 Paj|l} 89 PINOYS awodINO
paysiigelsa sisoubelp [eul} ayeq

sisoubelp feuiq

paysljgelss sisoubelp Areuiwnaid areq

sisoubelp (1s11) [euoIsInoid

Anjioey InoA o1 uonezijendsoy Jo ul uoneuasald 1siiy sjuaned ay) Jo alep aredlpu|

19SU0 3y} sem sJapisuod juaned reyr (Yuow ‘Aep) arep (a|qissod Ji) asioald aredlpu| "‘aseasip ay) Jo 18suo Jo areq

(s1021u09 B|qIssod BulAynuapl Jo asodind sy 1o} — uonnisul/Aljoe)
aAnoadsal ayealpul ‘(gol uauewuad 1o Aresodwal uawAhojdwa areaud pue Juswuianob ‘pakojdwaun ‘paziuehio-uou 6'8) snyels Jayio 10 Apnis;uonednddO

BUO 1UBLIND 3Y1 WOJJ JUBIBYIP JI ||oM Se ssaippe Juauewlad aredipul ‘Juaired e Jo Ssalppe [enloy
lapuao

(Aep ‘yiuow ‘1eak :yuiq Jo arep aredipul ‘abe Jo sieak GT Japun) aby

waned e Jo aweu 1se| ay) pue 1Sl 8yl

Ajjeaibojouoliyd paubisse ‘Jaquinu uonensibal ase)d

8T
LT
97
qT
Vi
€T
T
1T
ot

N

e B R T I

:Ano81100 pue Ajealo 1o paj|ii 8g PINOYS suwnjod || ‘(s1epiroid Joj) /09 feudnor 1o uonajdwod ay) 1oj Suononasy|

8T LT 91 13 V1 €T cT I 0T 6 8 L 9 ] 14 € 4
uolreayou ased uon
toteonou uonesynou 4o 0 sueaw/alaym ay) pasoubelp awWoaIN0 sisoubeip sisoubeip sisoufelp -eziendsoy alepiasuo | HOM
sjuBWIWOD paAi@2al oym areq/ 4 LoUM 0 oum reuty sisouBep |[euoisinoid CUOISIAGI Juon 55eos! /Apmis SsaIppy 1apuan aby aweN
uosiad e Jo awen awil jwoum o Y Jo aleq euld jJo ajeq [EUOISINCMD | 51 yas0ud 'd 1,090e1d
JUSS UOIIRDIJIION uediskyd 1s.1) J0 @req

V/09 reusnor ‘T ainbi4




‘uolIeNyIS JUaLINI Ul Jueuodwi JBPISUOD NOA Jeyl Jo Juawabeuew pue uoiehiisaAul ased arel|ioe) Aew Teyl UoeWIOoUl [eUORIPPE S1edipu|

‘(swuaned aiow 1o omy) yealqinoydnolb Jo ‘ased Arepuodas ‘(ased dlpelods ‘a|buls) xapul ealqino ue ul sniels s,juaned areaipu|

‘uoneIIoU B PaAIadal oym uosiad e Jo aweu ||n} a1edipu|

*AIBAI|BP S1I JO aW pue a)ep aredipul ‘1a1IN0d BIA pJed uoiedynou uabin ue Buipuas jo ased U] "awi} pue ajep UoiedouU a1edIpu|

‘(paynou aJe sanijioR) 810w J0 OM] JI) SaNIjI9.} Pallou JO JBpI0 8yl YliMm 8dueplodde ul (1aylo Jo ‘xe} ‘suoyd

‘pJed uoneoynou Juabin) uoneoyou JO sueaw sy} pue ased ayl Inoge HAD AQ paliiou Jayuny sem eyl (sanijioey Jo) Aljioe) ayl Jo Ssalppe pue aweu ayl ayedipu|
"aW09]n0 UaAIB e 1oy (AA/ww/pp) arep 10exa aredipu] ‘aseasip B Jo awo2IN0 [ele) Jo ased ul o juaned e jo abreyosip/Aianodal Jaye 1no paj|ly g pjnoys
‘paysijqelsa sem sisoubelp feul areq

‘suonIuBP 8SEBI piepuels ayl YIM adueplodde ul [pawliuod Jo (jeaiun)d) ajgeqold] ased Ajisse|d pue sisoubelp [eulj ayeaipu|

11991140 HdD a3 Aq 1no pajily 89 pinoys arep ay} ‘(Jjasu Ajjioey sy jou) HdO Ag Ino paled s| uolebisanul ue J|

‘uoljelISIUILPE JIBY} JO 31ep pue PaAIadal SaSOp aulddeA a1edipul *AjJuo SadA 4o} IN0 Pajjiy 8g PINOYS UWNjod SIYyL

‘uwn|oo
sIyy ul (3s81 pawlopad pue uawidads jo adA Buneoipul) sisAjeue Aloreloge| JO S}nNsal ‘awi pue ayep pJodal ‘uonebisanul Aioljeloge| 10} uaxyel si cmE_omo__w I}
"uayel uawioads Jo adAl ay) aredipu| “uonebisaaul Alojeioge| 10} uaxe] SI usawidads B JI 1IN0 Paj[ll g pP|NoYs uayel uawidads areq

(019 ‘uonesISIUILPE WNISS JO 3Yep a1edlpul ‘wsiiNioq pue ‘snuelal ‘euayiydip jo sased ul 'H'a) pauels Juawieall J1y10ads Jo awil pue alep aredipu|

paysijgeisa sem sisoubelp [euoisinoid ayep aredipu|

(uodn paynou Apuanbasgns sem se Japinoid ared yieay e Aq apew sisoubelp feuoisinoid 1si1y ayl "a°1) sisoubelp [eaiund

AJBAI|ap SH JO Wi pue arep ayedlpul ‘1alNod BIA pJed uoieoyinou uabin ue Buipuas Jo ased u| "sawl) pue arep

uoneaynou areaipu) “(919 ‘xey ‘auoyd Aq ‘pred uoneoynou Juablin) UoReILIOoU JO SUBSW BY) S)eJIpUl puR UOIEINIIoU JUSS pey Jeyl aweu uonniisul/Aljioe) aredlpul

uonnuisuyAnjioey
1eYl WoJ} paAIadal uonealou pue Ag spew sisoubelp Jo ssa|psebal uonniisul/Aljioe) [eaipaw e 01 Juaited e Jo uoneluasald 1Sl 8yl Jo arep ay) aredlpu|

"]JSUO ay) sem SsJapisuod juaied reyr (Yuow ‘Aep) arep (ajqissod JI) asioald ayedlpu] "aseasip ayl Jo 18suo Jo areq

(uonnmsuyAnjioey
aAnoadsal ayeaipul  ‘(gol Juauewuad Jo Aresodwa)l quawAlojdwa areald pue Juswuianob ‘pakojdwaun ‘paziuehio-uou 6'3) snyels Jayio 1o Apnis;uonednddO

3UO0 JUBIND BY} WU JUSIBYIP JI []oM Se ssalppe Juauewlad aresipul quaned e Jo ssaippe [enjoy
lapuag

(Aep ‘yiuow ‘1eak :yuiq Jo arep aredlpul ‘abe Jo sieak GT Japun) aby

waned e Jo aweu 1se| ay) pue 1sil 8yl

(HdD 1e Ajjeaibojouoiyd) Jaquinu uonensibal ased

Ve
R4
K44
T¢

‘0¢
‘6T
8T
LT
97
a1

i
€T
T
1T
0T

~

O IR ToR)

:An081100 pue AjJeslo 1o Pajii 8g PINOYS SUWN|OD |1 "9/09 [euinor 10 uonajdwod ay) 1o} SuononAsy|

Ve (4 44 14 0Z 6T 8T LT 9T ST T €T T T 0T 6 8 L 9 S 14 € [
uolrealIoU siskjeue pauels |paysigelss uoneoLoU oM
uoneslnou |, 1 srep| o suesw paustiqelss pauels snels ‘qerjo | UM uswiean| sisoubeip | sisoubep |3C SUESUW B uon 98P | bmis
sjuewwo) | sneis | panieoai 1B okEp| J awo9IN0 sa SA | yonebnsonul el TBHO | 51p0ads | TUBWIESN ] SI P st 'P Tuomeoynou| -ewueserd | 1esuo | "PMS | ssaippy | sepuss |eby|oweN
uolealIoN [pue paynou leulq uolRUIDORA [a1ep pue oiy10ads | feuoisinoid | feuoisinoid 10
ased |1eyr uosiad K jeu areq aseo ajeq areq 1ues 1Sy jo aleq | eseasig
e 1nsay areq areq Teus Annioed a9e|d

(HdD 104) 9/09 [euinor 'z ainbi4




3. Case Definitions/Case Confirmation and

Classification

The usefulness of public health surveillance data depends on its uniformity, simplicity, and timeliness.
State and local public health officials use the information about occurrence of diseases to accurately monitor
trends, plan and make decisions, and evaluate effectiveness of interventions. The case definitions introduced
in these guidelines establish uniform criteriafor disease confirmation and classification to be applied by CPH
and individual public and private facilities in Georgiafor public health surveillance purposes.

3.1 General Principles

Upon receipt of immediate/urgent notifications, CPH staff (who are responsible for reporting of
surveillance data) classify cases for epidemiological surveillance purposes into two categories. probable
(clinical) and confirmed based on the latest available reports/notifications from health facilities and case-
related laboratory and epidemiol ogical data. Case confirmation criteria are outlined in the guidelines below.

Updates in case notifications and/or results of case/outbreak investigation allow CPH staff to update
their classification of cases (recorded in column 17 of journa 60/B).

Probable (clinical) case is defined as any case for which clinical symptoms are compatible and
resemble a notifiable disease.

Purpose: Prabable (clinical) case definitions outlined in the guidelines below may help providersto
determine whether what they are seeing is a case of a notifiable disease.

Once a physician establishes a diagnosis of a notifiable disease, CPH presumes the case has become
probable (clinical) for epidemiological surveillance purposes.

Action: Inthisstuation, physicians must notify therayon CPH, and this should lead to an
investigation of a case/potential outbreak and initiation of appropriate public health action.

Note: Initiation and specifics of treatment is a purely clinical decision, which is normally made once a
provisional diagnosisis established. This decision does not have to depend on compatibility of a
patient’ s symptoms with epidemiological surveillance definitions or case descriptions outlined in
this manual.

Confirmed caseis onethat is confirmed by disease-specific laboratory tests and/or where an
epidemiological link to other confirmed case(s) has been established.

In those instances where lab confirmation of a disease is not widely accessible in Georgia, cases can be
confirmed if they meet a clinical description of the disease and are epidemiologically linked to a probable
(clinical) case (e.g., mumps, rubella). For some diseases, (e.g., tetanus) definition of a confirmed case is not
applicable, because there is no lab test and no epidemiological link.
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Purpose: Regiona and national surveillance managers use disease confirmation rates to do the
following:

o Make public health interventions that have along-term nature (e.g., policy changes, mass
campaigns, development of disease elimination strategies, etc.)

s Assessthe success of disease elimination efforts
4 Assessthe maturity of the surveillance system in various regions and in various settings
» Plan surveillance/laboratory system strengthening activities

Details on computation of disease confirmation rates are provided in section 5.3, Recommended
Methods of Analysis of these guidelines.

An epidemiological link isdefined as a close contact (specific for the transmission mechanism of a
given disease) usualy with alab-confirmed case during a period of incubation of the disease prior to the
onset of symptoms (see Figure 3).

Figure 3. Examples of Epidemiological Links

Epidemiological link | Epigemiologically confirmed

/

Epidemiological Epidemiologically Epidemiologically confir med

link confirmed case

Laboratory-confirmed case

Epidemiological link

Probable (Clinical)

Both the number of al “probable (clinical)” and “confirmed” cases are reported through the
surveillance reporting system from CPH to NCDC on amonthly basis, as described in section 4.2, Monthly
Summary Notification and 4.3, Monthly Reporting.

Cases not compatible with the specified clinical descriptions of notifiable diseases and not confirmed by
either specified |ab tests or epidemiologically must not be reported through the surveillance channels from
therayon CPH upwards. A case can become discarded for epidemiological surveillance purposes if

a. anupdated urgent notification about the change in the diagnosis (including the change from a
notifiable communicable disease to a“ somatic” disease, which also requires submission of an urgent
notification) is received from afacility, or

b. during case/outbreak investigations, case records show that the caseis not compatible with aclinical
description of anotifiable disease.

Table 2 illustrates how VPD cases are classified in the epidemiological surveillance system.
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4. Notification and Reporting

All notifiable and reportable diseases and conditions are divided into four groups according to their
implication to public health surveillance and response:

»  Diseases and conditions of which health authorities must be notified urgently

»  Diseases and conditions of which health authorities must be notified monthly

»  Diseases and conditions subject to monthly reporting

»  Diseases and conditions subject to annual reporting

All institutions and providers rendering health care services to the population, including laboratories and
private care providers, have to notify the local public health service whenever they diagnose, suspect, or even
receive positive laboratory results for any of the diseases or conditions listed below. The NCDC determines

and annually updates the list of natifiable and reportable diseases on the basis of the current epidemiol ogical
situation.

4.1 Urgent Notification

“Urgent notification” implies urgent (during the same business day, but under no circumstances
more than 24 hours from first identification) submission of information about probable (clinical) or
laboratory-revealed cases to the next superior level of the public heath service. In such cases, the provider
must notify the rayon CPH about such cases with any available means of communication (notification card,
phone, fax, e-mail). The rayon CPH in turn must submit the appropriate information to the central (NCDC,
MoLHSA) and regional (regional CPH) institutions.

Notification of every single case of the diseases and conditions shown on Table 3 has to be sent through
the public health system.

Information should be submitted immediatdy on the following internationally regulated, especially
dangerous diseases:

» Plague s+ Tularemia
s Cholera » Anthrax
s Yellow fever » SARS

»  Contagious viral hemorrhagic fevers
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Table 3. List of Urgently Notifiable Diseases

and Flow of Notifications through the Public Health System

Name ICD-10 | Notification should be sent | Notification should
Code to the rayon CPH be sent from the
rayon CPH to the
Bycf;erglth Iabori¥ories reg]/ional CPH and
providers NCDC

1 Diphtheria A36 X X X

2. Pertussis A37 X X X

3. Neonatal tetanus A33 X X

4. Tetanus A34 -35 X X

5. | AFP / Acute poliomyelitis A80 X X X

6. Measles B05 X X X

7. Rubella B06 X X

8. Congenital rubella syndrome P.35.0 X X

9. Mumps A37 X X

10. | Acute viral hepatitis A B15 X X*

11. | Acute viral hepatitis B B16 X X*

12. | Acute viral hepatitis C B17.1 X X*

13. | Acute viral hepatitis E B17.2 X X*

14. | Cholera AOQ0 X X X
15. | Typhoid fever A01 X X

16. | Paratyphoid fevers A, B, C; A01.1-4 X X

17. | Other salmonella infections A02 X X

18. | Shigellosis A03 X X

19. | Other bacterial intestinal infections AO4 X X

20. among them:  Esherichiosis A04.4 X X

21. Yersiniosis A04.6 X X

22. | Food-borne bacterial intoxications AO5 X X**

23. among them Botulism A05.1 X X X
24. | Unspecified infectious diarrheal diseases A09 X

25. | Tuberculosis meningitis Al17.0 X X X
26. | Plague A20 X X X
27. | Tularemia A21 X X X
28. | Anthrax A22 X X X
29. | Brucellosis A23 X X X
30. | Leptospirosis A27 X X X
31. | Listeriosis A32 X X X
32. | Meningococcal Infection A39 X X X
33. | Relapsing fever A68 X X X
34. | Flea-borne typhus A75 X X X
35. | Qfever A78 X X X
36. | Rabies A82 X X X
37. | Contact with animals (risk of rabies) X X
38. | Unconfirmed viral infections of CNS A89 X
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39. | Arthropods transmitted viral fevers and viral A90-A99 X X
hemorrhagic fevers
40. | Yellow fever A95 X X
41. | Malaria B50-54 X X
42. | Trichinosis B75 X X
43. | Ancilostomidosis B76 X X
44. | Acute occupational poisonings X
45. | Post-vaccination, unusual reactions and X
complications
46. | Radiological lesions X
47. | Isolations of vancomycin resistant X X
staphylococcus
48. | Fever of unknown etiology (t>38 and lasts X
more than 5 days)
49. | Severe acute respiratory syndrome X
50. | Group cases of infectious diseases X

*All positive results
** |ndicating all identified pathogenes

Group cases of any infectious diseases (excluding acute respiratory infections (ARI) and influenza)

should be urgently notified. Group cases imply three or more cases occurring simultaneously in one or more

settings in one incubation period that are epidemiologically linked or caused by one agent. In this case one
urgent notification card should befilled out with an indication that thisis agroup case. A list of cases

including the patient’ s name, age, and address should be prepared and sent to the rayon CPH along with the

card. Thisinformation aso could be delivered by any other means of communication (e.g., phone, fax, e-

mail).

Note: According to the MoLHSA Decree #104/n of March 21, 2001, the rayon CPH should immediately
notify the State Sanitary Inspection, in addition to the regional CPH and NCDC, for any cases of

food and acute professional intoxications, radiation lesions, as well as group cases of any

communicable disease.

4.1.1 Urgent Notification Card

The urgent notification card isto be used at all levels of the public health system and can be completed
by a health practitioner who has detected a probable (clinical) or confirmed case of the above diseases, or by

a CPH epidemiologist who needs to send the information further up the public health surveillance system.

See Figure 4 for asample card.

4. Notification and Reporting
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Figure 4. Urgent Notification Card

Confidential Urgent Notification Card #58/1
1. The natification sent to (facility) Date Time
Tel [ ] Fax[_] Courier [ ]
Case diagnosed by (name, position, facility)
Notification sent by (name, position, facility) Signature-------
Registration number (in Journal 60) Registration # in Registration # in 60b
Tz Z========>>>> 60a sender receiver
3. Last (family) name First Name Middle name
4. Sex: Male --- Female ------ 5. Age (for children under 15 please indicate the date of birth)
6. Address
Townl/village Rayon Street, house, apt #

7. Name and address of the work place or children

facility
8. Diagnosis
9. Date(s) specimen(s) taken if any and for what test(s)
10. Confirmed by laboratory YESO NOO Indicate results here: Date:
11.DATES ==>>> | Disease onset: First visit to health facility: Last attended (work place, school,
kindergarten)
12. Current location of the patient a) at a hospital (indicate which one)
b) at home (indicate actual address)
c) Other

13. Additional information (e.g., potential source of infection, group case)

Data used to fill urgent notifications come from case histories and journal 60/A. Urgent notifications can
be made by phone. In such cases, there is no need to send the card; however, the information should be
passed on strictly in accordance with the urgent notification card format to be recorded on an urgent
notification card at the receiving end.

In large facilities, many providers may diagnose infectious disease cases. All providers are required to
complete urgent notification cards promptly for cases they see. In such large facilities it is recommended that
one person (e.g., hurse) be assigned the responsibility of sending notifications to the CPH. This person would
collect notification cards from providers and send all of them together.

As additional surveillance information becomes available, a patient’ s diagnosis may change. In this
case, providers or laboratories must submit another urgent notification card with the updated diagnosis
(regardless whether the changed diagnosis is urgently notifiable or not, e.g., somatic diseases) to the
appropriate CPH, which in turn, passesit to NCDC. Group status for al notifiable diseases should be
indicated in line #13 of the card for additional information.
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4.1.2 Laboratory Confirmation of a Communicable Disease Result/Notification
Form

Laboratories detecting or confirming a case of a notifiable disease from thelist in Table 3 must follow
the same requirements: urgently notify (during the same business day, but under no circumstances more than
24 hours from identification) the local CPH with any available means of communication.

