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INTRODUCTION

DOCUMENTING BEST PRACTICES FROM POLIO ERADICATION

Objective 4 of the Polio Eradication & Endgame Strategic Plan 2013-2018 calls for the Global Polio Eradication
Initiative (GPEI) to undertake planning to "ensure that the investments made to eradicate poliomyelitis contribute
to future health goals, through a work programme that systematically documents and transitions the GPEl's
knowledge, lessons learnt and assets”. As outlined in the Plan, the key elements of this body of work include:

e ensuring that functions needed to maintain a polio-free world after eradication are mainstreamed
into ongoing public health programmes (such as immunization, surveillance, communication,
response and containment);

e transitioning non-essential capabilities and processes, where feasible, desirable and appropriate,
to support other health priorities and ensure sustainability of the global polio programme;

¢ ensuring that the knowledge generated and lessons learnt from polio eradication activities are
documented and shared with other health initiatives.

THE SCOPE OF DOCUMENTING BEST PRACTICES

Best practice documents deal with technical aspects of polio eradication. The documents will include clear
guidelines, case studies of effective programmes and processes, case studies of failures, and innovations
developed at the national, regional and global levels, and highlight areas where other programmes could
benefit from the polio practices to achieve their health priorities. A series of technical subjects are being
developed on:

e improving microplanning

e ensuring quality acute flaccid paralysis (AFP] surveillance

e monitoring the quality of supplementary immunization activities (SIAs)

e securing access for immunization in security-compromised areas

e targeting and planning for vaccination of older age groups during polio SIAs

e coordinating cross-border vaccination campaigns

e integrating other antigens or other interventions into polio SIAs

e targeting and planning for vaccination of nomadic populations during polio SIAs

e benefiting from other relevant technical areas where WHO country, regional and headquarter polio
teams have significant expertise.
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THE PURPOSE OF THIS DOCUMENT

THE RELEVANCE OF THIS DOCUMENT TO OTHER HEALTH INITIATIVES

Effective surveillance systems are essential for the control of communicable diseases, yet it is not only the
quality of the data, but also the response that makes the system effective. This was an early lesson learnt;
polio eradication could never rely on routine health information systems alone. New polio cases need a
timely response, and this needs a system that can detect, investigate and confirm suspected cases of
acute flaccid paralysis [AFP) without delay. Active surveillance for AFP has been designed for eradication,
but all communicable diseases that are subject to control need a responsive surveillance system.
The standardized system of AFP surveillance adopted internationally has made it possible to share data
rapidly and interrupt transmission across borders.

THE SCOPE OF THIS DOCUMENT

This document describes best practices in surveillance for polio eradication. It is focused on active
surveillance for AFP, which is an innovative approach developed to suit the exacting requirements for
detecting every single poliomyelitis case, taking action and thereby eradicating polioviruses, even in areas
where little health infrastructure is in place.
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BACKGROUND AND ORIGINS OF ACTIVE
SURVEILLANCE FOR ACUTE FLACCID
PARALYSIS

The aim of polio eradication is to completely remove wild poliovirus (WPV) from circulation in
the world. This means that every case of poliomyelitis must be detected and responded to; a
single polio case represents the continued circulation of the poliovirus in a wide area, with many
hundreds of individuals infected, many without symptoms.

DEFINING ACTIVE SURVEILLANCE

Active surveillance is a process in which designated surveillance staff make regular visits to health facilities
to detect, report and investigate cases of communicable diseases. Surveillance staff are often external
to the health facility; they collect data from individual cases, registers, medical records or log books at a
reporting site to ensure that no case is missed.

ACTIVELY SURVEILLING FOR AFP

Active surveillance for AFP involves a very sensitive system that enables rapidly detecting, reporting,
investigating and responding to confirmed poliomyelitis cases.

Some lessons learnt

It is impossible to distinguish clinically between poliomyelitis and other diseases when they first
present; every case of acute flaccid paralysis must be investigated for poliovirus, which confirms
poliomyelitis.

Active surveillance for AFP makes the system very sensitive, ensuring that no case of polio
will be missed; the laboratory network makes the system very specific, even to the extent of
identifying the original location of each virus and of reservoirs of transmission.

Active surveillance for AFP depends, above all, on early detection and timely action. Keeping
ahead of the virus requires a well-managed system for detecting AFP cases that entails
immediately investigating, reporting, taking stool specimens and sending them to the
laboratory, and getting the results as quickly as possible.

Without an appropriate response, surveillance fails. The driving force for AFP surveillance
is an immediate response with full investigation, followed by confirmation and outbreak
immunization.

AFP surveillance has adopted a system that is standardized throughout the world, using the
same tools, indicators and reporting systems in every country. This standardized system has
greatly strengthened collaboration with immunization partners by sharing uniform data on a
weekly basis and advocating for action and support where risks and weaknesses are detected.

3 BEST PRACTICES IN ACTIVE SURVEILLANCE
FOR ERADICATION



ADOPTING ACUTE FLACCID PARALYSIS AS A REPORTABLE SYNDROME

When the polio eradication initiative was first established, most countries were reporting polio cases as just
one of many diseases within their disease surveillance systems, often only on an annual basis. Detecting
new cases and outbreaks of polio and responding effectively was difficult.

Many diseases may initially look like polio, so a more sensitive system was needed, enabling suspected
new cases to be detected, reported and investigated as rapidly as possible. This led to the adoption of
AFP as the syndrome to be reported, in the same way that smallpox eradication had previously adopted
detection and investigation of the “rash and fever” syndrome.

DEFINING ACUTE FLACCID PARALYSIS

AFP is defined as a sudden onset of weakness and floppiness in any child aged under 15 years, or in
a person of any age in whom a clinician suspects polio. This sensitive case definition will capture acute
poliomyelitis but also other diseases, including Guillain-Barre syndrome, transverse myelitis and traumatic
neuritis, such that each case must be investigated, with laboratory tests to confirm poliomyelitis through
the detection of poliovirus in the stool samples of AFP cases.

ESTABLISHING SYSTEMS FOR AFP SURVEILLANCE

Initially, national surveillance systems did not recognize the AFP syndrome as a reportable disease. Yet
the worldwide eradication of WPV requires rapidly reporting and investigating every AFP case in order to
respond with immunization wherever poliovirus transmission occurs.

In some countries, AFP surveillance data were separately managed and monitored and were not included
in the national surveillance and information system. At first this led to some confusion, with polio cases
separately reported from established reporting sites and AFP cases reported from a variety of sites,
sometimes the same ones. It soon became evident that surveillance for AFP rather than for polio cases
was a much more accurate and efficient way to detect, keep track of and respond to the transmission of
poliovirus. AFP data are now used to update national information systems.

To intensify AFP surveillance, several countries established collaboration between the ministries of health,
WHQO, the US Centers for Disease Control and Prevention, other polio eradication partners and private
practitioners to detect, report and investigate AFP. The system required overall management at the central
level, and field units where surveillance staff would be deployed.

Non-polio afp indicator

The incidence in any population of AFP cases due to other conditions than polio (the non-polio
AFP rate] is estimated to be one case per 100 000 children aged under 15 years. This is

a useful indicator to measure the sensitivity of the surveillance system. Achieving this indicator
implies the surveillance system is sensitive enough to detect polio cases should they occur.

It became the basis for measuring AFP surveillance quality, and has been revised to two cases
per 100 000 children aged under 15 years in the late stages of polio eradication. Today, 179 of
194 WHO Member States conduct AFP surveillance and submit weekly AFP reports to WHO
regional offices and WHO headquarters.
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INITIATING ACTIVE SURVEILLANCE FOR AFP: ORIGINS IN THE WESTERN PACIFIC REGION

The WHO Region of the Americas was the pioneer in polio eradication, using well-established reporting
networks and a system of regular case reporting often communicated by phone and fax, including zero
reporting in the absence of cases to establish a fully reliable system.