A person responsible for the test result should send notifications using the standard * L aboratory
Confirmation of a Communicable Disease Result/Natification Form” (see Figure 5). If notification is made
by phone, the same format should be used (to be recorded in journal 60/B at the receiving end). In case of a
negative result of atest, thereis no need to send notification to the CPH. In such a case, a response should be
sent on the same form to the physician requesting the test. Submission of only one notification to the CPH is
required even though more than one specimen of a similar type may be taken from the patient during an
episode of illness. Confidentiality of al laboratory notifications is regulated by the “Law on Health Care.”

Figure 5. Laboratory Confirmation of a Communicable Disease Result/Notification Form

Confidential Laboratory Result/Notification of a Communicable Disease Form #58/2
Case: Last Name I First Name | Middle Name | Agel Sex!|ID#
Address [Apt #; Street; City (village); Country] I Tel: | Date specimen was taken

[dd / mm / yy] / /

Referred by Contact information of the referring physician or institution:
O Self-referral Name

O Physician Address

O Health Telephone

facility/CPH Fax

O Laboratory E-mail

O Other

Provisional (clinical) diagnosis

Type of specimen Type of test performed O Serology (specify)

O Blood Smear Culture

O CSF O Pharyngeal O Bacteriology O Immunology (specify)
O Stool O Naso-pharyngeal O Virology

O Urine O Vaginal O Parasitology O Microscopy

O Sputum O Oral O Histology

Other O Molecular identification

Result (outcome):

Name and address of
laboratory

Date and time of the Date and time of notifying
result: CPH:

Name and signature of the person
responsible for the result:

Notification sent by Mode of notification: Notification recipient:
O Telephone
O Fax

O Courier

[name and signature] : [name and position]

Chiefs and managers of private sector facilities and laboratories involved in diagnosis and treatment of
infectious diseases are responsible for ensuring that their staff is aware and comply with the case notification
requirements.
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If arayon CPH receives notification about a case that became infected in other territory (other rayon or
city), or acase that visited another rayon or city during the incubation period, information about such a case
should be sent to the respective rayon CPH (during the same business day, but under no circumstances later
than 24 hours from identification) in order to enable it to implement response actions. Information can be
sent by any means of communication (telephone, fax, e-mail). At the receiving end, information is recorded
injournal 60/B, but the case is reported by the CPH that identified the case.

4.2 Monthly Summary Notification

On the basis of case-based information contained in record book 60, each month health facilities submit
one notification to the rayon CPH by the first day of the next month about several diseases and conditions, as
shown in Figure 6. (Note that health facilities are not required to notify on a monthly basis about those
diseases subject to urgent notification.)

If afacility does not see asingle case of a particular disease during a given reporting period, it must

indicate “0” in the respective rows/columns of the report (rather than leaving blank spaces) to avoid
confusion between “no cases’ and “incomplete reporting of cases.”

Figure 6. Monthly Summary Notification Form

Monthly Summary Notification Form #58/3
Facility Month Year

Responsible person for completing the form

No. |among them
Disease/Age O | <1 | 14 | 514 | 1519 |20-20 | 3054 5ni§r”ed TOTAL | LaB No. LAB
TESTED| CONFIRMED
Acute Respiratory J00-JO6
Infections
Influenza J10-J11

Heamofilus influenza B J14;
pneumonia or meningitis | G00.0

Amebiasis A06
Scarlet fever A38
Varicella BO1
Herpes Zoster B02
Other viral hepatitis B17.0
17.8
Chronic viral hepatitis B | B18.0-
18.1

Chronic viral hepatitis C | B18.2

Cytomegalovirus

infection B25
Infectious _ B27
mononucleosis

Leishmaniosis B55
_Proto_zoal unconfirmed B64
infections

Echinococcosis B67
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Taeniasis B68
Ascariasis B77
Strongiloidosis B78
Trichocephalosis B79
Enterobiasis B80
3gtlgslgslmlnth|c B83
Pediculosis B85
Other infectious B99
diseases

Bites of toxic insects or

a snake

Intra-hospital infections

Fatal cases of acute Specify disease:
infectious diseases

4.3 Monthly Reporting

4.3.1 Monthly Reporting by Rayon CPH

The monthly report contains information about a number of urgently notifiable diseases (which CPH
epidemiologists can get from journal 60/B and investigation reports) as well as about influenza, ARI, and
amebiasis. Data have to be aggregated from the monthly notifications submitted by health facilities, and
workbooks for data aggregation are provided.

All cases revealed in the rayon should be reported by the local rayon CPH. Therefore, cases identified in
other rayons should not be reported, even if the case was infected in this given rayon or visited this given
rayon during the incubation period.

Rayon CPHs submit two copies of the monthly reports to the regional CPH not later than on the fifth
day of the following month, according to the Infectious and Parasitic Diseases Form found in Figure 7.
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Figure 7. Infectious and Parasitic Disease Monthly Reporting Form

Infectious and Par asitic Diseases
M onthly Reporting Form #V-03

Disease/age group

ICD-X
Code

<1

1-4

5-14

15-19

20-29

30-54

55 and
more

TOTAL

TOTAL
CONFIRMED
(lab. or epid.
Link)

No. LAB
TESTED

No. LAB
CONFIRMED

9

10

11 12 13

Diphtheria

A36

Pertussis

A37

Measles

BO5

Mumps

A37

Rubella

B06

Acute Viral Hepatistis A

B15

Acute Viral Hepatitis B

B16

Acute Viral Hepatistis C

B17.1

Acute Viral Hepatitis E

B17.2

Typhoid fever

AO01

Paratyphoid A, B, C fever

AOL1-4

Other salmonellosis

A02

Shigellosis

A03

Other intestinal bacterial infections

A04

of them Esherichiosis

A04.4

Yersiniosis

A04.6

Foodborne Bacterial Intoxications

A05

Botulism

A05.1

Amebiasis

A06

Unspecified infectious diarrheal diseases

A09

Brucellosis

A23

Meningococcal Infection

A39

Maaria

B50-54

Leishmaniasis

BS5

Trichinosis

B75

Ankilostomidasis

B76

Influenza

J10-J11

Acute Respiratory Infections

J00-J06

Intrahospital infections

Fatal cases of acute infectious diseases

Specify disease(s):

Instructions for completing monthly and annual reporting forms:

Columns 3-9 — indicate the number of cases in the reporting month/year broken down by age groups.

Column 10 - indicates the total number of cases that should equal the sum of nhumbers in columns 3-9.

Column 11 - indicates the number of laboratory-tested cases.

Column 12 — indicates the number of laboratory-confirmed cases.

Column 13 — (for VPDs only) indicates the total number of cases that are classified as “confirmed cases" (laboratory or

epidemiological link) according to the standard case definitions.

If thereis no single case of any notifiable diseases during a given reporting period, facilities are required
toindicate “0" in the respective column of the reporting form (instead of leaving a blank space) in order to
avoid confusion between “no cases’” and “incomplete reporting of cases.” Group of diseases such as “other
bacterial infections’ (A04) includes a number of diseases. If during areporting period other cases (apart from
Esherichiosisand Y ersiniosis) occurred outside of the total group number, these cases should be recorded.
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Monthly statistical reportsto NCDC would usually not include cases for which final classificationis
pending. Diagnoses could till change as additional 1aboratory and epidemiological data become available.

Along with the monthly report form, rayon CPHs should submit to the regional CPH two copies of
standard case/outbreak investigation reports about cases of selected urgently notifiable diseases (see bel ow)
and two copies of anti-rabies activity reportsin accordance with the established form CD-4. Copies of al
reporting forms and investigation reports should remain at the facility (see Tables A and B in section 9). The
format of case and outbreak investigation reports and other aspects of the investigation are discussed in
subsequent sections of these guidelines.

4.3.2 Monthly Reporting by Regional CPHs

Regional CPHs forward one of the two copies of the monthly reports received from the rayon CPH to
NCDC. They aso enter the information from these reports into an electronic database and should submit an
aggregated regional summary report (in the same format) to NCDC by the seventh day of the following
month.

4.4

Annual Reporting

Health facilities are not required to submit annual reports. Rayon and regional CPHSs provide annual
reports using the form in Figure 8. They should follow the same procedures outlined in the monthly reporting
section (i.e., aggregate data from the monthly reports submitted by health facilities and monthly reports
prepared at CPH; workbooks for data aggregation are provided).
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Figure 8. CPH Annual Report Form

Annually reportable I nfectious and Parasitic Diseases
Reporting Form # V-03 (annex)

. ICD-X 55 and <8 é’mzééig
Disease/age group Code <1l 1-4 5-14 15-19 | 20-29 | 30-54 more || TOTAL - E ESYS LS
Z - £ E = 8 og
AFP/Acute poliomyelitis A80
Congenital Rubella Syndrom P35.0
Neonatal Tetanus A33
Tetanus A34.35
Cholera A00
Plague A20
Tularemia A21
Anthrax A22
Leptospirosis A27
Listeriosis A32
Scarlet fever A38
relapsing fever A68
Flea- borne typhus AT5
Q fever AT78
Rabies A82

Unconfirmed Viral infections
of CNS A89

Arthropods transmitted viral

fevers and viral hemorrhagic A-
fevers A9
Yeallow fever A9
Varicella BO1
Herpes Zoster B0O2
Other viral hepatitis B17
Chronic viral hepatitis B B18.0-

18.1
Chronic viral hepatitis C B18.2
Cytomegalovirus infection B25
Inf. mononucleosis B27
Protozoal unconf. infections

B64
Echinococcosis B67
Taeniasis B68
Ascariasis B77
Strongiloidosis B78
Trichocephalosis B79
Enterobiasis B8O
Other Helminthic diseases B83
Pediculosis B85
Other infectious diseases B99
Heamofilus influenza B
pneumonia J4
SARS

Instructions on how to fill out the annual report form are provided in section 4.3.1.
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5. Data Analysis

Prompt analysis of the collected data provides information for the following:

4+ ldentifying causes of problems and their most appropriate solutions

4 ldentifying trends and taking prompt public health action

»  Evaluating the quality of disease prevention and control activities/programs over the medium and

long term.

The differences in the scope and depth of the data analysis are determined by the level of the public
health system where the analysisis performed, and whether the analysis is routine (monthly, yearly) or
urgent (e.g., during outbreaks). In order for the analysis to be meaningful, complete, and accurate, VPD
surveillance data heed to be available. Data are typically analyzed by time (e .g., amonthly trend), place
(e.g., by subordinated rayons or facilities), and demographic and biological factors (e.g., by age group,

immunization status, gender).

5.1 Urgent Analysis

Urgent analysis (during an outbreak investigation) is usually performed by arayon CPH and includes
identifying causes of fatalities (if any), summarizing cases by the day or week of onset, mapping them to
determine locations at risk, and breaking down cases and deaths by age group, gender, immunization status,

place of work, school attendance, and other known risk factors to determine who is at greatest risk of

contracting the disease and what prevention or control measures are most appropriate. The recommended
types of urgent analysis are presented in Table 4.

Table 4. Recommend Types of Urgent Analysis

Recommended type of urgent Rayon/
analysis of VPD surveillance Purpose Timeframe Facility | Regional
data CPH
Reasons behind each of the VPD fatality |To identify exactly what has failed in the |As soon as possible
) ) : X X
(if any) disease prevention and control program |(up to 12-72 hrs)
Summarizing cases by time To confirm the occurrence of more cases |Upon receiving
(day or week of onset) in a place and time than expected, which urg_e_nt case X
defines an outbreak notifications and
_ To estimate incubation period idnli,rg;%;ﬁg;eak
glgigldeath breakdown or mapping by To try to identify vehicle(s) of infection
To verify diagnosis S
To determine high-risk areas or locations
of populations at risk
Case/death breakdown by age group, To determine who is at greatest risk of a
gender, immunization status, place of given disease and potential risk factors X
work, school attendance
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5.2 Routine Analysis

Routine analysis starting from the level of the rayon CPH istypically based on the data from monthly
reports. Recommended routine types of analysisfor each of the levels are presented in Table 5.

Table 5. Recommended Types of Routine Analysis

) Timeframe
Recommended type of routine PUIDOSE :
analysis of VPD surveillance data P Facility Rayon Regional
CPH CPH
Case-fatality rates. Reasons behind each |ldentify exactly what has failed in the Quarterly
of the VPD deaths (if any). disease prevention and control Annually Annually
program
VPD morbidity by time (trends) Determine abrupt or long-term Annually
changes in disease occurrence (for facilities | Quarterly Quarterly
serving>5000| Annually Annually
people)
Case/death breakdown by place Determine high risk areas or locations Quarterly Quarterly
of populations at risk Annually Annually
Case/death breakdown by age group and |Determine who is at greatest risk of a Quarteri Quarteri
immunization status given disease and potential risk Annually Annually
factors y y
Incidence per 100,000, age/sex/imm. Determine who is at greatest risk and Quarteri Quarteri
Status/occupation -and other factor- identify major risk factors for a given Annually Annually
specific incidence rates disease y y
Proportion of cases lab tested, case Assess functioning of lab. service, Quarteri Quarteri
confirmation rates maturity of the surveillance system, Annually Annually
and success of disease elimination y y
Vaccination efficacy Low vaccine efficacy require Annuall
investigation of possible reasons y
Timeliness of reporting Identify facilities that prevent timely Monthl Monthl
analysis y y
Completeness/accuracy of reporting Identify where poor quality data come Monthly Monthly
from
Case/Outbreak investigation rate Monitor CPH adherence to the Quarteri Quarteri
outbreak investigation requirements Annually Annually
and highlight possible barriers y y

Diseases targeted for elimination (for example, poliomyelitis) may require routine anaysis of additional
information as specified by the World Health Organization (WHO). Asarule, thistype of analysisis based
on investigations of each reported case (according to the order of MoLHSA #230/0, 02.07.1997) and is
usually performed by national expertsat NCDC.

5.3 Recommended Methods of Analysis

5.3.1 Reasons Behind VPD Deaths

Knowing the reason why a patient with aVPD has died will help facilities choose an appropriate public
health response or action to prevent more fatalities in the future. Analysis of reasons behind VVPD deaths
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involves reviewing case information (case histories, notifications, records in journal 60/A) and exploring the
possible causes as presented in Table 6.

Table 6. Causes of VPD Fatalities and Possible Public Health Actions

Reasons

Possible public health action:

1. Patient sought health care too late

Intensify community health education
Discourage self-treatment

2. Case identified timely, but treatment was not provided

Enforce adherence to case management
standards

Combat treatment through “unofficial” channels

3. Case identified in a timely manner, but treatment was
delayed

(drugs not available and have not been delivered in
timely manner from other places)

Improve drug delivery channels

Educate other practitioners about how bad
communication and cooperation resulted in a
patient’s death

4. Inappropriate treatment given (misdiagnosis, other
reasons)

Enhance provider education

5. Drug resistance developed

Modify case management protocols

6. Immunization failure

Calculate vaccine efficacy

Evaluate vaccine storage and administration in
this area

5.3.2 Case Fatality Rates

The case fatality rate (CFR) is the proportion of persons with a particular condition who die from that
condition. The CFR is ameasure of severity of illness, which also can reflect the appropriateness of case
detection and case management practices, as shown in the following equation:

# of deaths among incident cases x 100%
# incident cases

Casefatality rate =

Currently there are very few VPD-related deathsin Georgia, due to improved disease control; therefore,
it makes sense to determine and monitor this rate only at the regional and national levels. Health managers
observing a high CFR for a given disease (as communicated by NCDC) need to urgently take measures to
improve accessibility of care, timeliness of treatment, and adherence to proper case management
protocols/guidelines.

5.3.3 VPD Morbidity Trends

Regular monitoring of priority infectious diseases morbidity is recommended for every health facility
involved in the surveillance program that serves 5,000 or more people. The list of priority diseasesis
normally determined by a respective regional CPH and usually includes many of the VPDs. (Check with the
regional CPH for determination.)

A CPH epidemiologist, a physician who is most directly involved in the detection and treatment of
infectious diseases, or a statistician may monitor morbidity trends. The data should be regularly reviewed by
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the facility chief doctor/manager and shared in this or other forms with the health administration of a given
area and other stakeholders who are interested or need this information.

Recommended morbidity monitoring tables are contained in the provided workbook* and examples are

provided in Figure 9. However, health workers are encouraged to use any other dternative, for example, to
plot themin achart, if it helpsto present or highlight a problem to those who need to know.

Figure 9. Examples of Morbidity Monitoring Tables and Graph

Measles cases in the PAU catchment area, town N

9 2001-2002
Cases of Priority Infectious Diseases, 2002, Town N gL - - - -
J JFMJA MO T3 JA TS [0 [N [D [Total L _
Diphtheria| 0 | 1 | 0 | O 1
AFP 0jolo]o 0 S i
Measles 0/]0|2|8 10 s+ - - - - -

Jan-01¢
Feb-01 ¢
Mar-01 ¢
May-01 4
Jun-01

Jul-01 4
Aug-01 @
Sep-01 @
Oct-01 4
Nov-01 ¢
Dec-014¢
Jan-02 @
Feb-02 4
Mar-02
Apr-02

Case investigations and classification by CPH staff will help ensure that no other cases are missed, non-

confirmed cases are filtered out, and only those that meet standard case definition are reported to the next
level.

5.3.4 Case/Death Breakdown by Place

Analyzing data according to place can give information about where disease is occurring and help
determine why and how it is spreading. Routine analyses are typically performed by the CPH on a quarterly
or yearly basis. However, during large disease outbreaks, it is recommended that individual health facilities
use local maps to mark the location of probable (clinical) and confirmed cases and other sites that might be

relevant for the given disease (e.g., schools, markets, water supply sources). See Figure 10 for an example
analysis.

The analysis can help managers identify “problem” areas that require priority attention and help
advocate for the most rational allocation of resources for corrective and prophylactic measures. Zero or low
case confirmation rates may be indicative of poor health worker adherence to existing case management
protocols, and this would also need to be tackled.

! Ministry of Labor, Health and Social Affairs, National Center for Disease Control. July 2003. Workbook for Rayon
Centers on Surveillance and Control of Vaccine Preventable Diseases in Georgia. Bethesda, MD: The Partners for
Health Reformplus Project, Abt Associates Inc.

26 Guidelines for Integrated Surveillance and Control of Vaccine Preventable Diseases in Georgia



Figure 10. Example of Graph Showing Case Breakdown by Location

New acute Hepatitis B cases in Region N, Georgia, April-June 2002

18+

77777777 None is confirmed. Why? - ————— - __ ————==
Not tested?

Urgent investigation
fffffffffffffffff and response required

16+

14

124

104

Number of cases

Rayon 1 Rayon 2 Rayon 3 Rayon 4 Rayon 5 Rayon 6 Town 7

@ Confirmed m Clinical

5.3.5 Case/Death Breakdown by Age Group and Immunization Status

Analyzing data by personal information of the individual can help further narrow the group at greatest
risk and indicate potential risk factors.

Worksheets facilitating such analysis are included in the workbook designed for CPHs and polyclinic
ambulatory units (PAUSs) (Figure 11.)

Figure 11. Example of Case Breakdown by Person (Age Group and Immunizations)

Immunization Status of Acute Hepatitis B Acute Hepatitis B cases in Rayon 5 by age group,
Cases in Rayon 5, April-June 2002: April-June, 2002
; Agegroup |underl| 1--4 | 5--14 | 15--19120--29 | 30--54 | 55+ TOTAL
Immunized -1(6%) No. of cases 0 0 0 4 12 1 0 17
Not immunized - 16 (94%) — |
Most of the hepatitis B cases (94%) are in age group 15-29 yrs
Total cases: - 17 (100%)

Armed with this information, managers can more easily target response interventions such as catch-up
immunization or prophylactic education. It also helps in allocating scarce available resources in the most
appropriate way to combat the disease.