The next region to embark on polio eradication was the Western Pacific Region in 1991, where in some
countries disease surveillance networks and modern telecommunications were not well established.
As very few polio cases were reported there, an innovative AFP system was needed. A trial of active
surveillance for AFP began in Cambodia in 1992 in collaboration with WHO and the Ministry of Health of
Cambodia. The system involved designating surveillance staff from the National Immunization Programme
to visit the hospitals where AFP cases were most likely to be found, interviewing clinicians and reviewing
case registers. If an AFP case was found, a case investigation form would be completed by surveillance
staff and stool samples taken for virological analysis. The system did not depend on the hospital's passive
reporting system. This active AFP surveillance system worked well and was soon adopted by every country
in the Western Pacific Region, followed by other regions.

UNDERSTANDING THE DIFFERENCES BETWEEN ACTIVE AND PASSIVE SURVEILLANCE

e Active surveillance is a sensitive system that facilitates early detection and a rapid response to new
cases of communicable diseases.

e Active surveillance places the responsibility for detecting, reporting and investigating these
diseases in the hands of surveillance staff who are responsible for communicable disease
eradication, elimination and control.

e Passive surveillance, often known as routine reporting, is disease data collection from all potential
reporting sites and health-care workers.

e Passive surveillance may be well established, but it is commonly associated with incompleteness
and delays, and is therefore less well suited to an eradication or elimination programme.
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BEST PRACTICES FOR MANAGING
AN ACTIVE SURVEILLANCE NETWORK FOR AFP

An active surveillance network for AFP consists of active
surveillance sites and informers connected with surveillance staff.

Active surveillance sites

e Active surveillance sites are all government or private hospitals, children’s nursing homes and health
facilities likely to be visited by a large number of children aged under 15 years and likely to see AFP
cases.

e Active surveillance sites are visited regularly by designated surveillance staff who are from
government or partner agencies.

Active surveillance informers

e Health facility based
The head of the health facility designates focal points in government health facilities to report
AFP cases. Private practitioners can also be designated as active surveillance informers. The
focal points in the health facilities and the private practitioners can assist with early detection,
notification, investigation and stool sample collection. Focal points will phone designated
surveillance staff when AFP cases are detected.

e Informal health sector
Various informal health practitioners, including faith healers and practitioners of traditional
medicine who are likely to encounter AFP cases but are not working in the formal health system,
can be reliable assets for AFP case detection. After an orientation session, they are expected to
phone surveillance staff when they see suspected AFP cases.

e Community based
Community-based surveillance can be adopted in countries where little or no formal or informal
health infrastructure exists. In these locations, certain individuals in the community, such as
shopkeepers, religious leaders and school teachers, can join orientation sessions that will teach
them to detect suspected AFP with the aim of reporting the cases by phone to surveillance staff and
recommend immunization.

Surveillance staff

Surveillance staff are external to the health facility and should establish a good relationship with the active
surveillance sites and informers, and agree upon a schedule of reqular visits. They may be government
employees or from partner agencies.

Close cooperation is needed when arranging visits and detailed case investigation (forms must be
completed and two separate stool samples collected). It is important to:

e choose appropriate times to visit active surveillance sites and informers (in consultation with
clinicians);

e keep the appointments for visits, provide orientation and give feedback to health facilities.

b BEST PRACTICES IN ACTIVE SURVEILLANCE
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Orientation of health facility staff

e Senior surveillance staff should encourage all medical and nursing staff to fully cooperate in
active surveillance. This may require a meeting at the designated active surveillance health facility
to provide information and answer questions. The aim should be to provide orientation on early
detection and report AFP cases without delay to surveillance staff.

e Surveillance staff should be accepted in the health facility and welcomed. Health facility staff should
receive feedback on the outcome of the case investigation and local progress.

e Medical staff should be encouraged to notify the external surveillance staff when a case of AFP
is encountered. All health facility staff should be given the telephone number of the surveillance
staff; a phone call will alert the surveillance staff so they visit the health facility and carry out a case
investigation without delay.

e When a country becomes polio-free, it is important to continue to encourage active surveillance for
AFP. Therefore it is necessary to explain the requirements for certification to the health facility staff.

Orientation of informers

Surveillance staff should conduct orientation sessions for informers on a regular basis. However, given the
extensive informer network, follow-up visits after initial orientation will depend on the active surveillance
priorities and workload.

Making the best use of active surveillance sites and informers

e Regularvisits and phone communication throughout the network will encourage active
surveillance.

e Urgent notification by phone is vital. The phone numbers of government and partner agency
surveillance staff must be given to all sites and informers.

e Some sites will have the capacity and informers with sufficient skills to take stool samples and
collect information for case investigation.

e Documentation is also vital. Certain essential details should be notified before the case is
investigated.

e All active surveillance sites should have stool kits and cold boxes with ice packs for stool transport.
e The sites should have clear instructions for handling and transporting the cold boxes.

e Some informers and community volunteers, especially in remote areas, must also be able to collect
stool samples and send them to designated focal points.

In densely populated areas with high levels of poliovirus transmission, a vast network for AFP surveillance
has been set up. This example from India shows an extensive surveillance network of reporting sites.
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Surveillance of acute flaccid paralysis reporting sites, Uttar Pradesh, 2010

(31 Dec’ 2010)

RU: reporting units (health facilities of any kind)

e The reporting sites include all health facilities; the largest ones are designated active surveillance
sites.

e Informers include formal and informal practitioners outside the government health service.

SCHEDULING VISITS TO ACTIVE SURVEILLANCE SITES

Designated active surveillance sites should be visited according to an established schedule. The schedule
should assign priority to the health facilities in line with their probability of encountering cases of AFP.
Frequency can vary from country to country, but in highly populated areas where there are likely to be
hundreds or even thousands of patients consulted every day, weekly active surveillance visits and register
reviews may be needed. Others may be visited on a monthly basis, but the frequency of visits should be
subject to regular review based on surveillance priorities and workload.

High-priority weekly visits Lower-priority monthly visits
All major public and private hospitals, including at the | Large health centres

national, province/state and district levels Busy private clinics

Paediatric hospitals Informers: private practitioners
Paediatric specialists Informal practitioners

The best practices for monitoring active surveillance visits and reports can be found in the annexes.
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SUPPORTING ACTIVE SURVEILLANCE STAFF IN THE FIELD

Active surveillance depends on a close working relationship between surveillance staff, hospital and other
health facility staff and supporting partners. It includes:

regular communication on case detection and investigation by mobile phone and regular visits;
shared responsibilities for identification, reporting and investigation, depending on staff availability;
teamwork and shared transport when needed;

orientation and refresher training from the surveillance unit on a regular basis;

joint participation in other responsibilities, for instance pertaining to measles, dengue outbreak or
yellow fever;

the facilitation of stool sample collection and transport;
rapid communication to the surveillance unit and supervisors;
email copies of case investigation and laboratory requests to all concerned in the investigation;

feedback on clinical and laboratory results and progress.

SUPERVISING ACTIVE SURVEILLANCE SITES

Every active surveillance site needs regular supervisory visits. Supervisors at the district level can maintain
a map of the active surveillance sites with a list of the names of the sites and of the focal persons and
their mobile phone numbers.