5.3.6 Incidence Rates

The basic measure of disease occurrence is the incidence rate. Incidence rates can be measured per
100,000 population, by age, sex, immunization status, occupation, and other factors. Incidence rate is defined
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as the number of new cases occurring during a given time period in a specified population. The equation is as
follows:

Incidence (rate) = No.# of new cases aoccurring during a given time period
population at mid-period

The numerator of the equation would be the number of new cases occurring in the rayon, region, or
population group. For the denominator, an estimate would be needed of the population from which the cases
arose. The denominator is usually restricted to the residents of the given geographic area. The incidence rate
isroutinely calculated per 100,000 population, which requires multiplying the above fraction by 100,000, as
shown in the following equation:

Incidence= 10 new cases per year Incidence rate per 100,000 = 10 x 100,000 = 40
25,000 (population in mid-year) 25,000

Incidence rates typically
» alow public health managers to monitor disease occurrence over time on various territories, and

4+ helpthem determine who is at greatest risk of a given disease and what are potential risk factors (in
such cases age, sex, and other population group-specific incidence rates prove to be the most useful).

For example, the 1994-1995 diphtheriaincidence rate in Georgiafor children under 14 reached 15 to 16
cases per 100,000 population. However, incidence rates were also very high among adolescents 15- to 19-
yearsold (9 to 10 cases per 100,000) and among adults 20- to 49-years old (about 8 cases per 100,000).
These rates indicated the necessity to implement a mass immunization for the entire population.

As another example, the incidence rate of Hepatitis B is very likely to be much higher in health
personnel of surgical departments, injecting drug users, and others at risk. Vaccination and other prevention
efforts may be targeted at these groups.

Age, occupation, and other factor-specific incidence rates can be determined accurately only if reliable
statistical data on denominators (size of specific population groups) are available. Worksheets facilitating
such analysis can be found in the workbook for CPH and PAU health workers.

5.3.7 Case Confirmation Rates, Proportion of Cases Lab Tested

In awell-functioning surveillance system, disease confirmation rates are expected to exceed 70 to 80
percent. For diseases in the elimination phase (polio, measles), this rate is expected to approach 100 percent,
as shown in the following equation:

Case confirmation rate= No. of confirmed cases x 100%
Total number of cases

As mentioned earlier in the case definition/case classification section, a confirmed caseis one that has
been confirmed by disease-specific laboratory tests and/or where an epidemiological link to other confirmed
case(s) has been established. In those instances where lab confirmation of a disease is not widely accessible,
cases can be confirmed if they meet a clinical description of the disease and are epidemiologically linked to a
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probable (clinical) case (e.g., mumps, rubella). For some diseases (e.g., tetanus), definition of a confirmed
caseis not applicable because there is no lab test and no epidemiological link — they are confirmed based
purely on clinical presentation.

Figure 12. Graphic lllustration of Rates of Confirmed Diphtheria Cases

Proportion of lab tested diphtheria cases and diphtheria case

confirmation rate in Region N, Georgia, 1998
100%

90%
80%
70%

60% -

50% - — [Mostspecimens |- —---— Lab testing is not | —
from this rayon test offered to patients

in this rayon

40%

negative. Why?
30%

20%

10% -

0% -+
Rayon 1 Rayon 2 Rayon 3 Town 4
‘l Case confirmation rate @ % lab tested ‘

Computation of case confirmation rates (see Figure 12 for an example) is recommended primarily for
the regional and national surveillance managers to assess the maturity of the surveillance system in various
regions and in various settings, assess the success of disease elimination efforts, plan surveillance/laboratory
system-strengthening activities, develop disease eimination strategies, suggest policy changes, and plan
other long-term interventions such as mass immunization campaigns. These are decisions for which health
managers cannot rely on reports that include unconfirmed cases.

Monitoring of the proportion of cases that have been laboratory tested isimportant, first and foremost,
for diseases targeted for elimination or considerable reduction (e.g., polio, measles, diphtheria). As with case
confirmation rates, health workers are recommended to identify poorly performing facilities or rayons,

research potential reasons for this, and implement plans for correcting them. The suggested equation is as
follows:

Proportion of cases laboratory tested = No. of cases of a given discasethat werelabtested  x 100%
Total number of probable (clinical) cases of this disease

Proportion of laboratory confirmed cases =__No. of |aboratory confirmed cases  x 100%
Total number of probable (clinical)
cases of this disease

Proportion of lab samples confirmed = No. of laboratory confirmed cases X 100%
No. of cases of a given disease that were |ab tested

5.3.8 Vaccination Efficacy

The ability of avaccineto prevent disease depends on its potency and proper administration to an
individual capable of responding. Such field assessments of vaccine efficacy can be very useful, particularly

when doubt is cast on the efficacy of the vaccine because of the occurrence of disease among vaccinated
persons.
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Vaccine efficacy (VE) is measured by calculating the incidence of disease among vaccinated and
unvaccinated persons and determining the percentage of reduction in incidence of disease among vaccinated
persons relative to unvaccinated persons. The greater the percentage of reduction of illnessin the vaccinated
group, the greater the vaccine efficacy. The basic formulais written as follows:

VE = Incidencefor unvaccinated - Incidence for vaccinated
Incidence for unvaccinated

To examine VE one needs to know the total number of population at risk in agiven territory (for
example, 4,036 children under 5 years of age in the example shown in Table 7), vaccination coverage rate
(approximately 75 percent in the example), and the immunization status of cases in this population group.

Table 7. Example of Computation of Measles Vaccine Efficacy in Children under Five Years

Measles No measles Total Incidence per
' ' 1,000
Vaccinated | 6 i 3000 | 3006 - ~200
Notvaccinated | 0 i1000 | 1030 2913
Total | 36 {2000 | 4036 i 892

Vaccine efficacy = (29.13 — 2) /29.13 = 0.93

i.e., 93% of the cases that would have occurred among the vaccinated group had they not been
vaccinated were prevented by vaccination.

The efficacy of the children’s vaccines, if given as suggested in the immunization schedule, istypically
in the 80 to 95 percent range. If it is much lower, health managers should investigate possible reasons why
(cold chain failure, improper vaccine administration). If it islow for a number of vaccines, such an
investigation is urgent.

Since vaccines are usually less than 100 percent efficacious (some people will fail to seroconvert
initially, immunity of others will wane with time), there always will be some cases among the immunized. As
long asthereislessthan 100 percent vaccine coverage and the vaccine used is less than 100 percent
efficacious, the number of individuals susceptible will accumulate, and this will require an ongoing follow-
up immunization (either routine booster dose or periodic supplemental campaigns).

5.3.9 Timeliness and Accuracy of Reporting

For the surveillance system to function properly, reporting and subsequent decision making must be
rapid. Health facilities should submit monthly reports on infectious disease morbidity and mortality not later
than on the first day of the following month. Rayon CPHs have three to four days to verify, clarify, correct,
and aggregate the information received (see also section 4.3), and they must submit reports to regional CPHs
not later than on the fifth day of the following month. A report is considered to be timely and accurate on the
basis of the following criteria:

» Avreportisconsidered to betimely if the higher level office receivesit by the established deadline.
o Areport isconsidered accurateif it is complete and the higher level office has requested and

received clarifications (if needed) and has not revealed any inaccuracies during verification through
its own records (e.g., urgent notifications, case investigation protocols, and so forth).
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»  Thereport is considered completeif al the required fields are filled out (for disease cases which

were registered in the reported period) and zeros arein place for the diseases not registered during
the reported period.

CPH managers are encouraged to monitor timeliness and accuracy of reporting on a monthly basis using
suggested tables included in the workbook (see an examplein Table 8). Thetarget is 95 percent.

Factors affecting the quality of reporting by poorly performing facilities (timeliness or accuracy <80%)
need to be investigated and promptly addressed.

Table 8. Sample Monitoring Worksheet of Timeliness and Accuracy of Reporting

Subordinated

L TIMELINESS ACCURACY
facilities
Jan Feb o Dec | Proportion] Jan Feb Dec | Proportion

Facility 1 X X X X 100% X X X X 100%

Facility 2 X | - —————n X 50% ——--- X X 75%

Facility 3 X X X X 100% X X X 83%
Facility 15 X X X X 100% X X X X 100%
Total (15) 15 12 12 15 12 13 13 14

Proportion 100% 80% 80% 100% 80% 87% 87% 93%

5.3.10 Case/Outbreak Investigation Rate

It is recommended that regional CPH managers monitor the case and outbreak investigation rate on a
guarterly and annual basis. The equation for the investigation rate is as follows:

Investigation rate = No. of investigations initiated in a given time period
No. of timesthe threshold was reached during the same period

Thisis needed to evaluate the rayon CPH adherence to the outbreak investigation requirements. Possible
barriers should be investigated and corrective measures taken if the rateis less than 100 percent. The rayon
CPH also can conduct thistype of analysisitself for self-evaluation. More details on the investigation
process, including outbreak thresholds for VPDs, are provided in the next section.
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6. Investigation of Reported Cases and

Outbreaks

Aninvestigation isaimed at identifying people who have been exposed to or affected by an infectious
disease. It provides information that can be used to take immediate action to control the disease and improve
long-term activities to prevent its recurrence. The information gleaned from an investigation serves to do the
following:

» Verify the outbreak

» ldentify and treat additional cases that had not been reported or recognized

4 Collect information and laboratory specimens for confirming the outbreak

» ldentify the source(s) of infection or cause of the outbreak

»  Describe how the disease istransmitted and populations at risk

s Select appropriate response activities to control the outbreak

a  Strengthen prevention activities to prevent future recurrence of the outbreak

In Georgia, the rayon CPH has primary responsibility for investigating outbreaks. In certain

circumstances (minor outbreak, availability of competent staff and resources) heath facilities may undertake
some or all aspects of investigations, but they must keep the rayon CPH fully informed. This section
describes the general activitiesto be undertaken in investigating a case or an outbreak. More details can be
found in disease-specific sections of these guidelines.

When areported case or outbreak is identified, the following steps should be taken:

1. Makeadecision toinvestigate. Case investigation should be initiated when the outbreak threshold
is reached, as explained below.

2. Determinethat an outbreak threshold has been reached. Depending on the disease, an outbreak
threshold is reached when there is one probable (clinical) case (e.g., for a disease targeted for
elimination) or a group of cases, often epidemiologically linked, seen during the same period that is
consistent with the incubation period of disease in question on a given geographic territory. Outbreak
thresholds for VPDs and other infectious diseases are specified in Tables A and B in Section 9.
Outbreak thresholds are further illustrated in Table 9.
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When an outbreak threshold is reached, an outbreak investigation should be performed and case-based
data recorded in the Case/l nvestigation Card. When group cases’ occur, a Cluster Investigation Report
should be prepared and sent to the next level along with the monthly report forms.

The Cluster Investigation Report should contain the following information (Decree #320/0 30
December 2000):

» Date outbreak started, time distribution of cases (days, weeks), description of the affected territory

»  Number of affected individuals during outbreak; their age, gender, social distribution, division by
disease onset (1, 2, 3, and more days); results of laboratory investigation

4 Confirmed or probable source of infection

4 Confirmed or probable way of transmission, conditions that supported spread of disease, laboratory
investigation results of the environment

»  Response and preventive measures (door-to-door visits, immunizations, preventive treatment such
as antibiotics and bacteriophags), |ab investigation of contacts, isolation of suspected individuals.

Table 9. Outbreak Thresholds for Vaccine Preventable Diseases

Vaccine Preventable Disease Outbreak Threshold
AFP/Polio; Diphtheria; Measles; Pertussis; One probable (clinical)
Tetanus; Neonatal tetanus; Congenital rubella or confirmed case
syndrome
Mumps; Rubella; Acute hepatitis A and B Three or more probable (clinical) or confirmed cases during the same
period consistent with the incubation period of disease in question on a
given geographic territory.

Note: The rayon CPH should begin investigation as soon as possible, but not later than one business day
for AFP/polio, diphtheria, measles, mumps, rubella, pertussis, or three business days of
notification for tetanus, hepatitis B.

3. Prepareto conduct an investigation. The chief epidemiol ogist together with the chief of the CPH
makes a decision about the team composition, makes sure needed funds are available, and requests
additional technical resources.

Note: Participation of NCDC and/or regional CPH expertsis required during case and outbreak
investigations of AFP/palio, diphtheria, neonatal tetanus, pertussis, measles, and congenital
rubdla

The team leader clarifies objectives, roles, and responsibilities, and decides where the investigation will
begin (usualy in the most affected place). Needed authorizations must be obtained, forms for collecting
information prepared, and methods and supplies for collecting |ab specimens assembled. Travel
arrangements for getting to and from the site of investigation need to be made. If required, the transportation
of specimens to the appropriate laboratories should be arranged as well.

2 Group cases imply three or more cases occurring simultaneously in one or more settings in one incubation period,
epidemiologically linked or caused by one agent. In this case one urgent notification card should be filled out with an
indication of the group case.
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4. Verify the potential outbreak on-site. Review medical records to verify that cases meet the clinica
description of the disease (the definition of a probable (clinical) case). Discuss with clinician(s) if
some do not so that a consensus can be reached. A case incompatible with the clinical description
and not confirmed by specific laboratory testsis discarded for epidemiological surveillance purposes.

5. Collect laboratory specimensif thisis mandated and has not been done yet. Refer to Table 10 for a
summary of epidemiological conditions that trigger mandatory laboratory case confirmation and
laboratory guidelines for collecting, storing, and transporting specimens. Review results with
clinicians if and when they become available to see if some of the cases could now be regarded as
“confirmed.”

6. Search for additional cases. An active search should be conducted to determine if additional cases
exigt. This can be accomplished by

a. reviewing clinic registers, requesting that health workers in neighboring facilities search for
similar casesin their registers, and

b. identifying areas of likely risk where the patients have lived, worked, or traveled during their
infectious period, and visiting those places to speak to the contacts to find out if anyone elsein the
area around the case has been ill with signs or symptoms that meet the case definition.

Any newly identified cases must be referred to the health facility for treatment.

The number of susceptible contacts determines the potential for secondary transmission. Follow-up
should be conducted until the end of the incubation period for that disease.

7. Analyzethedata concerning the outbreak. The methods of analysis and presenting outbreak data
are described in the previous section of the guidelines. Data about the outbreak can be reanalyzed
many times during the course of an outbreak. The initial analysis usually focuses on where the
outbreak is occurring, where it is moving, the source of infection and the persons at risk of becoming
ill. The data could be presented in a histogram representing the course of the disease; case could be
plotted on a spot map; where necessary tables of the most relevant characteristics of cases could be
made (e.g., comparing age group with vaccination status).

During an outbreak, these data will need to be updated frequently (often daily) to seeif the information
received changes the ideas regarding the causes and control strategies for the outbreak.

8. Implement control and prevention measures. Such measures are discussed in detail in the disease-
specific sections of the guidelines.

9. Writeareport and disseminate findings. A report that includes a dissemination of the findings
must be submitted to the NCDC, regional CPH, local health administration, and other decision
makers or stakeholders who need this information.
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Table 10. Epidemiologic Conditions for VPDs Triggering Mandatory Laboratory Case Confirmation

Disease Epidemiologic Conditions under which Where to Send Specimens*’
Laboratory Confirmation Is Mandatory
Diphtheria Any probable case Contact regional CPH for the most current
list of NCDC recognized and
recommended laboratories in your area
AFP/Polio Any probable case NCDC
Congenital rubella Any probable case NCDC
syndrome
Three or more cases” during the same period NCDC or Thilisi Infectious Disease Hospital
Measles consistent with measles incubation period in a given
geographic territory
Three or more probable cases® during the same period,
Pertussis consistent with Pertusis incubation period in a given NCDC

geographic territory

Acute viral hepatitis

All probable (clinical) cases of hepatitis B.

Where an outbreak of Hepatitis A is suspected, it is
required to confirm at least one case (where all cases
are epidemiologically linked) or every other case where
such link can not be established

Contact regional CPH for the most current
list of NCDC recognized or recommended
laboratories in your area

Tetanus No lab confirmation for this disease
Mumps Lab confirmation is not mandatory
Rubella Lab confirmation is not mandatory

! Specimen collection should take place at the facility where a patient has come to seek care if such facility is equipped with a specimen collection kit. Referring sick
patients (instead of specimens) to a laboratory is discouraged.
2 Try to obtain specimens from three patients; one positive test result in a case that is epidemiologically linked to others will be sufficient to confirm an outbreak.

According to the current regulations (MoLHSA decree #104/n 21 March, 2001), al laboratoriesin
Georgia (including private laboratories) are required to immediately inform respective territorial CPHs of the
results of any positive tests for VPDs and other communicable diseases. Twice ayear the regional CPHs are

required to update lists of laboratories performing surveillance functions.
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7. Preparedness and Organization of

Response to Outbreaks

Being prepared to respond to outbreaks and other public health priorities, that is, having procedures and
resources in place in advance of a disease outbreak, will increase the efficiency and effectiveness of the
response to the problem.

7.1 General Preparedness Activities

There are many suggested general preparedness activities that can be performed, some in advance of an
outbreak of disease. These activities are summarized below:

1. Plan and coordinate response activities at the rayon level. Thiswill be undertaken by the
Permanent Commission for Combating Socially Dangerous Diseases (Presidential order #207 30
April 1999). Recommended composition of the commission is as follows:

~  Head of local administration

~  Head of local self-administration

~  CPH (director, epidemiologist, immunization manager)
~  Hedth adminigration

~  State Sanitary Supervision Inspection

~  Laboratory service

~  Rayon hospital and PAU

~  Rayonal education department

~  Nongovernmental organizations and private sector

~  Representatives of other agencies (Such representatives should be invited on as-needed basis;
e.g., water supply, veterinary service, assistance to internally displaced persons and refugees,
police, and others.)

The commission would meet on a routine basis to do the following:
~  Review surveillance and vaccination coverage data for trends that cause a public health
concern

~ Review and update inventory of supplies needed for disease response and make sure they are
ready for use (including medicines, antitoxins, vaccines, syringes, suppliesfor collecting and
transporting specimens, lab supplies)

~  Review other resources (personnel, transport, communications) and identify material and
training needs
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~  Determine concrete roles and responsibilities of different services/agencies for response
actions

»  Update local response procedures and protocols

The rayon CPH typically will manage sporadic cases of notifiable diseases and small outbreaks on its
own. In the event of alarge outbreak, the commission should meet as soon as the outbreak is recognized and
continue to hold meetings as often as needed to plan, implement, monitor, and report on the response to the
outbreak. Based on the type of causative agent and the spread of an outbreak, central level involvement
should be considered.

2.

Secur e availability of financial resourcesat a certain minimum level at all timesto support
investigation and control activities as well asto ensure that there is a safe minimum stock of
medicines, antitoxins, vaccines, and laboratory supplies. Central funds will be used in case of
national significance outbresks.

Update and maintain personnel skillsto carry out response through retraining. Training topics
should depend on locally identified priorities and the epidemiological situation.

Develop and deliver community education messages or campaigns. Community education
messages should be developed to help the population know how to recognize the illnessin question,
how to prevent its transmission, and when to seek treatment. These messages should be clear, be
concise, and address beliefs about the disease. Appropriate communication methods, such asthe
following, should be selected:

~  Newspapers
~ Television

~  Presentations at schools

~  Meetings with health personnel and trusted and respected community, religious, and political
leaders

7.2

Response Procedures

Specific response procedures for each VPD are described in detail in the subsequent sections of these
guidelines. When alarge outbreak is confirmed, the epidemic management committee would have to
implement a number of general response measures, such as the following:

A

Ensure proper involvement of health facilities and other unitsin the affected areas. Be sure to assign
clear responsibilitiesto individuals and units for specific response activities.

Obtain additional emergency response funds from the regional or national level as needed.
Alert nearby rayons or catchment areas about the outbreak and coordinate the response efforts.

Monitor outbreak control management. Make sure that the staff at each facility know and use the
recommended disease outbreak control protocols and that the disease is laboratory conformable.

Verify and fill gapsin health staff skills. On-the-job and one-on-one training may have to be carried
out as appropriate.