The field surveillance office should monitor and supervise the active surveillance sites using simple
indicators:

Monthly: ensuring the percentage of sites submitting weekly reports =80%, and the percentage of
reports received on time = 80%;

Annually: updating the network of active surveillance sites by reviewing their function, to include
new sites and exclude others as required; reviewing the lists of informers working inside and
outside the health sector to identify weak surveillance areas that need to be enhanced and to
replace non-functioning informers.
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BEST PRACTICES FOR IMPROVING
THE SENSITIVITY OF ACTIVE
SURVEILLANCE FOR AFP

As the GPEI made progress and the number of polio cases declined significantly, it became vital to
increase the sensitivity of active surveillance to avoid missing any AFP cases. The countries with continued
transmission adopted the following practices:

INCREASING THE NON-POLIO AFP SENSITIVITY INDICATOR

The indicator for sensitivity of AFP surveillance was increased from at least one case of non-polio AFP
annually per 100 000 population aged under 15 years to at least two cases of non-polio AFP per 100 000
in endemic regions, and at least three per 100 000 in countries with new outbreaks.

REPORTING ALL, EVEN UNCERTAIN, AFP CASES

All cases of AFP were reported and investigated, regardless of the clinical diagnosis on presentation
of the cases, if they fit the official case definition for AFP.

The question of which AFP-reported cases should be included has often arisen, given that some are
considered as “uncertain AFP”, with atypical presentation. However, the consequences of missing a
polio case outweigh those of including an uncertain AFP case.

Best practice thus encourages the reporting of all AFP cases, even those that appear uncertain. In
the past, certain children presenting with Bell's palsy (facial palsy) were found to be suffering from
poliomyelitis (see the figure below). Therefore, all AFP cases, even if atypical, should be investigated
and stool samples should be collected within 14 days of onset of paralysis.

Even uncertain AFP cases, when fully investigated, will add to the body of information needed to
determine whether polioviruses are still circulating.

Clinicians who declare on clinical grounds that any AFP case is not due to polio should nevertheless
report it and facilitate its full investigation. A significant number of confirmed polio cases presented
without typical AFP symptoms in India.
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Figure 2. Clinical presentations of confirmed wild poliovirus cases, India, 2006-2007

Clinical Presentation of WPV | WPVs-2006 | WPV2-2007
Clinical Poliomyelitis 586 (86.7) 757 (86.71)
Only history of Paralysis 24.(2.7) 14 (1.60)
Hemiplegia 35(5.2) 54 (6.19)
G.B.Syndrome 6(0.9] 3(0.34)
Traumatic Neuritis 4 (0.6) 8(0.92)
Only Limp 4(0.6) 1(0.11)
Acute Encephalitis 3(0.4) 3(0.34)
Isolated Facial Palsy 3(0.4) 19 (2.18)
Isolated Neck Flop 4(0.6) 5(0.52)
Post Diphtheritic Polyneuritis 2 (0.23)
Others 7 (1.0 7 (0.08)
Total 676 873

EXTENDING THE AFP SURVEILLANCE NETWORK TO THE COMMUNITY

Including informers in the community

In some countries, informal practitioners provide health care close to the villages and communities they
serve but outside the network of government facilities. Some may be qualified private practitioners, but
others are often unqualified healers who have the respect of the community and see many clients every
day. They are often called “informers”.

Informers can join orientation sessions to help them understand the importance of detecting and

reporting AFP cases.

They often keep their own client registers with names and addresses that can be checked during an

active surveillance visit.

Even those informers who do not keep formal records can be encouraged to report AFP.

The names and phone numbers of the informers and surveillance staff should be exchanged to

facilitate reporting.

Regularly visiting informal practitioners, displaying posters and providing other information will
encourage them to report.

Informers can be provided with stool collection kits and trained in taking stool samples, and relied
upon to phone the surveillance unit so it collects and transports the samples.

In most circumstances, informers require a small payment for their services as they are not

working within the official government health structure.
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Actively searching for AFP cases in the community

An active search for AFP cases may be carried out by reviewing medical records at any level of the health
service in the following circumstances:

e atsurveillance sites where performance has been inadequate;

e during a new polio outbreak where its magnitude and extent need to be understood for action to be
taken;

* inremote or hard-to-reach areas where there is little or no health infrastructure to support
regular reporting;

e during polio SIAs, especially in high-risk areas, when vaccinators vaccinating from house to house
can enquire about any new AFP cases.

Improving special surveillance activities in areas with under-reporting

In areas that do not submit regular AFP reports, steps can be taken to improve surveillance sensitivity,

including:

e ensuring systematic contact sampling for every AFP case (collecting stool samples from at least
two contacts for every AFP case collected);

e collecting stool samples from healthy children in remote areas and areas considered to be at high
risk of transmission.

Conducting environmental surveillance for polioviruses

Environmental surveillance is conducted by testing sewage samples for polioviruses. This inspection does
not detect AFP cases, but it can reveal circulating polioviruses that may indicate continued transmission
among individuals who do not develop paralysis, or the new importation of a poliovirus into a polio-free
area. Often the detection of environmental polioviruses will indirectly increase the sensitivity of surveillance
by boosting active AFP surveillance in the area concerned and in other areas where the virus may be found
to be genetically linked.
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BEST PRACTICES FOR IMPROVING
THE QUALITY OF SURVEILLANCE FOR AFP

INDICATORS OF SURVEILLANCE PERFORMANCE

e Completeness of reporting

At least 80% of expected routine (weekly or monthly) AFP surveillance reports should be received on time,
including zero reports in which no AFP cases are detected. The distribution of reporting sites should be
representative of the country’s geography and demography.

¢ Sensitivity of surveillance

At least one case of non-polio AFP should be detected annually per 100 000 population aged under
15 years. To ensure even higher sensitivity in endemic regions, this rate should be two per 100 000 children
aged under 15 years, and three per 100 000 in countries with recent outbreaks.

e Completeness of case investigation

AWl AFP cases should have a full clinical and virological investigation, and at least 80% of AFP cases should
have “adequate” stool specimens. Adequate stool specimens are two stool specimens of sufficient quantity
for laboratory analysis, collected at least 24 hours apart, within 14 days after the onset of paralysis, and
arriving at the laboratory by reverse cold chain and with proper documentation.

e Completeness of follow-up

At least 80% of AFP cases should have a follow-up examination for residual paralysis 60 days after the
onset of paralysis.

e Laboratory performance

All AFP case specimens must be processed in a WHO-accredited laboratory within the Global Polio
Laboratory Network.

Two indicators set the gold standard for AFP surveillance quality:

e at least two cases of non-polio AFP reported yearly per 100 000 children aged under 15 years
(increased to three per 100 000 in areas with new outbreaks);

e atleast 80% of AFP cases with two adequate* stool samples.
*Specimen adequacy is defined as two specimens collected at least 24 hours apart, both within
14 days after the onset of paralysis, shipped on ice or frozen packs and arriving in good condition at
a World Health Organization-accredited laboratory.

These two indicators can be combined into a single indicator of AFP surveillance quality:
e anon-polio AFP rate of at least two, and specimen adequacy of at least 80%.
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Figure 3. Combined performance indicator for the quality of acute flaccid paralysis
surveillance in subnational areas, African Region and Eastern Mediterranean
Region, 2010-2014
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This combined indicator can be mapped as shown in the figure, presenting the quality of AFP surveillance
in polio-affected states and provinces of 29 countries from 2010 to 2014 in the WHO African Region and
Eastern Mediterranean Region.

THE IMPORTANCE OF TIMELINESS IN AFP SURVEILLANCE

Standard indicators for AFP surveillance include timeliness in order to maximize the opportunity to isolate
the poliovirus in the laboratory, the highest probability occurring in the first 14 days after onset of paralysis.