Inform and educate the community. Educate the public to calm any fears and encourage cooperation
with the outbreak response team.
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8. Feedback and Dissemination of Analyzed

Data

In Georgia, data are reported routinely from the facilities upward through the system to the national
level. However, currently analyzed data and feedback may not be sent regularly to lower levels. Moreover,
information may not be shared among surveillance participants at the same level. If lower level staff do not
receive information that shows how the data they reported were used or what the data meant, they may think
that their reporting is not important. This may result in their being less motivated to collect and report reliable
data. In other words, feedback reinforces the health staff’ s participation in the surveillance system. It also
rai ses awareness about certain diseases and any achievements of disease control and prevention activitiesin
the area. Thereis, therefore, the need to institute regular and timely feedback at al levels of the health
delivery system. Data analyzed by the CPH should be promptly disseminated to the entities that provided the
data.

Feedback can be verbal, asin atelephone call, staff meeting, or supervisory visit; or it can be written,
asin areport, fact sheet, or bulletin.

Therayon CPH, under normal circumstances, would predominately use oral feedback, emphasizing the
data quality and the likely conclusions for the health facility and rayon as a whole that can be drawn from the
reported data. The need for written feedback (reports, fact sheets) may increase during a large outbreak.

Theregional CPH isrecommended to use both oral and written feedback on aregular basis. Monthly
meetings with CPH directors should be used to jointly discuss epidemiological trends, findings of latest data
analysis, and performance of individual rayons, aswell asto follow up on the technical issues raised during
phone call and supervisory visits.

Written analyses of the epidemiological situation and the functioning of the surveillance system in the
region, highlighting actions needed to improve performance and other recommendations, should be produced
every six months and disseminated to all the stakeholdersin the region and rayons (e.g., those who form local
epidemic management committees). Written outbreak response reports prepared by those who led the
investigation could be disseminated to the same target audience after the response has taken place.
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9. Supervision and Performance Evaluation to

Improve System Functioning

This section describes how to routinely monitor and evaluate the performance of the surveillance system
at the facility and rayon CPH levels.

9.1 Facility Level

Table 11 includes questions for a semiannual CPH evaluation of facility performance in the area of
disease surveillance in order to accomplish the following:

4+ ldentify problem areas
» Plan adequate interventions to address these issues
4 Monitor how successful afacility isin taking corrective actions
In order to prepare for a supervisory visit, it is recommended that CPH staff review and bring with them
relevant copies of the journal 60, copies of reports received from facilities, as well as their workbooks.
Supervisions and evaluations should be carried out in an encouraging atmosphere. CPH personnel should
provide clarification, explanations, and support as necessary, and should assist in finding reasonable and

acceptable solutions to improve the system. The questions addressed in Table 11 also can be used by the
facilities themselvesto self-monitor their work.

Table 11. Sample Facility Performance Evaluation Form

Availability of Surveillance Documentation, Registers, and Forms
1. Does the facility use the standard infectious diseases register journal 60/A ? YesO NoO
2. Does the facility have at least one copy of the urgent notification card? YesOd NoO
3. Does the facility have at least one copy of the monthly reporting form? YesOd NoO
4. Does the facility have the MoLHSA guidelines for surveillance? YesOd NoO
5. Does thg facility have the MoLHSA lab guidelines for specimen collection and Yes O No O
transportation?
Adherence to Notification and Reporting Requirements
6. Prepare a list of infectious disease cases, for which urgent notifications were sent
by this facility in the past 6 months. Check clinical registers randomly for the
o ; . - e YesO NoO
corresponding information. Has this facility always sent urgent notifications about
notifiable diseases?
7. Has submission of an urgent notification been ever delayed for more than 24
. - o YesO NoO
hours? Verify using clinical records.
8. Have the monthly reports for the past 6 months been always submitted prior to the
. : YesO NoO
established deadline?
9. Are all the monthly reports for the past 6 months complete and accurate? Verify
; o YesO NoO
using the clinical records.
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Adherence to Laboratory Confirmation Requirements

10. Is this facility able to collect sputum, stool and blood? YesOd NoO

11. Does this facility have the capacity to handle sputum, stool, blood, until shipment? | Yes O No O

12. Does this facility have the capacity to ship specimens to a higher level lab (e.g.,

presence of packing materials and transport media)? vestl Nol

13. Has this facility always adhered to the mandatory lab confirmation guidelines in

the past 6 months (see table 10)? Check respective records. vestl Nol

Data Analysis Disease Prevention and Control Activities

14. Does this facility perform analysis of epidemiological data (observe), for example

morbidity trends by time [only for facilities serving more than 5000 people]? Yestl Nol

15. Is this facility on the way to achieving this year at least 80% coverage of its target
population with all of the following antigens: DPT-3, Polio-3, Hepatitis B-3, Measles-1,
DPT-4, Polio-4? YesO NoO

Check using the CPH immunization MIS workbook?®.

16. Using the VPD surveillance workbook, check the case confirmation status (lab.
confirmation or establishment of an epidemiological link) for all VPDs reported by this | Yes[d No O
facility in the past 6 months. Is the case confirmation rate higher than 80%?

17. Did the facility adhere to the recommended guidelines during recent case or

outbreak investigations? Yes NoO

Rayon CPH supervisors should make a clear decision (“yes’ or “no”) with regard to every question
listed whether fulfillment of the point conditions is ensured or not. Whenever the answer is*“no,” they should
indicate what exactly is wrong and provide recommendations that will allow afacility to correct the mistakes
in the future.

Analysis of the facility evaluation questionsin a summary table (see Table 12) will help the rayon CPH
identify problem questions (issues) common for most of the facilitiesin their service area and target
corrective interventions or follow-up training, respectively. The summary table is also a good instrument to
use to track the performance of individual facilities over time and monitor progress towards improving the
functionality of the surveillance system in the country.

® Workbook for rayon centers of public health on monitoring of cold chain, immunization activities, and use of vaccines at
rayon level, September 2002
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Table 12. Summary of Facility Evaluation Questions

EVALUATION OF THE WORK FACILITIESON DISEASE SURVEILLANCE
Hedth  Daeot NUMBER OF QUESTIONS IN THE CHECK LIST
Facility  visit
1 2 3 4 5 6 7 8 9 0 1 12 13 14 15 16
FAP-1 2/1/2003| + + + + + + + + + + + + + + + +
FAP-2 2/2/2003|  + + + + + + + + + + + - + + +
PAU 2/3/2003| + + + + + + + + + +
No. of 3 3 3 3 3 1 3 3 3 3 3 2 1 2 2 2
answers
TOTAL % of
answers| 100 | 100 | 100 | 1200 | 100 3 100 | 100 | 100 | 100 | 100 | 6 33 66 | 66 66
ES

9.2 Rayon CPH Level

Table 13 includes questions for the evaluation of arayon CPH’s performance in the area of disease
surveillance by aregion CPH. The aim of such evaluationsis similar to those at the facility level:

Ao ldentify problem areas
» Plan adequate interventions aimed at addressing these issues
A Monitor how successful arayon isin taking corrective actions
Supervisions and evaluations should be carried out in an encouraging atmosphere. The regional experts
should provide needed clarification, explanations, and support as necessary, and should find reasonable and

acceptable solutions to improve the system. The questions provided in Table 13 also can be used by the rayon
CPHs themselves in self-monitoring their work.
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Table 13. Sample Rayon CPH Evaluation Form

Availability of Surveillance Documentation, Registers, and Forms

1. Does the CPH use the standard infectious diseases journal 60/B ? YesO NoO
2. Has the CPH lacked urgent natification cards at any time in the last 6 months? YesO NoO
3. Has the CPH lacked monthly reporting forms at any time in the past 6 months? YesO NoO
4. Does the facility have the MoLHSA guidelines for surveillance? YesO NoO
Srélrjls?sgrtt:\gc:r?‘gmty have the MoLHSA lab guidelines for specimen collection and vesO No OJ
Adherence to Notification and Reporting Requirements
6. Prepare a list of infectious disease cases, for which urgent notifications were sent by
this CPH in the past 2-3 months. Check journal 60/B randomly for the corresponding ves O No O

information. Has this CPH always forwarded urgent notifications about notifiable
diseases?

7. Has submission of an urgent notification been ever delayed for more than 24 hours? | YesOd No[O

8. Have the monthly reports for the past 6 months been always submitted prior to the

established deadline? Yest Nodl
9. Are all the monthly reports for the past 6 months complete and accurate? Verify ves O No OJ
using the journal 60/B and copies of reports submitted by facilities.
10. Have case-based investigation reports been submitted for all cases that require

S YesO NoO
submission of such reports (see Table A)?
11. Have the investigation reports been always submitted prior to the established

U YesO NoO
deadline in the past 6 months?
Adherence to Laboratory Confirmation Requirements
12. Does the rayon have guidelines for specimen collection, handling and transportation

YesO NoO

to the next level?
13. Does the rayon have the capacity to transport specimens to a higher level lab? YesO NoO

14. Is the proportion of lab tested diphtheria, AFP and clinically manifested Hepatitis B
cases reported in this rayon in the past 6 months higher than 80%? Check monthly YesO NoO
reports and register 60/B.

Data Analysis

15. Does this CPH perform analysis of epidemiological data by time? Observe. YesO NoO
16. Does this CPH perform analysis of epidemiological data by place? Observe. YesO NoO
17. Does this CPH analyze timeliness and accuracy of reports received from facilities? ves O No OJ
Observe.
18. Does this CPH analyze case confirmation rates (lab+ epid. link) by disease and
- . L . ) YesO NoO
facility using the standard case definitions on its service area?
19. Does this CPH have appropriate demographic data at site (check availability of the
i YesO NoO
population by age report) ?
Case Outbreak Preparedness, Investigation, and Response
20. Is the case/outbreak investigation rate in this rayon higher than 90%? Check the last
) - YesO NoO
6 month’ period.
21. Has the start of investigation ever been delayed beyond the recommended period in
I ) YesO NoO
the past 6 months? (e.g., because of inability to secure funds timely)
22. Does the rayon have a working epidemic management committee or an equivalent
. ) YesO NoO
working mechanism?
23. Has the rayon had a 2 months’ supply of all vaccines, emergency reserve of ves O No OJ
diphtheria and tetanus antitoxins at all times in the past 6 months?
24. Can the rayon CPH give convincing examples how their analysis of routine data
: - S YesO NoO
resulted in a management decision and response action in the past 6 months?
25. Can the rayon CPH give fresh examples of delivering community education YesO NoO
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materials and messages based on the current epidemiological situation?

26. Has the rayon been always able to implement VPD case/outbreak control protocols

recommended by these guidelines in the past 6 months (e.g., NO because of shortage | YesO No[O
of vaccines, drugs or supplies?
27_. He_lve 2 or more rayon CPH staff been formally trained in the surveillance ves O No[J
guidelines?
28_. He_ls the CPH carried out a formal training for rayon providers in the surveillance vesO No[J
guidelines?
Feedback and Supervision
29. Can the rayon CPH provide examples of mechanisms it uses to provide vesO No[J
routine/regular feedback to health facilities and other rayon stakeholders?

- - - — )
30. Does the rayon CPH have evidence of making supervisory visits to more than 80% ves O No[J

of the facilities involved in the surveillance work on its service territory?

Answering “No” to any of the questions requires clarification and discussion about what exactly is
wrong and a provision of recommendations that will alow rayon CPHs to correct the mistakes soon.

Theregional CPH may use summary tables as recommended above to identify problem questions
(issues) common for most of the rayonsin their region and target corrective interventions or follow-up
training accordingly. The summary table is also a good instrument to track the performance of individual

rayons over time and monitor their progress towards improving the functionality of the surveillance systemin

the country.
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Table A. Notification, Reporting, and Investigation Requirements for Infectious Diseases

38

All ingtitutions
9 Jprovidersof | Hedlth fadilites CPH
A hedlth services
o
2 natification notification routine reporting o investigation reporting
| § investigetion
theresholds
# name urgent monthly urgent monthly annud case-based group cases
1| Diphtheria A36 1 case
o Pertussis A37 1 case
3| Neonatal Tetanus A33 1 case
4| Tetanus A34-35 1 case
5] AFP/ Acute poliomyelitis A80 1 case
6 Meades B05 1 case
7|Rubella B06 cluster of 3
g Congenital rubella syndrome P.35.0 1 case
9Mumps A37 cluster of 3
10JAcute viral hepatitis A B15 cluster of 3
11| Acuteviral hepatitisB B16 cluster of 3
12]Acute viral hepatitisC B17.1 cluster of 3
13)Acute viral hepatitisE B17.2 cluster of 3
14| Cholera A00 1 case
15 Typhoid fever A01 1 case
16|Paratyphoid feversA, B, C; AOL1-4 1 case
17]Other Salmond laiinfections A02 cluster of 3
18] Shigdlosis AO03 cluster of 3
Other bagterial intestinal infections A04
cluster of 3
19
20 among them: Esherichios's A044 cluster of 3
21 Yersniosis A04.6 cluster of 3
Food-borne bacterial intoxications A05
cluster of 3
22
23] Botulism A05.1 1case
Unspecified infectious diarrheal A09 | f3
o] diseses cluster o
25| Tuberculosis meningitis Al7.0 1 case
26|Plague A20 1 case
27 Tularemia A2l 1 case
28l Anthrax A22 1 case
20]Brucelloss AZ3 cluster of 3
30]Leptospirosis A27 1 case
31]Listeriosis A2 1 case
32]Meningococcal Infection A39 1 case
33| Relapsing fever AB8 1 case
34| Flea- borne typhus AT5 1 case
35]Q fever AT8 1 case
36| Rabies A82 1 case
Contact with animals (risk of rabies)
1 case
37
Unconfirmed Viral infectionsof CNS| A89
1 case
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Arthropodstransmitted viral fevers JA90-A99
3g[and viral hemor. fevers 1case
40]Ydlow fever A9 1 case
41|Maaig B50-54 1 case
42| Trichinoss, B75 cluster of 3
43 Ancilostomidosis; B76 1 case
44 Acute occupational poisonings 1 case
Post vaccination unusual reactions
45|and complications 1case
46]Radiological lesions 1 case
Isolations of vancomycin resistant
47|staphylococcus 1case
Fever of unknown etiology (t>38 and 1 case
48|]lasts more that 5 days)
4o Severe Acute Respiratory Syndrome 1 case
50]Acute Respiratory Infections J00-J06
51|!nfluenza J10-J11
Heamofilusinfluenza B pneumonia J14:
52Jand meningitis G00.0
53|Amebiasis A06
54| Scarlet fever A38
s5|Varicella BO1
56]Herpes Zoster B0O2
Other viral hepatitis B17.0;
57 17.8
58 Chronic viral hepatitis B 8118&10
59]Chronic viral hepatitis C 315,2
60] Cytomegalovirusinfection B25
61]!nf. mononucleosis B27
g2 Leishmanioss B55
63| Protozoal unconf. infections B64
64] Echinococcosis B67
65| Taeniass B68
66|Ascariass B77
67| Strongiloidosis B78
68| Trichocephalosis B79
69]Enterobiasis B8O
70| Other Helminthic diseases B83
71|Pediculosis B85
72 Other infectious diseases B99
Bites of atoxic insects or a snake
73
74]Intrahospital infections

75

Fatal cases of acute infectious
diseases

76

Group cases of Inf disease*

* excluding ARI and Influenza

9. Supervision and Performance Evaluation to Improve System Functioning
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Table B. Notification, Reporting, and Investigation Forms Submission Frequency and Deadlines

To Frequency of submission and | Deadline (not later
Sender Name of the form .
whom number of copies than)
All providers Rayon #58/1 Upon case identification. During the same
Len(?irlng CPH Urgent notification card Standard form (one copy) or Ibusm(:]ss da_yhc_)r SOt
ealth care relevant information by any available r?tert an within 24
services means of communication ours
Laboratories Rayon #58/2 Upon case identification. During the same
CPH Communicable disease Standard form (one copy) or Ibusm(;ss da_yhc_)r SOt
confirmation/notification form relevant information by any available hatert an within 24
means of communication ours
Health care Rayon #58/3 Monthly (one copy) 1* day of the next
facilities CPH Monthly summary notification month
Rayon CPH Regional | #58/1 Upon case identification. Same business day
CPH Urgent notification card and the list of | Standard form (one copy) or or E.Ot lzajer: than
group cases (if there are group relevant information by any available within ours
cases) means of communication
investigation report: Monthly 5" day of the next
- investigation card During cases/group cases/outbreak month
- cluster investigation report investigations of selected diseases
(two copies)
Anti-rabies activity report Monthly (two copies) 5" day of the next
month
AFP/ Polio active surveillance form Monthly (one copy) 5" day of the next
month
Monthly report form Monthly (two copies) 5" day of the next
month
Annual report form Annually (two copies) 15" of January
Regional NCDC #58/1 Upon case identification. Same business day
CPH Urgent notification card and list of Standard form (one copy) or or E.Ot Izajer: than
group cases (if there are group relevant information by any available within ours
cases) means of communication
Rayon investigation reports: Monthly 7" day of the next
- investigation card during cases/group cases/outbreak month
- cluster investigation report investigations of selected diseases
(forward one copy)
Anti-rabies activity report Monthly (forward one copy) 7" day of the next
month
AFP/ Polio active surveillance form Monthly (forward one copy) 7" day of the next
month
Rayon and regional monthly reports Monthly (one copy) 7" day of the next
month
Rayon and regional annual report Annually (one copy) 20" of January
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10. Disease-Specific VPD Prevention and

Control Guidelines

10.1 Measles

10.1.1 Rationale for Surveillance

In accordance with the Georgia National Hea th Policy, measlesistargeted for elimination by 2007
and certification of eradication by 2010. Georgia has achieved arelatively high (>70 percent at 24
months) measles immunization coverage. No major outbreaks and no deaths related to measles have been
registered in the country in recent years. The number of reported casesis low (50 to 300 cases annually).
However, the NCDC estimates the true incidence is significantly higher because this disease is prone to
underreporting under the current surveillance mechanisms.

The major goals for measles surveillance at the current “ outbreak prevention stage”* are to identify
high-risk areas and population groups and to predict (in order to prevent) potential outbreaks. Georgia has
started moving toward the “measles elimination phase” in which the objective isto achieve and maintain
interruption of measles transmission in the country. During this phase a very intensive case-based
surveillance to detect, investigate, and confirm every suspected meades case in the community is
required.

The four major strategies to achieve this goal are the following:

a»  Providethefirst dose of measles, measles-rubella (MR), or measles-mumps-rubella (MMR)
vaccine to successive groups of > 95 percent of children at the age of 12 months or shortly after

a»  Guarantee a second opportunity for measles vaccination through either a“ catch-up campaign”
for al children aged 1-14 years, without regard to disease or vaccination history, or aroutine
immunization at the age of 5 years.

4 Conduct periodic supplemental follow-up campaigns approximately every four years to vaccinate
al children aged 14 years and other high-risk population groups (e.g., refugees), without regard
to disease or vaccination history to combat the accumulation of susceptiblesin the country

» Establish effective surveillance for measles to report regularly the number, age, and vaccination
status of children contracting measles, to thoroughly conduct outbreak investigations and to
monitor immunization coverage.

* Stages as per WHO-recommended standards for surveillance of selected VPDs.
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10.1.2 Recommended Measles Case Definition
Clinical description: Any person with the following symptoms:
s Fever,
a»  Maculopapular rasts (i.e., non-vesicular rash), and
4 Cough, running nose, or conjunctivitis
Case classification
s+ Praobable (clinical): A casethat meets the clinical description of meades
4 Confirmed: A confirmed case meets at least one of the following criteria:

~  Meetstheclinical description with at least fourfold increase in measles antibody titer
~ Resultsin apositive serologic test for measles immunoglobulin M (IgM) antibody

~  Meetsthe clinical description of measles and has an epidemiological link to either probable
(clinical) or confirmed case (a contact with such case 7-17 days prior to the onset of
symptoms)

Laboratory testing is currently mandated for confirmation of outbreaks when thereis a clustering of
three or more probable (clinical) cases. Samples can be analyzed at NCDC and Thilis Infectious Diseases
Hospital.

10.1.3 Measles Case Notification Procedures and Forms

Any probable (clinical) case of measles identified by providers or a positive measles lab test require
urgent notification of CPH within 24 hours by any existing means of communication. General
requirements are outlined in more detail earlier in these guidelines.