* Percentage of AFP cases investigated within 48 hours: target of at least 80%);

e Percentage of AFP cases with two adequate stool specimens collected 24-48 hours apart and
within 14 days after onset: target of at least 80%;

e Percentage of specimens arriving at the laboratory in good condition: target of at least 80%;

e Percentage of specimens arriving at a WHO-accredited laboratory within three days of being sent:
target of at least 80%);

e Percentage of specimens for which laboratory results are sent within 28 days of their receipt:
target of at least 80%.
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BEST PRACTICES FOR INVESTIGATING AND
REDUCING DELAYS IN AFP SURVEILLANCE

ASSIGNING AN EPID NUMBER TO EVERY AFP CASE AT THE TIME OF INVESTIGATION

The epidemiological (EPID) number (AFP case identification number) should be used to track the case
and laboratory samples through all steps of the investigation. The AFP cases can be listed in a table
(see the figure) to identify the timeliness in each step of the case investigation. These data can mostly be
obtained from case investigation forms and laboratory records.

Figure 4. Table listing AFP cases to identify surveillance timeliness

AFP case Location Reported
EPID by
number

Days from
onset to
notification to

Days from
investigation
to 2nd stool

DEVARIC ]
notification

collection

investigation

Days from

collection
to stool
dispatch

Days from Days from
stool stool stool
dispatch reception in
to stool lab to result
reception received in
in lab district office

Figure 5. Examples of best practices for reducing delays in acute flaccid paralysis

surveillance

Delays in reporting AFP at the
community level

Parents with sick children
may visit any number of
persons within the informal
medical community (faith
healers, village dispensaries,
etc.) before visiting a
reporting unit where the
case can be reported and
investigated.

The solution is to understand
who in the informal medical
community are the persons
most likely to see AFP
cases, and to include them
as informants who can be
visited regularly by active
surveillance staff; another
is to collect information on
health-seeking behaviour in
the communities.

Delays in AFP case
investigation

A reporting unit may report
an AFP case in time, but the
investigation by a suitably
experienced person may be
delayed.

The solution is to make sure
that the person responsible
for case investigation is
available and connected

by mobile phone to all the
reporting units for which they
are responsible.
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Delays in stool collection AFP cases may be reported The solution is to ensure

and investigated in time reporting sites are equipped
but stool collection may be with stool sampling kits and
delayed. The child may not containers for transport under
defecate immediately. reverse cold-chain conditions.

The child can remain
under observation until the
specimen is collected.

Delays in stool transport Stools may be collected Keep specimens in the
in time, but no means of refrigerator or, if the delay is
transport is available or the long, freeze them at -20 °C.

location is remote.

IMPLEMENTING THE REVERSE COLD CHAIN

Faecal specimens are analysed for the presence of poliovirus. Because shedding of the virus is variable
(stool samples may contain variable amounts of virus when finally excreted as faeces), two specimens -
collected 24-48 hours apart - are required. Timeliness is essential, since the highest concentrations of
poliovirus in the stools of infected individuals are found during the first two weeks after onset of paralysis.

e The properties of wild poliovirus type 1 (WPV1) show the risks of exposing stool specimens to
prolonged high temperatures:

- at 25 °C, highly stable for at least 28 days

- at 35 °C, stable for four days but becoming undetectable by 16 days
- at 45 °C, undetectable at four days.

However, these properties may be reduced if the concentration of poliovirus in the specimens is low.
To be confident the virus is retained if it is present, stool specimens must be sealed in containers and
stored immediately inside a refrigerator or placed between frozen ice packs at 4-8 °C in a cold box, ready
for shipment to a laboratory. Undue delays or prolonged exposure to heat on the way to the laboratory
may destroy the virus. Specimens should arrive at the laboratory preferably within 72 hours of collection.
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Shipping stool specimens

All materials should be shipped using the basic triple packaging system in the collection kit. All infectious
substances must be accompanied by a Shipper’s Declaration for Dangerous Goods, indicating the shipment
of infectious substances and the use of ice packs or dry ice in the shipment, where appropriate.

SHIFPER'S DECLARATION FOR DANGEROUS GOODS (Provide at least three copies to the airline.)

F 4

L
i Air Waybill No.

Page of Pages
Shipper's Reference Numbar
foptonal)

Consignee

It must be used OMLY for:
* Class 7 radioactive shipments.

This shipper's declaration was prepared using a FedEx Express template.

* Shipments using an 023 air waybill (IP1, [XF or ATA service)
* Shipments originating from a non-US location

Two completed and signed copies of this Declaration must WARNING
be handed to the operator

TRANSPORT DETAILS

prescribed for:
(tleiete non appiicatie)
PASSENGER | CARGO
AND CARGO | AIRCRAFT
AIFCRAFT | GNIY

Failure to comply with all respects with the applicable
This shipment is within the Airport of Departure Dangerous Goods Regulations may be in breach of
Aayinn the applicable law, subject to legal penalties.

Airport of Destintion: Shipment lype: dabts r-spilinic)

NATURE AND QUANTITY OF DANGEROUS GOODS

aceurataly described above by the proper shipping name, and ara
lassified. marked and and are in all Place and Date
respeets in proper condition for transport according to applicable

International and National Governmental Regulstions. | declare that

i Signature
all of the applicable air transport requirements have been met. ek D

Ermergency Telephane Humber

Dangerous Goods Identification
[ = ity and Eacdng Authorization
i Proper Shipping Name By | type of packaging Inst.
[Additional Handling Information T T T T T T
| hereby declare that the contents of this consignment are fully and NameTitle of Signatory

0R AADVOACTIVE MATEFIAL SHIPMENT ACCEPTABLE FOR PASSENGER MACAAFT, THE SHIPMENT CONTAINS RADWOACTIVE MATERIAL INTENDED FOR USE M Of
WCIDENT TO RESEARCH, MEDICAL DIAGHOSS, OR TREATMENT. ADA ELIACPEAN TRANSPORT STATEMENT: CAFFIAGE IN ADCORDANGE WITH § 4.42.4

"’""”""""”"""'
5

WSS EEEEEEEEEESSSS

Photos show:
e Stool collection kit
e Cold box shipping container with ice packs

e Danger label for the shipping container

e Shipper’s Declaration for Dangerous Goods for transport
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Common problems with active AFP surveillance quality

False confidence in AFP surveillance indicators

AFP surveillance indicators appearing to meet certification standards do not mean that
surveillance is adequate.

In the state of Jigawa, Nigeria, the non-polio AFP rate reached almost 10 per 100 000 children
aged under 15 years in 2011. An analysis of polio viruses, however, detected both WPV and
circulating vaccine-derived poliovirus (cVDPV), showing that chains of transmission had been
missed. Despite meeting the required indicator standard, there was incomplete detection,
reporting and investigation of AFP cases.

Figure 6. Non-polio AFP rate by local government area in Jigawa, Nigeria, January-
June 2011

Non-polio AFP rae by LGA, January to June 2011, Nigeria
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Using WPV and cVDPV genomic sequence analysis to measure AFP surveillance quality

Analysis of the nucleotide sequence of the VP1 region of all WPV and cVDPV type 2 isolates is used to
investigate transmission links, track international spread and assess both viral diversity as a measure of
circulation intensity and surveillance sensitivity. After a substantial decline in the genetic diversity (reflected
by the number of genetic clusters) of WPV1 strains from 21 clusters in 2009 to four clusters in 2010, the
number of clusters increased to eight in 2011. The number of WPV type 3 clusters declined from 21 in
2009 to six in 2010 and four in 2011. Genomic sequence analysis shows much less genetic linkage than
expected with sensitive AFP surveillance, including some chains of WPV transmission during 2011-2012
not detected for more than a year.
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Despite very high non-polio AFP rates, it can be concluded that the continued detection of orphan
viruses (WPV and cVDPV) with less genetic linkage in Jigawa in 2011 indicates missed transmission
and missed AFP cases.

Best practice in the regular analysis of AFP surveillance quality

A regular and detailed analysis of all AFP cases is the best way to understand the dynamics

of poliovirus transmission. In countries with active transmission, the best practice is to hold
weekly reviews of all AFP cases to understand the underlying causes of inadequate cases,
unimmunized cases and the precise location of each case and source of report. It is this level of
detailed analysis that enables the programme to stay ahead of the poliovirus and predict where
transmission will continue and where it will need to be stopped with high-quality immunization.

Common problems with active AFP surveillance quality and solutions to

improve it

Common problems with active AFP

surveillance quality

Lack of prioritization of the active surveillance
network

Certain hospitals, especially in the urban
areas that are more likely to see AFP cases,
may not receive adequate regular visits from
surveillance staff.

Solutions to improve active
surveillance quality

List all reporting sites by order of

priority, and assign the frequency of visits
accordingly; ensure large urban hospitals
have top priority for weekly visits.

Include the sources of information to be
searched during the visit: inpatient and
outpatient records, paediatric ward, etc.
Include the name and phone number of the
focal point at the reporting site.

Poor quality work by surveillance staff

Active surveillance becomes zero reporting
due to a lack of real search for AFP cases.
Surveillance staff do not have the sufficient
medical or public health status to sensitize
medical staff in hospitals, or to enquire
about and search for cases.

Cases that clearly do not fit the AFP case
definition are included without questioning.
Regular case searches are superficial and
fail to detect genuine AFP cases.
Surveillance staff do not follow field
guidelines and have had no recent training.

Insufficient time is spent in the active
surveillance site.

Assign the best qualified surveillance staff to
the most important sites.

Raise the status of surveillance staff, and
encourage and improve the sensitization of
staff at reporting sites through supervisory
visits.

Update active surveillance guidelines and
posters and share them with all surveillance
staff.

Ensure that all staff know the AFP case
definition and expected rate of non-polio
AFP detection.

Provide feedback on results and progress to
reporting units.

Allow enough time to talk to designated
active surveillance and other clinicians and
nurses.
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Common problems with active AFP

Solutions to improve active

surveillance quality

Poor quality monitoring and supervision of the
surveillance system

e Thereis infrequent and inadequate
supervision of field surveillance activities.
e WHO and partners lack engagement
to support government counterparts in
ensuring high-quality AFP surveillance.

surveillance quality

e At each surveillance site, list and monitor
every reporting unit and informers for
completeness and timeliness.

e Provide surveillance staff with regular
on-the-job supportive supervision so they do
not lose confidence and interest.

e Engage hospital/health facility staff to
remind them of the AFP case definition and
the need for full cooperation.

e Add active surveillance for measles (acute
fever and rash [AFR]) to AFP to maintain
interest in active surveillance visits.

Poor management of surveillance staff

e Surveillance staff lack resources to do their

job effectively and travel to investigate cases.

e Ensure all surveillance staff have access to
transport resources.

e Provide office and transport resources,
transport cost allowances, phone allowances
and access to office equipment and
supplies to make and send reports, make
photocopies, etc.

Inadequate handling of AFP laboratory
specimens

e Stool specimens are kept or transported
under inadequate reverse cold-chain
conditions.

e Provide resources for stool transport: kits,
cold-chain containers, etc., to all reporting
units and selected informers.

e Arrange the timely collection and transport
of specimens in reverse cold chains.

Lack of training of informers

e Informers often have no medical training
and may not understand the AFP case
definition, and therefore may not provide any
reports.

e Make regular visits to all informers, provide
simple materials and make regular phone
contact.

e Use the mobile phone training app
for informers (see the section on new
technology).
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BEST PRACTICES FOR TRACKING
THE ORIGIN OF WILD POLIOVIRUSES

The laboratory sequencing of the genetic characteristics of poliovirus isolates has proved to be a vital
adjunct to AFP surveillance, especially in the late stages of polio eradication. Sequencing can be used to:

e detect linkages in the epidemiology of polio cases;

e differentiate between imported and indigenous polio cases;

* monitor progress through the decreasing biodiversity in lineages of polioviruses;
e detect vaccine-derived polioviruses;

e detect gaps in AFP surveillance quality from the identification of orphan viruses significantly
different from previous viruses, which therefore leads to the conclusion that circulation has
continued undetected for some time.

A notable example was the detection of polioviruses originating in Bihar, which indicated that the Kosi
riverine area was a reservoir of polioviruses that were spread by migrant workers to various parts of India.

Genetic linkages of WPV1 cases, 2010*

Genetically relatedto an imponed Sept 2009
strain in Ludhiana district of Funjab

FPreliminary geneticinformation
indicates importation from MNepal

enetically related to 2008 strains
in Central Bihar

Genetically relatedto June 2009 strain in
Khagaria district of Central Bihar

*at 10 September 2010
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Figure 9. Migratory population covered during Subnational Immunization Days, 2011
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BEST PRACTICES FOR RESPONDING TO AFP
SURVEILLANCE DATA

Responding to “hot” AFP cases

In the late stages of polio eradication, AFP surveillance yields many hundreds of cases that are not due
to polio (non-polio AFPJ, but at the same time it is imperative that immediate action be taken for any AFP
case that looks likely to be polio. Such cases are labelled “hot” cases and are defined as those in which
the individual:

* isaged under 5years;
e has a history of fever at the time of onset of paralysis;

e has rapidly progressive paralysis resulting in death.

When a hot case is detected, action includes:

e urgently responding and shipping the stool specimens;

e taking stool samples from five persons who have had contact with the case;
e fast-tracking the specimen testing in the laboratory;

e treating recently reported AFP cases in neighbouring districts as hot cases.

Using AFP surveillance data to triangulate a measurement of SIA quality

AFP surveillance data can be used as one component to reliably measure SIA quality, which must not
depend on one indicator, such as coverage alone.

The following data are triangulated to assess missed children over time:

e the oral polio vaccine (OPV) immunization status of non-polio AFP cases;

e lot quality assurance sampling conducted in high-risk and worst-performing areas immediately
after SIA rounds;

e demographic and social data on polio cases to develop a risk profile;

e post-campaign market surveys and independent monitoring.
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Figure 10. Impact on WPV1 immunity, Nigeria, 2001-2007

Impact on type 1 polio immunity, Nigeria
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The figure above shows progress in reducing polio cases in Nigeria between 2005 and 2007. However, an
analysis of the surveillance data indicates that many children in the states circled in the figure below had
not received any dose of OPV.

Figure 11. OPV status of non-polio AFP cases, Nigeria, 2007
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By triangulating SIA results with surveillance data, it can be concluded that the risks of continued
transmission in 2007 were still high, and SIA quality needed to be improved.
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BEST PRACTICES FOR EXTENDING ACTIVE
AFP SURVEILLANCE TO OTHER DISEASES

EXTENDING AFP SURVEILLANCE TO THE DETECTION OF OTHER VACCINE-
PREVENTABLE DISEASES

By 2003, 131 of 194 WHO Member States had added surveillance for measles and other vaccine-preventable
diseases [most commonly neonatal tetanus, cholera, meningitis, acute encephalitis syndrome for Japanese
encephalitis and yellow fever) to AFP surveillance. Response including full investigation has been the key
to sustaining AFP surveillance, so it is preferable to add other diseases that also require investigation
and response as part of an elimination programme. Active surveillance for AFR for suspected measles
and rubella is a well-suited addition to AFP surveillance and has boosted it in countries that are polio-
free (see Annex 4).