10.1.4 Measles Case/Outbreak Investigation
Every single reported measles case has to be investigated by arayon CPH epidemiologist in
cooperation with facility health workers within 1 business day of notification. Timeis of the essence if
serous outbreaks are to be prevented. The following steps are required in an investigation:

1. Verify that all cases meet the clinical description of measles by reviewing medical records.

Discuss with the physician(s) if some do not. A case incompatible with the clinical description
and naot confirmed by specific laboratory testsis eliminated from epidemiological surveillance

reporting.

2. Collect data as envisioned in the measles investigation card (see Figure 13).

®Measles rash usually begins on the face and neck and over the next three days gradually proceeds downward and
outwards, reaching the hands and feet
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The collected data should be verified against the information found in the health facility’s
infectious disease register. It isentirely possible that the investigation will identify additional
cases that have not been registered by the health facility. Facilities should continue filling out the
investigation card for al probable (clinical) cases identified.

3. ldentify the source of infection and establish epidemiological links.

Check if measles patients were in contact with a probable (clinical) or confirmed case 7-17 days
prior to onset of symptoms to determine the existence of an epidemiological link.

4. Collect specimensif the outbreak involves 3 or more probable (clinical) measles cases from all
patients.

Serologic specimens should be obtained between days 4 and 28 after rash onset. However, a
single serum obtained at the first contact with the health care system, regardless of which day
following the rash onset this occurs, is considered adequate.

5. Assesspotential for transmission and identify contacts.

The potential for transmission isusually determined by a number of susceptible contacts.
Transmissions are particularly likely in schools and other institutions where population is densely

aggregated.
~  Determine dates of rash onset for each of the cases.

~  ldentify all contacts of the measles patients during their infectious period (4 days before
and 4 days after the rash)

»~  Contacts over 9 months year of age that have not documented evidence of receiving at least
one dose of measles containing vaccine are considered susceptible

6. Implement control and prevention measures (see next section).

7. Writeareport and send it to the regional CPH in two copies (the region CPH will forward one
copy to NCDC).

Thisreport should include

~ MeadesInvestigation Card (see Figure 13) completed for each single case (number of
cards should correspond to the number of casesindicated in the monthly report form)

~  Cluster Investigation Report, which is prepared for group cases.

8. Informlocal health administration and other stakeholders about outbreak/group cases verbally or
in awritten form.
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10.1.5 Measles Outbreak Control/Response

A single measles case in Georgiais regarded to be an outbreak and requires the following control
actions from the health facility and rayon CPH:

a»  All exposed susceptible are at risk for infection and further transmission to others. They should
be vaccinated with a measles vaccine within 72 hours of exposure to provide some protection. If
vaccine supply is limited, priority should be given to young children for whom the risk of death
isgreatest. In most cases, post-exposure vaccination is preferable to the use of immunoglobulin.
However, people contraindicated to meades vaccine (e.g., pregnant women; immuno-suppressed
or deficient persons) as well as children aged 9 to 11 months should be given immunoglobulin
within 6 days of exposure.

s+ Exposed susceptible who were not immunized within 72 hours after exposure and not given 1G,
regardless of the reason, should be isolated from the affected settings until at least 21 days after
the onset of rash in the last case of measlesin that setting.

4 Children with measles should be kept out of school for 4 days after the appearance of arash.
Meadles patients in the hospitals should also be isolated through the fourth day of rash to reduce
the exposure of other patients at high risk.

A+ Imposing quarantine is usually both difficult and disruptive to schools and other institutions.
Under special circumstances, such as during outbreaks in schools attended by a large number of
persons who refuse vaccination, quarantine measures might be warranted. However such actions
are not recommended as a routine measure for control of most outbreaks. Infants should be
segregated if measles occurs in an institution.

10.1.6 Recommended Scope of Routine Monthly Analysis of Measles
Surveillance Data to Be Performed by CPH

(See section 5 for more detailed information.)
The CPH should perform a monthly analysis of the following data:
1. Meadesvaccine coverage (at 24 months) by year and subordinated area/setting
2. Incidence rate by month, year, and geographic area
3. Meades cases by age group and immunization status
4. Case“confirmation” rate for the territory
5. Completeness/timeliness of monthly reporting

During the “measles elimination” phase, the following additional performance indicators will be
analyzed and assessed:

A Percent of al probable (clinical) cases notified < 7 days of rash onset (target >80 percent)

s Percent of al probable (clinical) cases investigated < 48 hours after notification (target >80
percent)

10. Disease-Specific VPD Prevention and Control Guidelines 53



A

A

Percent of all probable (clinical) cases with blood specimen collected within 3 to 28 days of rash
onset and lab results received (target >80 percent)

Percent of the confirmed cases with the source of infection identified (target >80 percent)

10.1.7 Principle Uses of Data for Decision Making at the Regional and Rayon

Levels

Theregional and rayon-level CPHs will use the data primarily to accomplish the following:

1

Monitor incidence and coverage to track progress toward goals, e.g., decreasing incidence and
increasing coverage (target 95 percent), and to identify areas of high risk or that have poor
program performance

Describe the changing epidemiology of measles in terms of age and inter-epidemic period.
Identify high-risk population groups.

Detect and investigate outbreaks to ensure proper response and determine why the outbreak
occurred. Corrective measures will depend on the primary reason .The three major reasons are as
follows:

~  Failureto vaccinate — low routine coverage, failure to provide timely post-exposure
vaccination

~  Vaccine failure — people who fail to seroconvert initialy (at least 5 percent of the
population) and those who seroconvert but whose immunity subsequently wanes.
Protective vaccine efficacy can be measured (see section 5.3.8, on vaccine efficacy)

~  Accumulation of susceptibles— unvaccinated people and vaccine failures.
Determine when the next outbreak may occur due to a build-up of susceptible and accelerate
prevention activities beforehand.

Evaluate and improve the performance of the surveillance system (e.g., reaction time for
notification, specimen collection).
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10.2 Rubella and Congenital Rubella Syndrome

10.2.1 Rationale for Surveillance

Public health importance of rubellarelates to the teratogenic effects of primary rubellainfection in
pregnant women. The most serious complications of rubellaresult from infection during the first trimester
of pregnancy. Rubellainfection can affect all organs of the developing fetus and cause miscarriage, feta
death, and congenital abnormalities. Twenty percent of infants born to women infected during the first 20
weeks of pregnancy will develop a pattern of birth defects called Congenital Rubella Syndrome (CRS).
Maternal infection at avery early stage of gestation (prior to week 10) almost inevitably leads to serious
complications: up to 90 percent of surviving infants will be born with CRS and it will be manifested with
more severe permanent structural malformations (e.g., congenital heart disease, cataracts). Infants infected
with rubellalate in gestation (after week 20) do not normally exhibit clinical manifestation of CRS.
Infants with CRS are infectious for the first six months of life (possibly up to one year), and they can
infect susceptible pregnant women.

The number of rubella casesin Georgiais estimated to be 2000 to 4000 annually. Rubella
immunization is envisioned in the National Immunization Calendar, but has not been routinely given to
children until this year. Physicians are unaware of CRS clinical manifestations and have not diagnosed a
single case in recent years, although the CRS incidence in countries not performing immunization
typically ranges between 1.0 to 1.5 per 1000 live births (expected number for Georgia would be 40 to 60
cases annually).

As Georgiais about to start rubellaimmunization, surveillance datawill be used to evaluate the
effectiveness of the prevention program and to identify groups of people or areas where additional disease
control efforts are required to reduce disease incidence. The National Health Policy callsfor the
introduction of rubellaimmunization to prevent the consequences of rubella during pregnancy and
achieve CRSincidence < 0.01 per 1000 live births.

The four major strategies to achieve this goal are the following:
a4 Achieve and maintain® high (>80 percent) rubellaimmunization levels for children.

The introduction of routine childhood vaccination aone is not recommended, since CRS will continue
subsequently for 20 years or more, until the cohorts that were vaccinated as children reach
childbearing age.

»  Ensure protection of women of childbearing age, up to 30 percent of whom in Georgia may be
susceptible to rubella, by

~ Routingly immunizing teenage girls (this protects future mothers directly, although it has
little effect on overall transmission of rubella)

~  Offering immunization to all women of childbearing age (usually postpartum), counseling
them to avoid becoming pregnant for three months after being vaccinated.

® Introduction of rubella vaccine into the Expanded Program on Immunization is NOT recommended when sustained
high coverage cannot be guaranteed, because this will slow, but not interrupt rubella transmission, and susceptibility
of women of childbearing age will increase.
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4 Conduct accurate surveillance for rubellaand CRS and take control measures promptly when a
rubella outbreak occurs.

»  Establish serological surveillance of susceptibility if resources permit to monitor (in addition to
clinical surveillance) the effect of the program on susceptibility of different age groups,
particularly among women of childbearing age.

10.2.2 Recommended Rubella Case Definition
Clinical description: Rubellaisan iliness that has all of these characteristics:
A acute onset of generalized maculopapular rash,
s+ temperature >37.2C, and
A occipital and/or post-auricular lymphadenopathy
Case classification
» Probable (clinical)”: A casethat meetsthe clinical description of rubella
a4 Confirmed: A confirmed case has at |least one of the following criteria:

~  Meetsthe clinical description of rubella and has an epidemiological link to either probable
(clinical) or lab confirmed case

~  Haspresence of rubella-specific IgM antibodies (if done)
~  Experienced at least afourfold increase in antibody titer (if done)
Laboratory testing for rubellais currently not mandatory.

Cases will normally be considered “confirmed” if they meet the clinical description and are
epidemiologically linked to at least one more probable (clinical) case.

Nevertheless, pregnant women exposed to rubella should be advised to seek testing for rubella
infection privately to decide if thereisaneed for early termination of pregnancy. Asymptomatic rubella
infection can be diagnosed by a positive rubell a-specific IgM antibody test or asignificant risein IgG
antibody between acute- and conval escent-phase tests. The acute-phase 1gG serum specimen should be
collected as soon as possible after exposure, whereas the conval escent-phase 1gG specimen should be
collected >7 to 14 days (preferably two to three weeks) later.

10.2.3 Rubella and CRS Case Notification, Procedures, and Forms

Follow the genera requirements outlined in section 4 of the guidelines on notification and reporting:
any probable (clinical) rubellaor CRS case identified by providers or a positive rubellalab test requires
submission of an urgent notification to CPH within 24 hours by any existing means of communication.

" Up to one-third of rubella infections may be subclinical (e.g., without elevated temperature or without rash).
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10.2.4 Rubella Outbreak Investigation

Note: Three or more probable (clinical) or confirmed cases during the same period consistent with the
incubation period of rubella (11-24 days) on a given geographic territory require an
investigation by arayon CPH epidemiologist in cooperation with facility health workers within
1 business day of notification.

The following steps should be taken (please refer to section 6 on outbreak investigation for more
details).

a) Verify that all cases meet the clinical description of rubella by reviewing medical records.
b) Collect data as envisioned in the rubella investigation card (see Figure 14).

The collected data should be verified against the information found in the health facility’ s infectious
disease register 60/A. It is entirely possible that the investigation will identify additional cases that have
not been registered by the health facility.

c) I dentify the source of infection and establish epidemiological links.

Check if rubella patients were in contact with a probable (clinical) or confirmed case 11-24 days
prior to the onset of symptoms to determine the existence of an epidemiological link.

d) Assess potential for transmission and identify contacts.

The potential for transmission is usually determined by a number of susceptible contacts.
Transmissions are particularly likely in schools and other institutions where population is densely

aggregated.
~  Determine dates of rash onset for each of the cases.

~  ldentify all contacts (particularly pregnant women) of the rubella patients during their
infectious period (7 days before and 7 days after the rash).

~  Consider contacts over 9 months of age that have not documented evidence of receiving at
least one dose of rubella containing vaccine as being susceptible.

€) Prepare a separate list of all women of childbearing age who are either rubella patients or contacts
of arubella case, indicating their pregnancy status, and if pregnant, the gestational age at disease
onset.

f) Analyze the data about the outbreak as described in the general part of the guidelines.
The emphasis should be on identifying areas and population groups at highest risk.
g) Implement control and prevention measures (see next section).

h) Write areport and send it to the regional CPH in two copies (the regional CPH will forward one
copy to NCDC). The report should include a

~ Rubdlalnvestigation Card (see Figure 14) filled for each single case (number of cards
should correspond to the number of cases indicated in the monthly report form)
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~  Cluster Investigation Report, whichis prepared for group cases

i) Inform local health administration and other stakeholders about outbreak/group cases verbally
or in awritten form.

10.2.5 Rubella Outbreak Control/Response

The goa of rubella outbreak investigation is to prevent exposure of susceptible pregnant women to
rubella, and thereby prevent cases of CRS. The following control actions from the health facility and
rayon CPH are required when three or more rubella cases are detected:

» Isolate patients for 5 to 7 days after rash onset and recommend that they restrict contact with
pregnant women.

4 ldentify and vaccinate susceptible persons who have no contraindications to rubella vaccine.
Immunoglobulin does not prevent rubellainfection after exposure and is not recommended for
that purpose.

» Recommend all pregnant women who are exposed to rubellato get serological evaluation for
rubella specific IgM and 1gG antibodies and immediate medical consultation.

Note: History of rubellainfection in the past is not reliable for assessing one’simmune status.

o Obtainalist of al pregnant women, particularly in the first trimester, and counsel all of them
regarding the risks for intrauterine rubella infection and recommend that they restrict their
contact with persons who have rubella and not attend activities where they might be exposed to
rubellafor at least 6 weeks (two incubation periods) after rash onset in the last identified patient
to minimize their chances of coming in contact with persons with symptomatic or asymptomatic
rubellainfection.

4 Conduct outreach activities in affected communities (e.g., at workplaces or schools) and facilities
that should convey
~  the seriousness of rubellainfection;
~  theimportance of rubellavaccination; and

~  theimportance of persons seeking medical advice for rubella-likeillness and of health
workers reporting rubella.

a»  Promote awareness of CRS and establish active CRS surveillance (specific activities are
discussed below)

10.2.6 Recommended Congenital Rubella Syndrome Case Definition

Clinical description: CRSis an illness manifesting in infancy, resulting from rubellainfection in
utero and characterized by the following signs or symptoms:

4 Lossof hearing (the most common defect)

A Cataracts/congenital glaucoma
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»  Congenita heart defect (most commonly patent ductus arteriosus or peripheral pulmonary artery
sclerosis)

a»  Pigmentary retinopathy
Case classification
A+ Probable (clinical): A case meetstheclinical description if it has

»~  any two manifestations (listed above), or

»  any one manifestation (listed above) and one or more of the following: purpura,
splenomegaly, microcephaly, mental retardation, meningoencephalitis, radiolucent bone
disease, or jaundice with onset within 24 hours of birth.

4+ Confirmed: A caseclinically consistent with

~  Rubella-specific immunoglobulin IgM antibody. IgM will be easily detected in the first six
months of life (rarely up to 1 year of age). Thiswill indicate prenatal rather than post-natal
infection, or

~  Perdsistently high levels of infant antibody levels for alonger period than expected from
passive transfer of maternal antibody (i.e., rubellatiter that does not drop at the expected
rate of atwofold dilution per month).

The persistence of maternally derived rubella-specific 1gG beyond 6 months (the age when they
would usually have waned) can be detected in 95 percent of infants with CRS. The presence of IgG ina
child over 6 months of age together with the clinical picture of CRS will be an indication of a prenatal
rather than postnatal infection.

10.2.7 How to Promote Awareness of CRS and Establish Active CRS
Surveillance

Cases of CRS may be identified through the following methods:

» Activesurveillance for CRS after a rubella outbreak, initiated early in an outbreak and
continued for at least 9 months after it ended. The CPH should follow up with al the pregnant
women infected with rubella during pregnancy. Obstetricians and pediatricians, aswell as
ophtalmologists, otol ogists, cardiologists, and cardiac surgeons should be aerted to the
occurrence of an outbreak and itsimplications, informed of the probable (clinical) case definition
for CRS, provided with written guidelines or training if necessary, and supplied with appropriate
notification forms. Pediatricians should be advised to screen infants attending DPT immunization
visitsfor signs of CRS and inquire about the maternal history of rubellain pregnancy.

» Retrospective review of hospital records of CRS-compatible defects in infants
A+ Theintegration of CRS studiesin general surveys of disability
4+ Serological studiesin theinstitutions for the deaf and/or blind

CRS case investigation should be initiated by the CPH within 24 hours of getting a notification about
asingle case of CRS. If the NCDC or regional CPH experts are available, they will normally assume
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leadership in the investigation. Case-based data should be collected as envisioned in the CRS case
investigation card (see Figure 15), and blood samples should be collected from the infant.?

nfantswith CRS are presumed to be infectious during thefirst year of life, so the following

control measures should be instituted:

Infants with CRS should be cared for only by personnel (e.g., caregivers, household contacts,
medical personnel, laboratory workers) known to be immune to rubella; otherwise, they should
be immunized.

Infants with CRS should be managed with contact isolation. Their mothers should be made
aware of the potential hazard of their infants to susceptible pregnant contacts.

10.2.8 Recommended Scope of Routine Monthly Analysis of Rubella
Surveillance Data to Be Performed by CPH

(See section 5 for more detailed information.)

The CPH should perform a routine monthly analysis of the following data:

1.

2.

Rubella vaccine coverage (at 24 months) by year and subordinated area/setting
Rubellaincidence rate by month, year, and geographic area

Rubella cases by age group

Rubellaand CRS case “confirmation” rate for the territory
Completeness/timeliness of monthly reporting

Rubella and CRS case/outbreak investigation rate

10.2.9 Principle Uses of Data for Decision Making at the Regional and Rayon
Levels

Theregional and rayon-level CPHs will use the data primarily to accomplish the following:

1

. Monitor incidence and coverage to track progress toward goals, e.g., decreasing incidence and

increasing coverage (target 95 percent), and to identify groups of people or areas where additional
immunization efforts are required to reduce disease incidence.

Where necessary, enhance the existing immunization program by ensuring protection of women
of childbearing age (for example, many CRS cases could be prevented through postpartum
vaccination of women).

Determine that the absence of reported CRS cases indicates the need to intensify CRS awareness
and active surveillance (see above).

® Laboratory testing is mandatory for every detected CRS case. Serum specimens should be sent to NCDC.
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4. Evaluate and improve the performance of the surveillance system (e.g., reaction time for
notification, case confirmation rate, outbreak investigation rate).

5. Conduct rubellaand CRS education campaignsin high schools and other settings where
susceptible femal es might congregate.

10. Disease-Specific VPD Prevention and Control Guidelines
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10.3  Mumps

10.3.1 Rationale for Surveillance

Outbreaks of mumps can prevent a large number of people from attending school and work.
Although severe complications are rare, mumps can cause acquired sensorineural hearing lossin children
(incidenceis estimated at 5 per 100,000 cases). Mumps-associated encephalitis occursin <2 per 100,000
cases, with approximately 1 percent of encephalitis cases being fatal. Some complications of mumps are
known to occur more frequently among adults than among children. Adults have a higher risk for mumps
meningoencephalitis than children. In addition, orchitis occursin up to 38 percent of casesin post-
pubertal males. Although it is frequently bilateral, it rarely causes sterility. Mastitis has been reported in
as many as 31 percent of female mumps patients older than 15 years. Other rare complications of mumps
are oophoritis and pancrestitis.

The reported number of mumps cases in Georgiais between 2500 and 5000 annually (or 55-110 per
100,000 population). Routine immunization of children started in 2001; however, coverage achieved in
2001-2002 was very low (<20 percent) due to vaccine shortages. The Georgia Nationa Health Policy
envisions reduction of mumps incidence to <0.1 per 100,000 by 2006 by achieving 95 percent coverage of
the eligible population with planned immunization and increased effectiveness of epidemiological
surveillance to eval uate the prevention program effectiveness and identify high-risk areas and population
groups to prevent potential outbreaks.

Strategies to achieve this goal include the following:

4 Achieve and maintain high (>80 percent) mumps i mmunization coverage among children under
two years of age (thetarget is 95 percent).

4 Conduct supplemental campaigns with a mumps-containing vaccine periodically or during
outbreak situations (without regard to vaccination history), providing a second opportunity for
vaccination and “ catching up” the cohort of susceptibles (since the mumps vaccineis not 100
percent effective). The target age group should be determined according to mumps susceptibility.
(e.g., on abasis of epidemiological data).

»  Establish effective surveillance for mumps to report regularly the number, age, and vaccination
status of people contracting mumps, to thoroughly conduct outbreak investigations and to
monitor immunization coverage.

10.3.2 Recommended Mumps Case Definition
Clinical description: Mumpsis an illness that

A isidentified by an acute onset of unilateral or bilateral tender, self-limited swelling of the parotid
or other salivary gland and
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4 lasts more than two days without any other apparent cause.®
Case classification
s Probable (clinical): A casethat meetsthe clinical description of mumps.

»  Confirmed: A casethat meetsthe clinical description of mumps and has an epidemiological
link* to a probable (clinical) case. Laboratory testing for mumpsis currently not required.

10.3.3 Mumps Case Notification Procedures and Forms.

Follow the genera requirements outlined in section 4: any probable (clinical) mumps case identified
by providers requires submission of an urgent notification to the CPH within 24 hours by any existing
means of communication.

10.3.4 Mumps Outbreak Investigation

Rapid identification of suspected probable (clinical) or confirmed cases of mumps isimportant in the
initiation of control measures to prevent the spread of the disease among susceptible persons.

Note: Three or more probable (clinical) or confirmed cases during the same period consistent with the
incubation period of mumps (11 to 26 days) in a given geographic territory require an
investigation by arayon CPH epidemiologist in cooperation with facility health workers within
one business day of notification.

The following steps should be undertaken in an investigation (refer to section 6 on outbreak
investigation for more detailed information):

a) Verify that all cases meet the clinical description of mumps by reviewing medical records.

b) Collect data as envisioned in the mumps outbreak investigation card (see Figure 16).

The collected data should be verified against the information found in the health facility’ s infectious
disease register 60/A. It is entirely possible that the investigation will identify additional cases that have
not been registered by the health facility.

¢) I dentify the source of infection and establish epidemiological links.

Check if mumps patients were in contact with a probable (clinica) or confirmed case 11-26 days
prior to the onset of symptoms to determine the existence of an epidemiological link.

d) Assess potential for transmission and identify contacts.

° Not all cases of parotitis, especially sporadic ones, are due to mumps infection. Parotitis can also be caused by
obstruction of salivary duct, tumors, drugs, parainfluenza virus types 1 and 3, influenza A virus, Coxsakie A virus,
and HIV. However, these agents do not produce parotitis on an epidemic scale.

1% A close contact (household, school, etc.) with a clinical case 11 to 26 days prior to the onset of symptoms.

66 Guidelines for Integrated Surveillance and Control of Vaccine Preventable Diseases in Georgia



The potential for transmission is usually determined by a number of susceptible contacts.
Transmissions are particularly likely in schools and other institutions where the population is densely

aggregated.

All contacts of the mumps case patients during their infectious period (2 days before and 9 days after
the onset of paratitis) should be identified. Contacts over 9 months of age that have not documented
evidence of receiving at least one dose of mumps-containing vaccine are considered susceptible.

€) Analyze the data about the outbreak as described in the general part of the guidelines.

The emphasis should be on identifying areas and population groups at highest risk.

f) Implement control and prevention measures (see next section).

g) Writeareport and send it to the regional CPH in two copies (the regional CPH will forward one
copy to NCDC).

The report should include

» Mumpslinvestigation Card (see Figure 16) completed for each single case (number of cards
should correspond to the number of cases indicated in the monthly report form)

s Cluster Investigation Report, which is prepared for group cases.

h) Inform local health administration and other stakeholders about outbreak/group cases verbally
or in awritten form.

10.3.5 Mumps Outbreak Control/Response

Mumps is the only known cause of epidemic parctitis. The main strategy for controlling a mumps
outbreak isto define the at-risk population and a transmission setting, and then to rapidly identify and
vaccinate susceptible persons, or, if a contraindication exists, to exclude susceptible persons from the
setting to prevent exposure and transmission. The following control actions should be taken:

1. Isolate patients and exclude them from school or workplace for nine days from onset of swelling.
2. Disinfect articles soiled with nose or throat secretions of patients.

3. Consider excluding exposed people who lack acceptable evidence of immunity (documented
vaccination or a history a physician-diagnosed mumps) from school or work place from the 12th
through the 26th days after exposure if other susceptibles are present.

4. ldentify contacts and vaccinate susceptible persons. While mumps vaccination may not prevent
the disease in persons already exposed, they will be protected against infection from subsequent
exposures. However, if susceptible persons are immunized early in the course of an outbreak, they
might be protected.
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10.3.6 Recommended Scope of Routine Analysis of Mumps Surveillance
Data to Be Performed by CPH

(See section 5 for more details.)

The CPH should perform routine monthly analysis of the following data:

A

Mumps vaccine coverage (at 24 months) by year and subordinated area/setting
Mumps incidence rate by month, year, and geographic area

Mumps cases by age group

Completeness/timeliness of monthly reporting

Mumps outbreak investigation rate

10.3.7 Principle Uses of Data for Decision Making at the Regional and Rayon
Levels

Theregional and rayon-level CPHs will use the data primarily to accomplish the following:

A

Monitor incidence and coverage to track progress toward goals, e.g., decreasing incidence and
increasing coverage (target 95 percent)

Identify and characterize population requiring additional disease control measures

Evaluate and improve the performance of the surveillance system (e.g., reaction time for
notification, case confirmation rate, outbreak investigation rate)
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10.4 Tetanus

This section includes recommended definitions and investigation of neonatal tetanus.

10.4.1 Rationale for Surveillance

In spite of the availability of DPT and Td vaccines and recommendations to use tetanus toxoid and
tetanus immune globulin as post-exposure prophylaxis in wound management, 4 to 6 cases of this disease
continue to be reported in Georgia annually. In 2002, the number of registered cases increased to 13,
which isvery alarming. With the reported case fatality rate at over 50 to 60" percent in recent years,
tetanus continues to be one of the leading causes of infectious disease mortality in Georgia.

Serologic studies demonstrated an excellent correlation between vaccination coverage and immunity
to tetanus.

While most tetanus cases in Georgia occurred in nonimmunized adults, a growing number of casesin
the age group 5-14 years reflect problems with routine immuni zation coverage of children. Because
tetanusis a completely preventable disease, every case of tetanus should be considered afailure to
vaccinate. Administration of post-exposure prophylaxis, timely diagnosis, and treatment of tetanus cases
can significantly reduce the fatality rate. Every tetanus death should be considered a failure to diagnose
and treat in atimely manner.

Note: Each case should therefore be used as a case study to determine which factors contributed to the
failure and which measures could be taken to prevent such casesin the future.

Information obtai ned through surveillance can help to characterize population groups or geographic
areas in which additiona efforts are needed to raise vaccination levels and reduce disease incidence and
case fatality. It can be also used to raise awareness of the importance of adult immunization.

Strategies to combat tetanus include the following:

1. Achieve and maintain high (>90 percent) DPT and DT coverage in children, and provide Td
booster to al persons> 7 years of age every 10 years.

2. ldentify the population groups or geographic areas where tetanus cases are occurring and offer a
Td immunization or booster to all adults without documental evidence of immunization.

3. Ensurethat emergency reserves of tetanus antitoxin, immune globulin, and toxoid are availablein
each rayon and can be promptly mobilized for trestment or post-exposure prophylaxisin facilities
should the need arise.

4. Establish effective surveillance for tetanus to report detailed case-based information, thoroughly
investigate every tetanus case and death, and monitor immunization coverage with tetanus-
containing toxoids (vaccines).

! Tetanus case fatality rate worldwide is 2 to 18 percent. Higher tetanus case fatality in Georgia is most likely
indicative of under-reporting of nonfatal cases.
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10.4.2 Recommended Case Definition

Clinical description: Any person with acute onset of hypertonia and/or painful muscular
contractions (usually of the muscles of the jaw and neck) and generalized muscle spasms without other
apparent cause.

A clinical description of Neonatal tetanusis asfollows: Any neonate with a normal ability to suck
and cry during thefirst two days of life, and who between 3 and 28 days of age cannot suck normally, and
becomes stiff or has convulsions or both.

Case classification

4+ Probable (clinical): A casethat meets the clinical description of tetanus or neonatal tetanus

4+ Confirmed: not applicable

10.4.3 Tetanus and Neonatal Tetanus Case Notification Procedures and
Forms

Follow the general requirements outlined in section 4: any probable (clinical) tetanus case identified
by providers requires submission of an urgent notification to CPH within 24 hours by any existing means
of communication.

Prompt notification may save a patient’ s life because this will facilitate:

A receiving faster hospitalization (nasotracheal intubation and mechanically assisted respiration are
often required),

Ao receiving faster administration of tetanusimmunoglobulin or antitoxin, and

Ao obtaining timely expert consultations on clinical management issues

10.4.4 Tetanus and Neonatal Tetanus Case Investigation
A single case of tetanus requires an investigation by arayon CPH epidemiologist in cooperation with
facility health workers within 3 business days of notification. Should there be a case of neonatal tetanus,
the investigation will be led by NCDC and/or regional CPH experts. The following steps should be
undertaken in an investigation:
a) Verify that the case meetsthe clinical description of tetanus by reviewing medical records
b) Collect case-based data as envisioned in the standard tetanus investigation card (see Figure 17)

¢) Analyze the case-based data and immunization coverage” with tetanus-containing vaccines

Identify all reasons that have or may have contributed to afatal outcome:

2 Tetanus coverage should be analyzed routinely (monthly) by CPH. Due to there being a small number of cases,
other tetanus surveillance indicators will be analyzed at the national level.
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4 Failure to immunize
4 Vaccinefailure

Unacceptable delay of specific treatment after first medical
Inappropriate post-exposure prophylaxis

>

>

4 Patient sought caretoo late 4 Inappropriate case treatment
4 Medicines not availablein time 4 Failureto ensure aseptic conditions during delivery

d) Implement measures to prevent future cases

A

A

Intensify routine immunization of children with DPT and DT to reach at least 90 percent
coverage

Conduct a Td booster campaign for adults

Evaluate reliability of cold chain for vaccine storage and transportation

Create areserve of essentia medicines for tetanus management

Enforce adherence to case management standards and enhance provider education
Intensify health education of population

Write a case study and distribute to all practitionersin the country to promote their awareness.

€) Complete the tetanusinvestigation card and send it to regional CPH in two copies (the CPH will

forward one copy to NCDC). The number of cards should correspond to the number of cases
indicated in the monthly report form.
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10.5 Pertussis

10.5.1 Rationale for Surveillance

Pertussisis amajor cause of childhood morbidity. The number of reported casesin Georgiais 80 to
300 annually (1.8-6.0 per 100,000 population). However, this disease is believed to be underreported in
Georgia, because pertussisis often overlooked in the differential diagnosis of cough illness.

Pertussis-rel ated deaths (none reported in Georgiain recent years) are mostly caused by secondary
bacterial pneumonia. Other complications are rare, but may include neurological complications such as
seizures and encephal opathy, otitis media, and conditions resulting from the pressure effects of severe
paroxysmal coughing, such as pneumothorax, epistaxis, subdural hematomas, hernias and rectal prolapse.
Therisk of serious complicationsis the highest among young children, particularly those under one year
of age.

Information obtained through surveillance of this disease can be used to do the following:

4+ Monitor the impact of routine immunization program and identify persons or areasin which
additional efforts are required to reduce disease incidence

A Promptly identify outbreaks in which vaccination of non- and under-immunized children and
anti-microbial prophylaxis of contacts can help limit the spread of the disease

A+ Monitor the effectiveness of outbreak control strategies.

The Georgia National Health Policy envisions reduction of pertussisincidenceto < 0.1 per 100,000
by 2006 through the following strategies:

4 Achieve more than 90 percent coverage of the eligible population with planned immunization
and addressing excessively administered contraindications (the target is 95 percent coverage).
The priority isto ensure that infants are completely immunized with a primary series of three
doses of DPT vaccine at the youngest age possible (4 months of age).

»  Establish effective surveillance for pertussis to report regularly the number, age, and vaccination
status of children contracting pertussis, to thoroughly conduct outbreak investigations with
proper case and contact management, and to monitor immunization coverage.

4+ Improve laboratory confirmation of pertussis, particularly standardization of specimen collection,
transport, and processing.

10.5.2 Recommended Pertussis Case Definition

Clinical description: Pertussisis evident in a person that has a cough lasting at |east two weeks and
at least one of the following:

Ao paroxysms of coughing, or

A inspiratory “whooping” and
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A+ vomiting immediately after cough without other apparent cause.

Case classification
4+ Probable (clinical): A casethat meetsthe clinical description of pertussis
4+ Confirmed: A casethat has at least one of the following criteria:

~ Isolation of B. pertussisfrom aclinical specimen
» Positive polymerase chain (PCR) reaction assay for B. pertussisin a person with a cough

»  Meetsthe clinical description of pertussis and has an epidemiological link® to alab-
confirmed case.

Laboratory testing is currently mandated for confirmation of outbreaks when thereis a clustering of
3 or more probable (clinical) cases. Samples can be analyzed at NCDC.

10.5.3 Pertussis Case Notification Procedures and Forms

Any clinical case of pertussisidentified by providers or a positive pertussis lab test requires urgent
notification of the CPH within 24 hours by any existing means of communication. General requirements
are outlined in more detail in section 4.

10.5.4 Pertussis Case/Outbreak Investigation

Anti-microbial treatment of promptly identified cases may lessen the severity of symptoms and may
limit the period of communicability. In addition, prompt identification of cases will facilitate early
identification of un- or under-vaccinated children among contacts. These children, if reached quickly, may
be protected with vaccination. Anti-microbia prophylaxis of household and other close contacts may
prevent secondary cases. Because pertussis can be very severe among young infants, early anti-microbial
prophylaxisis particularly important in this age group.

Note: Every single reported pertussis case has to be investigated by arayon CPH epidemiologist in
cooperation with NCDC and regional CPH experts and facility health workers within 1
business day of notification.

The following steps are required in an investigation:
a) Verify that all cases meet the clinical description of pertussis by reviewing medical records.

b) Collect data as envisioned in the pertussisinvestigation card (see Figure 18).

The collected data should be verified against the information found in the health facility’ s infectious
disease register 60/A.

c¢) I dentify the source of infection and establish epidemiological links.

3 A close contact (household, school, etc.) with lab-confirmed case 2 to 15 days prior to the onset of symptoms.
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Check if pertussis patients were in close contact with alaboratory-confirmed case 2-15 days prior to
onset of symptoms to determine the existence of an epidemiological link.

d) Collect specimensif the outbreak involvesthree or more pertussis cases from all of the patients.

The standard and preferred laboratory test for diagnosis of pertussisisisolation of B. pertussis by
bacterial culture. The timing of specimen collection can affect the isolation rate, as can inadequately
collected specimens. Isolation of the organism is most successful during the catarrhal stage (i.e., first 1-2
weeks of cough), prior to administration of antibiotics.

€) Assess potential for transmission and identify contacts.

The potential for transmission is usually determined by the number of susceptible contacts. Pertussis
istransmitted by direct contact with discharges from respiratory mucous membranes of infected persons
by the airborne route. Transmission is particularly likely at home (the disease can be brought in by a
sibling) or among other close contacts.

» ldentify all close contacts of the pertussis patients during their infectious period (from the early
catarrhal stage to three weeks after onset of typical paroxysms; or if treated with antibiotics, the
period of infectiousness usually stops five days after onset of therapy). Close contacts are
household members and people who had direct contact with respiratory secretions from the case,
(e.g,. an explosive cough or sneeze in the face, sharing food or eating utensils, kissing or
conducting a medical examination).

A Antibodies acquired passively through placenta rapidly fall during the first months of life. All
close contacts over 4 months of age without documented evidence of receiving at least three DPT
doses are therefore considered susceptible.

f) Implement control and prevention measures (see next section).

g) Write a report and send it to the regional CPH in two copies (the region CPH will forward one
copy to NCDC). The report should include

~  PertussisInvestigation Card (see Figure 18) completed for each single case (number of
cards should correspond to the number of casesindicated in the monthly report form)
~ Cluster Investigation Report, whichis prepared for group cases

h) Inform local health administration and other stakeholders about outbreak/group cases verbally
or in awritten form.

10.5.5 Pertussis Outbreak Control/Response

A single pertussis case in Georgiais considered an outbreak and requires the following control
actions from the health facility and rayon CPH:

» Respiratory isolation should be enforced for known cases. Exclude contact with young children
and infants, especially non-immunized infants, until the patient has received at least 5 days of a
minimum 14-day course of antibiotics. Cases that do not receive antibiotics should be isolated
for 3 weeks.

» Discharges from nose and throat and articles soiled by these cases should be disinfected.
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» Inadequately immunized household contacts under 7 years of age should be excluded from
schools, day care centers, and public gatherings for 21 days after last exposure or until the cases
and contacts have received 5 days of appropriate antibiotics.

a»  Protection of close contactsto prevent or minimize transmission (household members and
people who had direct contact with respiratory secretions from the case, e.g., an explosive cough
or sneeze in the face, sharing food or eating utensils, kissing or conducting a medical
examination)

~  Administer antibiotic prophylaxisfor 14 days regardless of age and vaccination status.
Initiating chemo-prophylaxis more than 3 weeks after exposure has limited benefit for the
contacts.

~  All close contacts under 7 years of age who have not received four doses of DPT should
complete the series with minimal intervals (30 days between doses 1-2 and 2-3, and 6
months between the third and fourth dose). Close contacts under seven years of age that
have received 4 doses of DPT, but have not received a dose within 3 years of exposure
should be given a booster dose of DPT.

Pertussis vaccineis not given to persons 7 years of age or older, since reactions to the vaccine may
be increased in older children and adults.
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10.5.6 Recommended Scope of Routine Analysis of Pertussis Surveillance

Data to Be Performed by CPH

(See section 5 for more details.)

The CPH should perform routine monthly analysis of the following data:

A

DPT-3 (at 12 months) and DPT-4 (at 24 months) coverage by year and subordinated area/setting
Incidence rate by month, year, and geographic area

Pertussis cases by age group and immunization status

Case “confirmation” and laboratory confirmation rates for the territory

Compl eteness/timeliness of monthly reporting

Pertussis case/outbreak investigation rate.

10.5.7 Principle Uses of Data for Decision Making at the Regional and Rayon

Levels

Theregional and rayon-level CPHs will use the data primarily to accomplish the following:

A

Monitor incidence and coverage to track progress toward goals, e.g., decreasing incidence and
increasing coverage (target 95 percent), and to identify areas of high risk or with poor program
performance.

Promptly identify outbreaks in which vaccination of hon- and under-immunized children and
anti-microbial prophylaxis of contacts can help limit the spread of the disease.

Determine why the outbreak occurred. The three mgjor reasons are

~  failure to vaccinate (low routine coverage),
~  vaccinefailure (low protective efficacy of vaccine), and

~ accumulation of susceptibles (unvaccinated people and vaccine failures)

Corrective measures will depend on the primary reason for the outbreak.

A

Monitor the effectiveness of outbreak control strategies.

Describe the changing epidemiology of pertussis reflected in increased incidence among adults.
Raise awareness of physicians, as pertussis is often overlooked in the differential diagnosis of
cough illnessin adults.

Evaluate and improve the performance of the surveillance system (e.g., reaction time for
notification, specimen collection).
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10.6  Acute Viral Hepatitis B

(With case definitions for acute viral hepatitis A-E.)

10.6.1 Rationale for Surveillance

Hepatitis B virus (HBV) infection is one of the major causes of infectious disease morbidity and
mortality in Georgia. Based on the seroprevalence of HBsAg in the population (approximately 3 percent
overall, and as high as 20 to 40 percent in certain popul ation groups such as intravenous drug users and
health workers), Georgiais considered to be a country with intermediate Hepatitis B endemicity.