In addition, field surveillance, including case investigation, for acute meningitis and encephalitis syndromes
has been integrated into existing polio and measles surveillance activities in several countries, including
Bangladesh, China and India.
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BEST PRACTICES FOR MONITORING AND
EVALUATING AFP SURVEILLANCE

RESPECTING THE RAPID ASSESSMENT PROTOCOL FOR AFP SURVEILLANCE
(see Annex 6)

A rapid assessment of AFP surveillance can be carried out over a short period [five days) by a limited
number of participants, usually an external team of 3-5 persons plus national counterparts. If the country
wants to include measles, neonatal tetanus and other diseases in its surveillance system, these activities
can also be reviewed.

Objectives
The aims of monitoring and evaluating AFP surveillance are:

* to assess the capacity of the existing AFP surveillance system to detect poliovirus circulation in
a timely manner;

e to make specific recommendations on how to ensure and maintain high-quality AFP surveillance at
all administrative levels, focusing on what may need immediate and urgent action.

Method

The review is conducted at the national, provincial and district levels. Up to five teams of external and
national members are formed to review the information and data concerning the AFP surveillance
system. Team members also interview key government officials and individuals involved in the Expanded
Programme on Immunization and the GPEI, including the:

e Reference Polio Laboratory;
e National Certification Committee;
e National Expert Review Committee;

e National Task Force on Laboratory Containment.

Sites to be visited

The review includes visits to:

e major cities/municipalities;

e high-risk border areas;

e amix of high-performing and low-performing provinces;

e within each province, province, district and health centres, targeting the main hospitals and high-risk
zones.
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Assessment at each site
The assessment must include a review of:
e the routine AFP surveillance policies and the staff's knowledge;

e the system for detecting AFP cases (active surveillance, reporting network, prioritization, training
sessions, weekly reporting, zero reporting, knowledge of the surveillance network];

e the registry pertaining to the detection of any unreported cases;

e the system for responding to detected AFP cases [case investigation, stool collection and
transportation, reporting of results);

e the analysis of AFP surveillance performance (indicators and data documentation).

Output

The assessment concludes with a report detailing the findings on the AFP surveillance system, including its
strengths and weaknesses. Recommendations will be prioritized and presented to the national authorities
responsible for surveillance and polio eradication.
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BEST PRACTICES FOR APPLYING NEW
TECHNOLOGY FOR AFP SURVEILLANCE

USING A MOBILE PHONE APPLICATION TO TRAIN SURVEILLANCE PERSONNEL

The mobile phone application to train surveillance personnelis available in three languages. A screenshot

appears below:
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USING MOBILE PHONES FOR DATA COLLECTION IN THE FIELD

Some countries are now using Open Data Kit (0DK], a programme for real-time data collection on mobile
phones. ODK is a free and open-source set of tools that allows the collection and management of data
from the field. The programme can be used to:

e collect surveillance data on a form in excel spreadsheet (XLS] format using the software installed
on the mobile phone;

e send the data by phone to a server;

* aggregate the collected data on a server and extract it in useful formats;

e add GPS locations and photos.

The software company, Nafundi, designs forms that can be used with ODK and installed on mobile phones.
They are in Microsoft excel format so the forms can be created on any computer and uploaded to mobile

phones. An aggregate programme can then be installed on any server or in the cloud for data analysis.
(See http://nafundi.com/services/.)

For the programme to function reliably, arrangements should be made with mobile phone service providers
to ensure the phone costs are not borne by the vaccinators.

The same level of supervision is needed as with a paper-based system to ensure accuracy, reliability and
the retention of mobile phones.
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CONCLUSION

Active surveillance for AFP was created to meet the needs of polio eradication, ensuring that every case is
detected, investigated with laboratory confirmation and followed by an appropriate immunization response.
As the active surveillance network has expanded, it has reached the community level with thousands of

informers who are not employed by a health service making major contributions by detecting and reporting
AFP cases.

In some areas, active surveillance is conducted through proactive hospital medical practitioners who
investigate AFP cases and work closely with their local surveillance and reporting site. Where there are
no health facilities, informers, who may be faith healers or other unqualified practitioners, will detect AFP
cases in children who consult with them, and report the details to their local surveillance staff who will
then conduct an investigation.

The technical advances in poliovirus surveillance have been significant, assisted by the Global Polio
Laboratory Network, which has created a global genetic map of the poliovirus, allowing the origin of
viruses and reservoirs of transmission to be identified and eliminated. Technology has also made major
contributions through mobile phone communication, facilitating the rapid sharing of information and
locating cases precisely with GPS.

Active surveillance for AFP succeeds when information is collected and shared quickly. It has brought
clinical, public health and laboratory branches of health services together in ways that never existed
before. Each depends on the timely action and close collaboration of the other, forming a global network
that publishes surveillance data from every country on a weekly basis.

It can be argued that such a large-scale active surveillance network is only needed for an eradication
programme. Yet active surveillance is essential in many circumstances. New communicable disease
outbreaks, such as SARS and Ebola, must also be rapidly contained and every new case recognized.
Countries affected by such outbreaks have benefited from their active AFP networks, and will continue
to do so in the future.
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ANNEX 1
STEPS FOR SETTING UP ACTIVE
SURVEILLANCE FOR AFP

1. Arrange discussions with senior ministry of health officials:

a.

b.

discuss which diseases should be subject to active surveillance, such as those that require
immediate reporting and for which eradication, elimination and control measures are well
established, including AFP, measles and neonatal tetanus, and other diseases subject to
outbreaks, including cholera, dengue, diphtheria and pertussis;

keep the list short to avoid overloading active surveillance staff.

2. Discuss the role of each department or institution to ensure those usually involved in surveillance
continue to have a role:

a.
b.
C.

e.

make the selected diseases subject to immediate report, investigation and response;
define the responsibilities of each department or institution involved in active surveillance;

clarify the purposes and responsibilities of the health information service and the
communicable disease surveillance service;

. designate national and provincial staff who are ready to conduct immediate investigation of

suspected outbreaks;
include responsibilities for travel to conduct timely investigations.

3. Decide on key responsibilities under active surveillance for AFP and other selected diseases:

a.

assign surveillance staff to visit hospitals, identify suspected cases, report back immediately
and investigate cases;

ensure laboratory investigation confirmation is carried out by designated national laboratories;

make sure outbreak investigation and response is shared with the Communicable Disease
Surveillance Centre and institute staff who should be prepared to travel together as part of a
core response group;

involve health information departments in the publication of the regular reports.

4. Establish standards for the following:

a.

b.

C.
d.
e
f

o Q

case definitions;

case investigation forms;

immediate reporting procedures;

communication procedures for immediate reports and zero reports;

. routines for active surveillance hospital visits;

outbreak investigation forms and procedures;
response activity procedures;

response logistics forms;

specimen collection and transport protocols;
laboratory procedures;

report monitoring form.

32 BEST PRACTICES IN ACTIVE SURVEILLANCE
FOR ERADICATION



Assign surveillance staff at the central and peripheral levels to form a national active surveillance
network.

Train and monitor active surveillance staff.

Plan orientation sessions for hospital staff, physicians and nurses to communicate the
requirements for active surveillance.

Establish communication by mobile phone between health facility focal points and surveillance
staff to facilitate the timely reporting and investigation of new cases.

Designate health facilities as reporting sites for active surveillance:

a. begin active surveillance for AFP at accessible national hospitals, preferably at a central level,
with a schedule based on the workload and other factors, including the presence of emergency
facilities, the number of children aged under 15 years using the hospital, the availability of
paediatric and neurological facilities, etc.;

expand the active surveillance network gradually to include all provincial hospitals;
add district-level facilities later where appropriate and where the capacity exists;
decide on a schedule for the frequency of visits to reporting sites;

o a o o

add other diseases to AFP during the surveillance staff's weekly visits; inform health facilities
that active surveillance is being expanded to include other diseases and that this will not
interfere with their usual function.