Approximately 450 to 600 cases of the clinically manifested acute HBV infection are reported
annually (10-13 per 100,000). However, with the sharp reduction in hospital utilization by the population
in recent yearsit is reasonabl e to assume underreporting of clinically manifested hepatitis B. More than
half of acute HBV infections are asymptomatic and are rarely diagnosed and reported. Clinical forms of
acute hepatitis B are often associated with along period of disability and have fatal outcomesin 1to 2
percent of cases.

A variable proportion of persons with acute HBV infection develop chronic infection. Chronic HBV
infection is defined as the presence of HBsAg in serum for at least 6 months, or the presence of HBsAg
with anegative test for IgM anti-HBc. Therisk of developing chronic infection is age-dependent. It is
greatest for infants (90 percent), if they are infected at birth (perinatal transmission). Overall 30 to 50
percent of children and 3 to 6 percent of adults with acute infection will develop chronic infections.
Persons with chronic HBV infection are at increased risk of developing liver cirrhosis or primary liver
carcinoma. It is estimated that at least 600 people die each year due to HBV-induced chronic liver disease
in Georgia. In addition, persons with chronic HBV infection are amajor reservoir for transmission of
HBYV infectionsto others.

Information obtained through hepatitis B surveillance can be used to perform the following:

4 ldentify infected persons who need counseling to protect their liver from further harm and
referral for medical management

A ldentify contacts of cases who require post-exposure prophylaxis
a»  Detect outbreaks
A+ Monitor disease incidence in all age groups

»  Determine the epidemiol ogic characteristics of infected persons, including the source of their
infection, to assess and reduce the missed opportunities for vaccination.

The Georgia National Health Policy envisions reduction of the current hepatitis B incidence by 80
percent by 2009 through the following strategies:

1. Achieve greater than 90 percent coverage of infants with routine immunization (target 95
percent). A first dose should be given to infants as soon as possible after birth (preferably within
24 hours) to prevent HBV transmission from mother to infant. Perinatal transmission almost
always resultsin achronic infection.

2. Conduct catch-up vaccination of older personsin addition to routine infant vaccination (this
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should not hinder efforts to achieve a high level of completion of the vaccination series among

infants). Possible target groups could include young adol escents and persons with risk factors for
acquiring HBV infection such aslong-term haemodialysis patients, health personnel, intravenous
drug users, commercia sex workers, residents of mental institutions, and so forth. The success of

this strategy may vary, because persons in these groups usually initiate high-risk behaviors before
they get vaccinated.

3. Maintain gtrict adherence to the post-exposure and perinatal exposure recommendations
(described below).

4. Improve safety of medical manipulations including safe utilization of sharps, barrier protective
measures, and thorough testing of blood and blood products.

5. Enhance public education about individual protection against blood-borne infections and sexually
transmitted diseases (STDs).

10.6.2 Recommended Acute Viral Hepatitis Case Definitions
Clinical description: Any person that has an acute illness, typically including acute jaundice, dark
urine, anorexia, malaise, fatigue, and right upper quadrant tenderness. Biologica signsinclude increased
urine urobilinogen and usually >2.5 times the upper limit of serum alanine aminotransferase (ALT).
Note: The proportion of asymptomatic infectionsis variable.

Case classification

4+ Probable (clinical) (unspecified acute vira hepatitis): A case that meets the clinical description
above.

»  Confirmed: A casethat has at least one of the following.
For hepatitisB:
4 IgM antibody to hepatitis B core antigen (anti-HBc) positive (if done) or
A Hepatitis B surface antigen (HbsAQ) positive (if the previoustest cannot be done)
For hepatitis A:
A+ IgM antibody to hepatitis A antigen (anti-HAV) positive or
Ao A case compatible with the clinical description in a person who has an epidemiological link (a
close contact with alab-confirmed case during his’/her period of communicability 15 to 50 days

prior to the onset of symptoms) with a confirmed hepatitis A case.

For patients negative for hepatitis A or B, further testing for a diagnosis of acute hepatitis C, D, or E
is recommended.

For hepatitis C:

4 IgM antibody to hepatitis C antigen (anti-HCV) positive
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For hepatitis D: (only as co-infection or super-infection of hepatitis B)
4+ Anti-HDV positive and HBsAg positive
4+ Anti-HDV positive and IgM anti-HBc positive

For hepatitisE:

IgM antibody to hepatitis E antigen (IgM anti-HEV) positive

Sincetheclinical picturefor all acute viral hepatitis A through E issimilar, only laboratory testing
can reliably distinguish various etiologica agents. Testing for as many markers as possible is therefore
very important, because response measures depend on the type of hepatitisidentified.

Laboratory testing is currently mandated for every probable (clinical) case of acute viral hepatitis
(except for an outbreak of hepatitis A, where it isrequired to confirm at |east one case, provided that al
cases are epidemiologically linked or every case where such link cannot be established). The regional
CPH can be contacted to obtain the most current list of NCDC recognized/recommended laboratoriesin
the area.

10.6.3 Case Notification Procedures and Forms

Any probable (clinical) case of acute vira hepatitis identified by providers or a positive lab test for
any hepatitis requiring urgent notification of the CPH within 24 hours by any existing means of
communication. General requirements are outlined in more detail in section 4.

10.6.4 Hepatitis B Case/Outbreak Investigation

Although outbreaks of hepatitis B are rare, rapid identification and investigation of cases of acute
hepatitis B isimportant because the source could be identified and measures can be taken to prevent
further transmission to other persons (e.g., post-exposure prophylaxis). In addition, identification of risk
factors for infection provides a means to assess the effectiveness of hepatitis B immunization activitiesin
the community and identify missed opportunities for immunization.

Note: A clustering of 3 or more confirmed acute hepatitis B cases during the same period consistent
with the incubation period of the disease (50 to 180 days) in a given geographic territory
requires an investigation by arayon CPH epidemiologist in cooperation with facility health
workers within 3 business days of notification.

The following steps are recommended in an investigation (see a so section 6):
a) Verify that all hepatitis B cases are laboratory confirmed by reviewing medical records.

Collect serum specimens to confirm the evidence of acute liver disease (elevated aminotransferase
levels) and determineits typeif this has not been done previoudly.

b) Collect data as envisioned in the acute hepatitis B outbreak investigation card (see Figure 19).

The collected data should be verified against the information found in health facility’ s infectious
disease register 60/A.
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¢) I dentify the source of infection. Verify the following with respect to every patient:
»  Washe/shein contact with an acute or chronic hepatitis case?
Sexual O Household O Other ©
»  Did the person have dental work or surgery?
»  Did the person have another type of surgery?

4 Did the person have medical injections or vaccinations with nondisposable (i.e., used on multiple
occasions) needles or syringes?

» Did the person have invasive diagnostic or endoscopic procedures?
» Did the person use needles for injection of drugs?

» Did the person have an accidental stick or puncture with a needle or other object contaminated
with blood?

»  Did the person have acupuncture? Tattooing? Ear piercing?

»  Wasthe person employed in amedical, dental, or other field involving contact with human
blood?

»  Did the person receive blood or blood products? Specify dates
4 Did the person have multiple sexual partners?
»  Wasthe person associated with adialysis or kidney transplant unit?

d) Conduct a search for additional casesif two or more cases occur in association with common
exposure.

€) | nvestigate safety of (medical) manipulations and practices by the potential source of infection,
such as the following:
~  Adequacy of sterilization
~  Sdfe utilization of sharps and medical waste
~  Implementation of barrier methods for protection
~  Sengitivity of tests used for screening of donated blood for HbsAg
f) Identify and prepare a list of contacts for post-exposure prophylaxis (e.g., sexual, household,
persons with suspected blood exposure).

g) Implement control and prevention measures (see next section).

h) In case of outbreaks write a report and send to regional CPH in two copies (the region CPH will
forward one copy to NCDC). The report should include

84 Guidelines for Integrated Surveillance and Control of Vaccine Preventable Diseases in Georgia



~ HepatitisB Investigation Card (see Figure 19) filled for each single case (humber of
cards should correspond to the number of casesindicated in the monthly report form)

»~  Cluster Investigation Report, whichis prepared for group cases

h) Inform local health administration and other stakeholders about outbreak verbally or in a
written form.

10.6.5 Outbreak Control/Response

An outbreak of viral hepatitis requires the following control actions from the health facility and rayon
CPH:

1. If the source of infection isidentified, implement measuresto stop further transmission by
addressing the reason; for example:

~  Ingtitute strict aseptic standards, adequate sterilization and safe medical waste disposal in
the health facility

»~  Withdraw the infected lot of a blood/plasma derivative from use

~  Test al donated blood by a more sensitive test

~  Impose stricter donor selection standards (e.g., only people without a history of viral
hepatitis and injecting drug use who have not been received a blood transfusion or tattoo in
the past 6 months); and,

~  Enforce aseptic sanitary practices in the tattoo parlor.

2. Ensure that post-exposure and perinatal prophylaxis are carried out.
Post-exposur e prophylaxis

a. Susceptible sexual contacts and persons with suspected blood exposure (e.g., sharing razors) to
the index case should be given Hepatitis B Immunoglobulin (5 ml) and begin hepatitis B vaccine
on ao, 1-, and 6-month schedule preferably within 48 hours (maximum 14 days) of the
exposure/last sexual contact. Immunoglobulin and vaccine should be administered into different
anatomic sites.

b. After percutaneous (e.g., needle stick) or mucous membrane exposures to blood that might
contain HBsA g, a decision to provide post-exposure prophylaxis must include consideration of
several factors:

~  Whether information on the source of blood is available
~  HBsAg status of the source
~  Hepatitis B status of the exposed person.

c. Immunization of all other household contacts of a person with acute of chronic infection,

particularly children and adolescents, is strongly encouraged.

d. If theindex caseisamother or caretaker of a child <12 months of age, thisinfant should be given

 Testing for susceptibility may be considered if it does not delay the above measures. Persons are not susceptible
to HBV infection if they are positive for anti-HBc, which are indicative of either acute, resolved, or chronic infection.
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Hepatitis B Immunoglobulin (0.5ml) and also vaccinated. Immunoglobulin is not needed for
infants who aready received at least 2 doses of the vaccine.

Perinatal exposure prophylaxis

Infants born to HbsAg-positive women should receive immunoprophylaxis with Hepatitis B
Immunoglobulin (0.5—-1ml) and hepatitis B vaccine within 12 hours of birth. Follow-up doses of vaccine
should be given according to the immunization schedule (at 2 and 4 months of age). Immunoglobulin and
vaccine should be administered into different anatomic sites.

10.6.6 Recommended Scope of Routine Analysis of Hepatitis B Surveillance
Data to Be Performed by CPH

(see section 5 for more details)

The CPH should perform routine monthly analysis of the following data:
1. Hepatitis B-3 (at 12 months) coverage by subordinated area/setting
2. Incidence rate by month, year, and geographic area
3. Hepatitis B cases by age group and immunization status
4. Case/laboratory confirmation rates for the territory
5. Completeness/timeliness of monthly reporting

6. Acute hepatitis B outbreak investigation rate

10.6.7 Principle Uses of Data for Decision Making at the Regional and Rayon
Levels

Theregional and rayon-level CPHs will use the data primarily to accomplish the following:

A+ Monitor Hepatitis B-3 coverage by geographic areato identify areas with weak program
performance where action needs to be taken to correct the situation.

4 Promptly identify outbreaks and investigate why they occurred. Implement respective measures
to stop further transmission and monitor the effectiveness of control strategies.

4 Understand the epidemiology of hepatitis B in terms of distribution over time, by age
group/occupation and by geographical area, typical causes and choose proper strategies for
routine control measures, such as

~  Providing catch-up immunization;
»~  Improving safe utilization of sharps, use of barrier protective measures, etc.; and

~  Enhancing public education about individual protection against blood-borne infections and
STDs.

» Evaluate and improve the performance of the surveillance system (e.g., reaction time for
notification, specimen collection).
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10.7 Diphtheria

10.7.1 Rationale for Surveillance

A major epidemic of diphtheria of the 1990s killed more than 150 people in Georgia. Many of those
who survived suffered from severe complications of this disease caused by remote effects of the
diphtheriatoxin, such as myocarditis and nerve paralysis. The epidemic control measures including mass
immunization of the country population, laboratory testing, and treatment of 2000 patients and many
thousands of contacts required alot of material and human resources.

The epidemic has highlighted the need for adequate surveillance and epidemic preparedness. It is
believed to have been caused primarily by alack of routine immunization of adults and low coverage in
children. Some of the fatalities could have been prevented if the cases had been detected earlier in the
course of the disease and diphtheria antitoxin administered at an earlier stage.

Now that the epidemic isfully controlled, surveillance information will be used primarily to monitor
the effectiveness of the routine disease prevention and control program and to characterize infected
patients and areas so that additional intervention efforts can be focused on assessing and reducing the
missed opportunities for vaccination, providing necessary anti-microbial prophylaxis, and enhancing
epidemic preparedness activities.

The Georgia National Health Policy envisions reduction of diphtheriaincidence < 0.1 per 100,000
population and elimination of diphtheriafatality by 2006 through the following strategies:

4o Achieve more than 90 percent coverage of infants and children with routine immunization (target
95 percent). The immunization schedule calls for a five-dose immunization schedule: primary
series of three doses of DPT reinforced with afirst DPT booster dose in the second year of life
and a second booster DT given at the age of five years.

A Achieve more than 85 percent coverage of adolescent and adult population Td boosters, given at
10-year intervals.

A Provide prompt detection, appropriate case management, and availability of adequate supplies of
antitoxin and antibiotics.

a»  Conduct rapid case investigation and management of close contacts.
4 Conduct appropriate outbreak management.

» Ensure adequate surveillance and strengthening of laboratory network.

10.7.2 Recommended Diphtheria Case Definition
Clinical description: Diphtheriais an acute illness characterized by
A laryngitis or pharyngitis or tonsillitis and

4 an adherent membrane of the tonsils, pharynx, and/or nose.
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Case classification
4+ Probable (clinical:) A case that meetsthe clinical description of diphtheria
4  Confirmed: A caseclinically compatible with at least one of the following:

~ Isolation of toxin-producing Corynebacterium diphtheria or C.ulcerans from aclinica
specimen, or

»  Anepidemiological link® to a confirmed case.
Note: Nonrespiratory/cutaneous diphtheria cases with isolation of toxigenic strains should be

reported, as should asymptomatic carriers (any anatomical site) with toxigenic strains. Cases
with nontoxigenic C.diphtheriae or C.ulcerans should not be reported.

Laboratory testing is currently mandated for every probable (clinical) case of diphtheria. The
regional CPH can be contacted to obtain the most current list of NCDC recognized/recommended
laboratoriesin the area.

10.7.3 Case Notification Procedures and Forms

Any probable (clinical) or confirmed case of diphtheriaidentified by providers or isolation of
Corynebacterium Diphtheriae or C. ulcerans by any laboratory requires urgent notification of the CPH
within 24 hours by any existing means of communication. General requirements are outlined in more
detail in section 4.

10.7.4 Diphtheria Case/Outbreak Investigation

Rapid recognition and investigation of the disease isimportant to ensure early appropriate treatment
with diphtheria antitoxin, obtain necessary |aboratory specimens before antibiotic or antitoxin treatment,
identify and evaluate contacts, and provide necessary antimicrobial prophylaxisto prevent further spread.

Note: Every single reported diphtheria case has to be investigated by a rayon CPH epidemiologist in
cooperation with NCDC and regional CPH experts and facility health workers within 1 business
day of notification. The following steps are required for investigation (see also section 6):

a) Verify that all cases meet the clinical description of diphtheria by reviewing medical records.
b) Collect data as envisioned in the diphtheria investigation card (see Figure 20).

The collected data should be verified against the information found in the health facility’ s infectious
disease register 60/A. All newly identified cases as aresult of the investigation should be recorded in this
register aswell. Facilities should follow up with recent cases of tonsillitis (registered within 7 to 10 days)
for signs of diphtheria and continue filling out the investigation card for all new probable (clinical) cases
identified.

!5 Epidemiological link is defined as a close contact (household, work/school setting, etc.) with a confirmed case 2-7
days prior to the onset of symptoms.
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¢) I dentify the source of infection and establish epidemiological links.

Check if diphtheria patients were in close contact with a confirmed case two to seven days prior to
onset of symptoms to determine the existence of an epidemiological link.

d) Assess potential for transmission and identify close contacts.

Risk of contracting diphtheriais directly related to the proximity and the duration of the contact. A
close contact is someone having cared for, having lived with, or having had direct contact with respiratory
secretions of a probable (clinical) or confirmed case in the past seven days. Those are likely to bein the
following groups:

4+ Household members living in the same house or apartment
a»  Friends, relatives, or caretakers who visited the patient at home
» Datesor sexud partners
4 Classmatesin the school or persons working in the same office.
A wider search for carriersis very complicated, expensive, and nonproductive.
€) Collect specimensfrom all the patients (if not done yet) and their close contacts.

All patients and their close contacts should have specimens taken from the nose and throat and from
the membrane (i.e., both nasopharyngeal and pharyngeal swabs) for a culture prior to administration of
antibiatics. If possible, swabs should be taken from beneath the membrane. Even if treatment with
antibiotics has begun, specimens should be taken, but the likelihood of the bacteriaisolation will be much
smaller.

Serologic testing is recommended prior to the administration of antitoxin for cases only.
Measurement of the patient’ s serum antibodies may help in assessing the probability and the course of
diphtheria. If antibody levels arelow (<0.01 iu/ml), diphtheria cannot be ruled out even if the cultureis
negative, but if levels are high, C. diphtheria islesslikely to produce seriousillness.

f) Implement control and prevention measures (see next section).

g) Write areport and send it to the regional CPH in two copies (the region CPH will forward one
copy to NCDC). The report includes:

~ Diphtherialnvestigation Card (see Figure 20) completed for each single case (number of
cards should correspond to the number of cases indicated in the monthly report form)
~ Cluster Investigation Report, whichis prepared for group cases

h) Inform local health administration and other stakeholders about outbreak/group cases verbally
or in awritten form.
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Figure 20. Diphtheria Investigation Card

Registration #

Month Facility Rayon
Bank, account number # --------===-=-meunuv
# Data Patient #1 Patient #2
Name
1 |Age
2 |City, Rayon, Address
3 |Institutional setting? Yes No Yes No
4  |Group case Yes No Yes No
Kindergarten, School, Kindergarten, School,
5 |If yes, what? . . . .
yes, w High school, Office High school, Office
6 Contact with sick person or carrier? Date/ /month/ /Year/ [ |Date/ /month/ /Year/ /
If yes, when and with whom? Name Name
7 |When did s/he became ill? Date/ /month/ /Year / / |Date/ /month/ /Year/ /
8 When did s/hevisited doctor for the first time Date/ /month/ /Year / | |Date/ /month/ /Year/ /
and at what facility? Facility Facility
9 |Date diphtheria diagnosed for the first time. Date/  /month/ /Year / /| |Date/ /month/ /Year/ /
10 |Hospitalized when, where? Date/_ /month / [Year / / Date/_ /month/  [Year/ /
Hospital Hospital
11 |Final Diagnosis Local, Generalized, Toxic Local, Generalized, Toxic
12 Antitoxin given? / / / / units |/ / / / units
If yes, when and what amount? Date month year Date Month Year
13 |Date antibiotics started? Date/  /month/ /Year / / |Date/ /month/ [/Year/ /
) Before culture? Y/N Before culture? Y/N
Died, discharged / / / / |Died, discharged/ / / /
14~ |Outcome Date Month Year Date Month Year
15 |[If dead, indicate cause.
1. 1.
Culture dates and results (biotype and 5 2.
16 [toxigenicity of strain, if culture positive). 3‘ 3
If not done, please, indicate NOT DONE. 4' 4.
17 |DT or Td given before discharging? Yes No Yes No
Vaccinated? Yes No Unknown |Vaccinated? Yes No Unknown
1. 1.
Immunization history: please indicate dates of 2 2
vaccinations (month, year), name of vaccines, 3' 3'
18 |serial numbers, exp. Dates. 4' 4'
If not vaccinated, indicate reasons. : 2
7. 7.
19 |How many people were in close contact?
20 |How many of them tested bacteriologically?
21 |From how many C. diphtheria was isolated?
22 |How many received prophylaxis w/antibiotics?
23 |How many were vaccinated?

Responsible Person

Signature

Name

Tel:

Address, fax, E-mail

The card should be submitted to the region CPH before day 5 and to NCDC (Thilisi, 380077, st. M. Asatiani #9, Tel.
37-16-77.39-64-38) before day 7 of the next month for each diphtheria case.
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10.7.5 Outbreak Control/Response

An outbreak of diphtheriarequires the following control actions from the health facility and rayon

CPH:

1.

If diphtheriais suspected on the basis of clinical findings, antitoxin® should be given immediately
after bacteriol ogic specimens are taken, without waiting for results, since it can only neutralize
circulating toxin and has no effect on toxin already bound to tissue. Late administration of
antitoxin (after the third day from disease onset) may not help reduce the risk of development of
diphtheria complications (toxic shock, myocarditis, neuritis) and afatal outcome.

Note: Physicians who do not have antitoxin at their disposal must promptly inform the regiona health

2.

administration.

Diphtheria patients should be isolated until two cultures are taken from both throat and nose not
less than 24 hours apart, and not less than 24 hours after cessation of anti-microbial therapy, and
fail to show diphtheria bacilli. Where cultures are not done, isolation may be ended after 14 days
of appropriate antibiotic treatment.

Articlesin contact with patient or soiled by discharges of patient should be disinfected.

Diphtheria patients should get a booster or start/continue vaccination series (if not immunized)
prior to discharge from a hospital, because development of natural immunity after diphtheria
cannot be guaranteed .

5. Close diphtheria contacts (see section 10.7.4 d) should do the following:

~ Undergo bacteriological investigation as described above

~ Remain under clinical surveillance for signs/symptoms specific for diphtheriafor seven
days after the last contact with a diphtheria case

~  Beoffered prophylactic antibiotics irrespective of their immunization status. Those cases
where C. diphtheriae was isolated must be cultured again at the end of the preventive
course to assure eradication of the organism

~  Get abooster of diphtheriatoxoid if more than 3 years have elapsed since their last dose, or
initiate/continue a primary series (if they were not immunized) with Td if they are older
than 7 years of age or administer the DPT/DT if they are young children.

10.7.6 Recommended Scope of Routine Analysis of Diphtheria Surveillance

Data to Be Performed by CPH

(See section 5 for more details.)

The CPH should perform routine monthly analysis of the following data:

A

DPT-3 (at 12 months), DPT-4 (at 24 months), DT (at 6 years) and Td (at 14 years and among

' The recommended dosage and route of administration of diphtheria antitoxin depend on the extent and duration of
the disease. Detailed recommendations can be obtained from the MoLHSA order #58. Treatment with a 14-day
course of antibiotics should be promptly started as well.
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adults) coverage by subordinated area/setting

Cases by month/year, age group, immunization status, and geographic area

Proportion of cases |aboratory tested

Case/laboratory confirmation rates for the territory

Proportion of casestreated with antitoxin “on time” (< 3 days from the onset of symptoms)
Magjor reasons for late treatment with antitoxin:

»  Patient sought care too late

~  Diphtheriawas not recognized promptly

»~  Physicians delayed measures aimed at ensuring immediate start of the specific treatment

»  CPH/NCDC failed to ensure availability of antitoxin at the place of patient’ s hospitalization
Completeness/timeliness of monthly reporting

Diphtheria case/outbreak investigation rate.

10.7.7 Principle Uses of Data for Decision Making at the Regional and Rayon

Levels

Theregional and rayon-level CPHs will use the data primarily to accomplish the following:

1.

Monitor diphtheria vaccination and booster coverage in all age groups by geographic areato
identify areas with weak program performance where action needs to be taken to correct the
situation.

Promptly identify cases and outbreaks and determine why they occurred (e.g., failureto
immunize, vaccine failure, accumulation of susceptibles, waning immunity). Implement
respective measures to stop further transmission and monitor the effectiveness of the control
strategies.

Determine age-specific incidence rates, immunization status of cases, and other factorsto
understand epidemiology of diphtheria and define risk groups. |mplement respective routine
control strategies such aslocal Td booster campaigns for adol escents and adults or selected high-
risk groups.

Determine magjor reasons for late treatment of diphtheria patients with antitoxin and implement
measures to address them, such as

»~ enhancing provider education,

~ making aregional reserve of diphtheria antitoxin, and

~  health education of population.

Evaluate and improve the performance of other aspects of the diphtheria surveillance system (e.g.,
reaction time for notification, proportion of cases laboratory tested) and take corrective measures
as appropriate.
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10.8 Poliomyelitis

10.8.1 Rationale for Surveillance

Infection with poliovirus resultsin a spectrum of clinical manifestations from inapparent infection to
non-specific febrile illness, aseptic meningitis, paralytic disease, and death. Two phases of acute
poliomyelitis can be distinguished: a nonspecific febrile iliness, followed in 0.1 to 1.0 percent of patients
by aseptic meningitis and/or paralytic disease. Depending on the site of paralysis, poliomyelitis can be
classified as spind, bulbar, or spino-bulbar disease. Progression to maximum paralysisisrapid (two to
four days), usually associated with fever and muscle pain, and it rarely continues after the temperature has
returned to normal. Spinal paraysisistypically asymmetric, more severe proximally than distally, and
deep tendon reflexes are absent or diminished. Bulbar paralysis may compromise respiration and
swallowing. Between 2 and 10 percent of cases of paralytic poliomyelitis are fatal.

Poliomyelitisistargeted for eradication. In June 2002, Georgia as well as other European countries
was certified by WHO as polio free. Experts noted that Georgia has established a good system of Acute
Flaccid Paralysis (AFP) surveillance and that no indigenous wild polioviruses have been isolated in the
country since 1991. Routine oral poliomyelitis vaccine (OPV) coverage rates have been steadily
increasing and are now believed to be greater than 80 percent. One case of vaccine-associated paralytic
poliomyelitis (VAPP) was reported in 1997.7” Despite the success of polio eradication activities, the
potential for importation of wild poliovirusinto Georgiawill remain until worldwide poliomyelitis
eradication is achieved.®

Highly sensitive surveillance for AFP, including immediate case investigation and specimen
collection, is critical to detect potential wild poliovirus circulation with the ultimate objective of polio
eradication. Countries with adequate surveillance systems should find at |east one case of AFP each year
for every 100,000 children less than 15 years of age. This minimum annual rate is based on the fact that in
absence of wild poliovirus transmission, cases of AFP due to other causes (e.g., Guillain Barre syndrome,
transverse myelitis, or tumors) will continue to occur. Therefore, a sensitive AFP surveillance system
would be expected to detect these background cases, even when wild poliovirusisnot circulating in a
country.

Other strategies include maintaining and increasing routine OPV-3 coverage (target 98 percent),
implementing additional immunization measures such as national/subnational immunization days and
regular mop-up campaigns in border zones and hard-to-reach territories, where local circulation of the
virus might take place.

10.8.2 Recommended Polio Case Definition
Probable (clinical) Case — A case that meets the following criteria:

4+ Any case of AFP rapidly developed within one to four days (including Guillain Barre

Y VAPP is a very rare disease with a risk of about one case per 2.5 million doses of OPV administered.

'8 A nonparalytic case of confirmed imported wild poliovirus infection caused by poliovirus type 1, originating from the
Indian subcontinent, occurred in Kvemo Kartli Region in 2001. The case was clinically manifested as
meningoencephalitis and classified as nonparalytic polio.
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syndrome®) in children aged 0-15 years (except for paralysis of confirmed traumatic or tumor
etiology), or

4 Any person at any age in which a physician suspects acute poliomyelitis
Note: This suspected diagnosis can be used for alimited period of time, and afinal case

classification must be made within 70 days of disease onset by the National Expert Panel,
according to the scheme presented in Figure 21.

Figure 21. AFP/Polio Case Classification Scheme

Wild poliovirusisolated P Confirmed Polio case
AFP
Specimens do not Died, lost to follow- EXPERT PANEL decides
meet requirements* ¥ up, or residual —»|  whether tcl) d|$](3ar_(3 the
. — or are absent paresis 60 days later Caseor classly It as
V\lill(ngic:cl)cl);tlgs “Polio Compatible**”

No residua paresis
60 days later —P Polio Case
discarded

Adequate* specimens >

* Specimens are adequate if two specimens were collected 24 to 48 hours apart and within 14 days of paralysis onset.
The specimen arriving at the laboratory must be of adequate volume (8 to 10 grams), have appropriate documentation

(i.e.

, laboratory request form) and be in “good condition.” Good condition means no leakage, no desiccation, and evidence

that the reverse cold chain was maintained (based on the presence of ice or temperature indicator).
** “Compatible” cases indicate surveillance failures and should be monitored for clustering in space and time.

Laboratory testing is mandated for every AFP and suspected polio case. Specimens should be sent
to the National Polio Laboratory accredited by WHO. This laboratory islocated at NCDC.

10.8.3 Case Notification Procedures and Forms

Any AFP or suspected polio case identified by providers requires urgent notification to the CPH
within 24 hours by any existing means of communication.

10.8.4 AFP/Polio Case Investigation

Rapid recognition of suspected poliomyelitis casesis critical to identifying possible wild poliovirus
transmission. It will allow collection of specimens for poliovirusisolation, whichiscritical for ruling out
or confirming paralytic poliomyelitis, whether wild virus associated or vaccine related. Rapid detection of
wild poliovirus-associated cases will permit the timely implementation of control efforts.

Note: Every single reported AFP or polio case has to be investigated by an investigation team led by

¥ Guillain Barre syndrome, also known as Landry’s ascending paralysis, is an acute idiopathic inflammatory
demyelinating polyneuropathy characterized by the rapid onset of weakness and, often, paralysis of the legs, arms,
breathing muscles, and face. The exact cause is unknown, but has been associated with abnormal immune
response to viral infection.
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an NCDC expert and including an expert neurologist, regional and rayon CPH epidemiologists,
and facility health workers, within 1 business day of notification.

The following steps are required for the investigation:

a) Collect data as envisioned in section one of the AFP I nvestigation Card (shown in Figure 22
below).
Figure 22. AFP Investigation Card
SECTION |
General information
Date of investigation / / / / Epidemiological number
Patient's name and surname Gender OMale OFemale
Address
Father’'s name and surname Mother’'s name and surname
Patient’s date of birth /------ [------ f-------- / orindicate age ___years

Case registration and hospitalization

Date of the first visit to a physician after AFP onset f--mme- y S — /
Indicate the name of the facility visited

Date of urgent notification J— y Y — /
Date of hospitalization J— y Y —— /

Place of hospitalization

Case history number

Clinical diagnosis

Name of diagnosing physician

Clinical information

Date of paralysis onset [-===ef ==~ =-- /

If the patient died, indicate date [-===ef-mmmef == /

Seizures or other neurological disorders? OYes ONo OUnknown
If yes, specify:

Is paralysis acute (quickly progressing)? OYes ONo

Is paralysis flaccid? OYes ONo

If the paralysis is neither acute nor flaccid — STOP the investigation.
If the diagnosis is known — specify it here:

Are there other confirmed causes of paralysis (e.g., trauma) OYes ONo

If yes, indicate the cause and STOP the investigation. If no - poliomyelitis is possible. Investigation should be continued

Did the patient have temperature at paralysis onset? OYes ONo

Is the paralysis asymmetrical? OYes ONo OUnknown
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Paralysis location

Leftleg| OYes ONo OUnknown
Right leg| OYes ONo OUnknown
Left hand| OYes ONo OUnknown
Right hand| OYes ONo OUnknown
Respiratory muscles| OYes ONo OUnknown
Neck muscles| OYes ONo OUnknown
Facial muscles| OYes ONo OUnknown
Other muscles specify OYes ONo OUnknown
Travel history
Did the patient travel farther than 10km from his house within 28 days OYes ONo OUnknown
preceding the paralysis onset?
If yes date of leaving /------- f-=meef-mmemee- / date of return /------- f-=eef-mmeme-- /
Did the patient visit another country? OYes ONo OUnknown

If yes — which one?

If not, specify the names of rayon(s) and towns/villages visited in Georgia

Have any other paralysis cases been reported in places visited by the OYes ONo OUnknown
patient within 60 days from the onset of paralysis in this case?

Immunization history

Are patient’s immunization records available? OYes ONo OUnknown

Specify OPV doses received and type of evidence OPV-1| ODocumental OVerbal OUnknown
OPV-2| ODocumental OVerbal OUnknown
OPV-3| ODocumental OVerbal OUnknown
OPV-4| ODocumental OVerbal OUnknown
OPV-5| ODocumental OVerbal OUnknown

Additional OPV doses received during mass campaigns First | ODocumental OVerbal OUnknown
Second| ODocumental OVerbal OUnknown
Third| ODocumental OVerbal OUnknown

Date of the last OPV dose — y A— y S— /

Was anyone living with the case vaccinated with OPV during 28 days prior | OYes ONo OUnknown
to the onset of paralysis?

Fecal sample collection

Date first sample taken [~ [------ [ / date sentto NCDC /------- [------ [---m /
Date second sample taken [-=----- [------ [------ -/ date sentto NCDC /------- [------ [---m /
Have specimens from contacts been taken? OYes ONo OUnknown

If yes, from how many people?

Name, Last name of person who carried out investigation Signature

The card should be submitted to the region CPH before the fifth day and to NCDC before seventh day of the next month

* A 12-symbol epidemiological number is assigned to every suspected polio case. Detailed instructions on how to assign a number are specified in
the MoLHSA order #243/0O dated July 2, 1997.

b) Coallect two stool specimens from the case.

Two stool specimens should be obtained within 14 days from the paralysis onset with a 24- to 48-
hour interval. Samples should not be dry and should be obtained in sufficient amount (approximately 8 to
10 grams). Transport mediais not needed for stool sample transportation; it could be sent in hermetically
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closed Penicillin vial (not necessarily washed) or in asimilar sterile vial observing cold chain
requirements (+4 to 8°C).

Samples should be sent to NCDC for investigation and accompanied by the following referral form.

LABORATORY REFERRAL FORM FOR POLIOMYELITIS INVESTIGATION
Epidemiological number: Hospital

Type of material (e.g., feces, blood) sent for investigation

Patient's name and surname

Address:

Date of birth f------ f-nmmee f-—-m-f

If not known indicate age in months

Date of paralysis onset /A —
Date the first stool sample was taken /A —

- - = T
|
I
|
I
|
-~

/

/
Date the first stool sample was taken — Y —
Date the first sample was sent J— Y —
Date the second sample was sent — y E— y— /
Date of the last OPV vaccination j— y S— y A— /
Preliminary clinical diagnosis (if specimen is taken from a contact, state so here)

Name of the person who carried out epidemiological investigation

Name of the person to whom laboratory test results should be sent
Address Tel. Fax

This part should be filled in the laboratory

Date specimen received by the laboratory J SR y S— y S— /

Name of the person who received specimen

Is the specimen in good condition Yes No

¢) I dentify close and distant contacts of the case and check if they are properly vaccinated according
to the immunization schedul e to determine their susceptibility.

d) Callect a single stool sample from 5 close contacts of the AFP case who are under 5 years of
age (e.g., brothers, sisters, playmates, classmates). Use the above recommendations and referral form for
specimen transportation (asindicated in b).

€) Implement control and prevention measures.

~  Unvaccinated or not fully vaccinated contacts under 15 years of age should be promptly
immunized (however, the virus could have infected susceptible close contacts by the time
thefirst case is recognized).

~  Theexpert team may consider it necessary to immunize additional cohorts of children (e.g.,
0- to 4-year olds not covered during national immunization daysin 2002).
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~  Patient’ sthroat discharges, feces, and articles soiled therewith should be disinfected. In
communities with modern and adequate sewage disposal systems, feces could be
discharged into sewers without preliminary disinfection.

f) Monitor the case and follow up after 60 days of disease onset. Complete section Il of the AFP
investigation card.

SECTION Il - EVALUATION AFTER 60 DAYS

Date of investigation / / / / Epidemiological number
Patient's name and surname Gender OMale OFemale
Address
Was patient’s condition evaluated after 60 days? ‘ OYes ONo
If not , why? Date of patient’s death [-=---- f-=---- [-=-=m-- /

Patient lost out from supervision on (date) [------ f------ f-=-m--- /

Other reasons, specify

If yes, does the paralysis still exist? ‘ OYes ONo

Date of evaluation [------ f------ [-=mnmm- /
Evaluator’'s name and surname Signature
Evaluator’'s address Telephone

i) Prepare and submit all relevant documentation for the National Expert Panel meeting.

Include a copy of patient’s medical record, completed sections | and 11 of the epidemiological
investigation card, laboratory test results, and control activity report. The Expert Panel will carry out the
final case classification and complete the final section (I11) of the investigation card.

SECTION Il - FINAL CASE CLASSIFICATION

Date of investigation / / / / ‘ Country | Epidemiological number

Patient’s name and surname

Final polio case classification (check only one) OConfirmed O Compatible O Discarded

Basis for the case classification (check all that apply) O Isolation of poliovirus in stool sample
Poliovirus was not isolated from stool sample
Stool specimens were not investigated
Residual paralysis after 60 days

Patient died with symptoms of residual Polio

O O0OO0OO0O0

Autopsy results

O Patient with residual polio symptoms lost to
follow-up

If poliomyelitis is confirmed indicate its type
O Indigenous O Imported O Vaccine associated O Unknown

If poliomyelitis is discarded, specify the final diagnosis

Signature of the Expert Panel Head
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10.8.5 Routine Active Surveillance for AFP Cases

Active surveillance for AFP cases continues in order to completely eradicate poliomyelitisin the
world. Surveillance measures include the following:

»  Making weekly visits to hospitals and rehabilitation centers to refresh awareness of AFP
registration

4 Checking hospital and outpatient medical records for clinical signs of AFP

4 Conducting seminars and meetings with neurologists, pediatricians, and physiotherapists
concerning AFP diagnosis, registration, and investigation

4 Conducting interviews with religious and community leaders, schoal teachers, social service
workers, traditional healers, and others.

The CPH should carry out weekly active surveillance in medical facilities where AFP cases may
occur. Surveillance results are recorded in the form presented below. The form is sent monthly together
with the monthly reports. One copy of the form should remain at the CPH.

10.8.6 Recommended Indicators for Evaluation of the AFP Surveillance
Performance at the Regional Levels

Target
1. Annualized non-polio AFP rate per 100,000 children under 15 years of age >1/100,000
2. Percentage of all expected monthly reports that were received >90%
3. Percentage of AFP cases investigated within one business day of notification >90%
4. Percentage of AFP cases with two adequate* stool specimens collected 24 to 48 hours
apart and <14 days of paralysis onset >80%
5. Percentage of specimens arriving at the laboratory in adequate condition >90%

* Note that specimens are adequate if two specimens were collected 24 to 48 hours apart and within
14 days of paralysis onset. The specimen arriving at the laboratory must be of adequate volume (8 to 10
grams), have appropriate documentation (i.e., laboratory request form), and be in “good condition.” Good
condition means no leakage, no desiccation, and evidence that the reverse cold chain was maintained
(based on the presence of ice or temperature indicator).

10.8.7 Principle Uses of Data for Decision Making at the Regional and Rayon
Levels

Theregional and rayon-level CPHs will use the data primarily to accomplish the following:

A Monitor routine OPV-3 and polio boosters coverage in geographic areas and focus corrective
effortsin low performing areas
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A ldentify high-risk areas for planning mop-up immunization campaigns

4+ Monitor performance of AFP surveillance using standard indicators listed above and focus
effortsin low performing areas.
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