Set up an active surveillance monitoring system to check completeness and timeliness.

Establish a communicable disease bulletin; determine content, format and frequency of
publication, and distribute it widely, including to private practitioners.

Establish designated laboratories to investigate sample specimens.
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ANNEX 2
PERFORMANCE INDICATORS FOR AFP
SURVEILLANCE

Figure A2.1. Acute flaccid paralysis surveillance: main process

AFP surveillance: main process

Onset of paralysis

Primary culture results

Detection & notification <28 days of reported to EPI
specimen receipt

<14 days of onset

i e = 3 days of : : Isolates sent to regional
Case investigation & being sent Specimens arrive at lab for intra-typic

specimen collection notional lab differentiation

<60 days of onset

<28 days of isolate receipt Intra-typic
Follow-up exam g differentiation results
¢ reported to EPI
Classification of case

(<90 days of onset)

EPI: Expanded Programme on Immunization

INDICATORS OF SURVEILLANCE PERFORMANCE

e Completeness of reporting

At least 80% of expected routine (weekly or monthly) AFP surveillance reports should be received on time,
including zero reports in which no AFP cases are detected. The distribution of reporting sites should be
representative of the country’s geography and demography.

e Sensitivity of surveillance

At least one case of non-polio AFP should be detected annually per 100 000 population aged under 15
years. In endemic regions, this rate should be two per 100 000 to ensure even higher sensitivity.

e Completeness of case investigation

Al AFP cases should have a full clinical and virological investigation, and at least 80% of AFP cases should
have “adequate” stool specimens. Adequate stool specimens are two stool specimens of sufficient quantity
for laboratory analysis, collected at least 24 hours apart, within 14 days after the onset of paralysis, and
arriving at the laboratory by reverse cold chain and with proper documentation.

e Completeness of follow-up

At least 80% of AFP cases should have a follow-up examination for residual paralysis 60 days after the
onset of paralysis.

e Laboratory performance

All AFP case specimens must be processed in a WHO-accredited laboratory within the Global Polio
Laboratory Network.
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ANNEX3
AFP CASE INVESTIGATION FORM

Acute Flacchd Paralysis EPI0 Numbser;
CASE INVESTIGATION FORM WD - - s
(matches Lab Request Form]

1. Notification | Investigation Informatian:

Diate Case MNotiied: i r_ Motified oy: Title:

Dabe Coge nvestigated: _ f_ J_ Invesligated by e Title: DtOMedical Offices Nedal Officer! SMCY Othar
Diate Carse Irvestigated by SMO: 7/ Nameof SMO:

Motifying Health Faciily: Type - R Irdormern Other Bﬂb&gary'.ﬂ-lﬁ' HPY LP/ Ceher Setup: Gol Alopathicd Pt Alopathic’ 15M Practl Cuack/Others 1
2. Case |dentification: [Patients Mame: oiher given names:

Sax Datecfbithc /[ Aga (at onset). years, moths,

Famar's Mame - Mather's Hame:

Father's Cooupation; — Grand lathers Name

Address: Reeligion: Musim [ Hindu / Other  Casbe

Landmark: _ Village | Mohalia: ) HR& YIN
Biock /Urban araa: District Satiing: Urban | Rural

Slate Ted

ity ; Yes! Mo/ Unknown ily: Sl with migration! Nomad( Brick Kil' Constaction el Othars (s

3. Hospitalization: ez [ Mo Date of Hospakzation__

Name of Hospital Diagnasks as per hespital fecarnds, il any

4, Immunization History: a. OPY doses recaived through routing EPY [bafore anset):

b. 0P doses received thiough S18s (beforeonset) Total OFV doses (a+b):

Date of last dose of OPW (befora onsaty _ /_ { jioba filed in inalst)

Dt o ast dose af OFY (befors stoolcolection): 1 ! {iobe filled in LRF)

[5. cinical Symptama: Date of Paralysis Onset___ (_ j

Mumber of days Inom anset 1o madmum paralsis:

Acule paralysis: Yes /Mo Unknown Flaccid paralysis (armytimg during course ol iIness] Yes! NofUnknawn
Any Injeclions during 30 days before paralysis onset: Yes / Ho/ Unknown IF Yes, side and site of injection _

Favar on day of paralysis onset: Yes / Mo/ Unknoen

As0ending paralysis: Yes J Mo ! Unknown Descanding paratysis: Yes / No ! Unknown
|EL Clinkcal history: {wiriliz @valution and progression of iliness)

Reaspisatory invelvement: Yes! No
Bulbar imeavement: Yes! Ho
Bladdarbowed Yes N

Joint pain'Sweling: Yes Mo

\Write here places visited comesponding o the travel dates District of residence:
Requires croes nolification? Yes /No
H yes, data of cross notifization: Block! Urban area of residence:

Gail:

7. Travel history: Traed of chikd within 35 days prior b onsst of parslysis (indicate dates and place of (rave with armows on datelne)

Wirite dates of tranel: Day of anset
L) L L4 L L) L) L ] L L L) L] L L) L] L] L} " L] L L] L L] L] L) L] L] L) L] ¥ L] L) L L] L L L) L]
35343332330 BTHEMBITHODBIBITIESI4131211109 8 7T 6 5 43 210

|

—— —— —_—
F. History of contaets with healthcare providers after the date of paralysis onset ( including the notifying health facility):

& acddress ol 1 2 3 4

Il doctord quack:
Dates cage visiled:
(dready RiNnToamer? YasMo Yesihg fiesMo i
Did they report this case? [YasNo Yesme ‘fesHo YesMo
nction taken by 5M0 | Date
fof wislt by SMO

CIF contains two pages, both pages must be filled for all AFP cases
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CIF (Page 2) EPID Mo IND-__ o
9. Clinical examination: Initial case Investigation; Date: 60-day follow-up; Date:
Examined by : . Ex dby: _
Tone: (normallg ) UL: Right: LL: Right: UL: Right: LL: Right:
Ledt: Laft: Left: Left:
Power: (Grade 0 to 5)
0 - Mo Contractian
1 - Flicker of comraction
2 - Active movemenl with grawly
eliminsted
3 - Active Movement against
g.raw'l‘]' bt no resislance
4 - Aclive Movamant against
resisfance
£ — Normal
Refleres: Wi ] % absentl uncooperative |NI A4n Wi absent! uncooperative | 4h ) absent! uncooperative [N 4/ ¥ absent/ uncooperative
hile child child child
Biceps:|Right Left Right Left
Triceps:{Right Left Right Ledt
Supinator:{Right Left Right Left
Knee jerk|Right Leh Right Lef
Ankle jerk:|Right Lef Right Lefl
Plantar:{Right: flewor / exfenson’ Left flewor / axlanson Right Mo | exlensar Lest: fawar / extansor’
Uncoapevatie chitd Uneagperative child Unoogparalive child Uneooparative child
Circumnferance: Mid-arm; Right Left Right Let
Fore-arm:| Right Left Right Left
Mid-thigh]Right Lett Right Lell
Mid-calf:{ Right Leff Right Left
Cranial nerves affected|Right Lisft Right Left
Sensalion ass: Yes [ MNa i Unknown Asymmelrical paralysis: Yes | Mo/ Unknown Hot AFP case: Yes /No

Siteds) of Paralysis: right arm / lalt amn / right leg / left leg / neck | bulber | respiratory musdle | trunk | faciall ather

10, Provisional diagnosls:

Guillain-Barre Syndrome / Transwerse Myeftis / Traumatic Neuriis | Transient Peralysis | Facial Palsy { athar / Unknown

PP case: Yes [ Mo

I Mo, neason for reection; Injury | spestic paralysis | onset =8 manthes [ congenital defiect /' alher (5 pecly]
If yes, casa selection based on: Flacsid paralysis at the time of Investigatan | Histary of Aaccid paralysis but no paralysis at the fme of invesligation | Bandering o ambiguous case

_

If ctner, specify: __

11. Contact stool: Was this case eligible for confact staal collection: Yes | No If yes, date colected: ! /
12. Stool Specimen Collection:
Date Cofected  DateSent  Dateof Result  Condition Laboratory Result (circle)
Shool 1 i Good Poor Pt P2 P} WikdVaccine MNPEY  Negative
Sool2 0 0 0 f  GoogiPFoor Pl FZ P} WidNaccine MNPEY  Megaive

IF S3o0! Mot Collected in 14 days why? Late Notification/ Late investigation! Delay in stool collection! Constipation! Death/ Lost! Ciher

13. Active Case Search and Outbreak Response:

ORI done: Yes ! Mo
If nooy, why'?

ffyes, dale begun: __ 1 [

Aclive case search in community dane: Yes | o
Additional AFP case found- Yes Mo

Dale aclive case search conducled: [/

Mumber:

14. 60 Day Follow-up Examination: Mot required | Yes | Dealh | Lost
I

Dale of follow-up: |

Residual weakness present: Yes/No

If die, date of death: ___ J/ {

cauge of death:

Site of weakness: righl arm ! laft arn S right beq /lefi leg { neck ! bulbar | respiratory muscle J trunk | facaliether

15. Final Classification:
If compatible, why?

Confirmed Palio | Compatible | Dscarded

If discarded, whal was the final disgnosis

Gulllain-Barre Syndrome | Transverse Myslitis | Traumatic Meurilis | Transient Paralysis | Facial Palsy { other { Unknown_If other, specify:

Usa extra shaet of paper to write addtional informatien, if any.
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ANNEX 4
WEEKLY HOSPITAL REPORT

Form VPD-HO0Z

ACUTE FLACCID PARALYSIS AND MEASLES SURVEIL CE SYSTEM - WEEKLY HOSPITAL REPORT
After review of all wards and registry books, please send this report to the following person every Monday.

Mame of Reporting Hospital: ) Year: :I
Week No. I:' Perlod included in the report: From: E:I To: |:]
Number of cases Identified: AFP* l: Suspected Measles** [_:!

It mo cases were (dentified, write Zero (0)

Write the case details of AFP cases identified and reported this week

Patient’s name and Age in

| District name
Father's name ths Sex Address [ Village name and landmark Block name istrict na

Fill up information on all Measles cases below:

Patient d Agei Tneu;les Wil me and e a7

atient's name an n age name a me Died?

Father's name | months | 5| vaccine Tandmark PHC na Blockname | Dlerietna vy’
iy

’ ¥=Yas, N=No, Usunknown

Name of person filling this report:

Date report sent to District: —

Approval of Medical Director:

* All cases of AFP in children under 15 years of age should be reported and investigated per guidelines.
** All cases of suspecied measles of amy age should be reported and investigated per guidelines.

37 BEST PRACTICES IN ACTIVE SURVEILLANCE
FOR ERADICATION



ANNEX5
ACTIVE SURVEILLANCE VISIT FORM

Mame of investigator and signature

Mame of fadility visitad

Date of visit

Type of facility (hospital , rehabilitation center)

Diractor of fever hospital queried (signature)

Hospital inpatient records searched (yes/no)
Hospital cutpatient records searched (yes/no)

Chief of pediatric queried(signature)

Pediatric inpatient records searched(yes/ng)

Pediatric outpatient records searched(yes/no)

Medical Records Department (signatura)

inpatient records searched(yes/no)

outpatient records searched(yes/no)

Head of physical therapy queried (signatura)

Physical therapy records searched(yes/no)

Intansive respiratory care unite (signature)
Inpatient records searched [yes/no)

Chief of neurclogy queried{signature)
neurclogy inpatient records searched(yes/no)
neurclogy outpatient records searched(yes/na)

Total number of AFP cases found since last visit®

Total number of thesa AFP cases unreported *

Total number of inecnatal tetanus) cases found since last active visit
Total number of thess (neonatal tetanus) cases unreported

Total number of (measles) casas found since last active visit
Total number of these (measles) cases unreported

Total number of (diphtheria) cases found since last active visit
Total number of these (diphtheria) cases unreported

Total number of (whooping cough) cases found since last active visit
Total number of these (whooping cough) cases unreported
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ANNEX7A

ASSESSING SURVEILLANCE AT THE
PROVINCIAL AND DISTRICT LEVELS

Name of respondent:

Province/District:

Designation:

Date of visit:

These forms can be adapted to suit country circumstances.

A: General background

Number of AFP cases reported:

Number of measles cases reported:
Number of neonatal tetanus cases reported:
Number of reporting sites:

Number of reporting sites sending weekly/monthly
reports:

Number of reporting sites sending complete reports:

Write in data for last two years

Are district staff involved in surveillance activities? Yes/No
Investigating cases? Yes/No
Supervising specimen collection? Yes/No
Visiting reporting units? Yes/No
Performing active case searches? Yes/No
Analysing data? Yes/No
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B: Assessment of reporting network

Are there an adequate number of reporting sites? Yes/No
How many reporting sites are there?
Are the reporting sites geographically distributed to
; S Yes/No

cover the whole province/district?
Are reporting sites prioritized? Yes/No
Is the private sector involved in reporting cases of

. . Yes/No
vaccine-preventable diseases?
Are specialized doctors (neurologist, paediatric Yes/No
neurologists) part of the network?
Is there adequate representation from traditional
healers and/or informal practitioners in the reporting Yes/No
network?
Are there institutions/doctors/informal practitioners Yes/No
that should be included in the network?
Should the network be expanded? Yes/No
Are active case searches being performed? Yes/No
If so, are they adequate? Yes/No
Are reporting sites getting regular written feedback in Yes/No
a standard form?
Are copies of the feedback forms available at the

) o . Yes/No
province/district office?
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C. Assessment of vaccine-preventable disease (VPD) surveillance documentation, data analysis and
mapping/charting

Does the province/district have the following
documents:
All Case Investigation Forms - serially filed and Yes/No
updated?
Line list (updated])? Yes/No
List of reporting sites (prioritized)? Yes/No
Documents showing timeliness and completeness
S Yes/No
from reporting sites?
Documents showing transmission ofroutine reports
. o : Yes/No
from province/district tonational level?
Documents showing active case searchesconducted by
) o Lo : Yes/No
province/district authoritythis year and previous year?
All Case Investigation Forms of cross-notified cases Yes/No
infout of the province/district?
Maps showing subdistricts? Yes/No
Spot maps of VPD cases? Yes/No
Dose the province/district line list match the national
et Yes/No
line list?
Is it updated? Yes/No
Is regular analysis of VPD surveillance taking place? Yes/No
Are province-/district-level indicators being calculated Yes/No
for AFP, measles and neonatal tetanus?
Is the quality of the analysis good? Adequate? Yes/No
Is the analysis used for action? Active case searches?
S i o : - Yes/No
Prioritizing reporting site visits? Planning training?
Are any VPD cases reported late? Yes/No
How many?
Was any corrective action taken? Yes/No
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ANNEX'7B
ASSESSING SURVEILLANCE
AT THE HEALTH FACILITY LEVEL

Name of respondent: Province/District:

Designation: Date of visit:

Number of times the facility was visited by next level for active surveillance
in last 12 months.

Approximate interval between active case searches (give a range in weeks

or months).
. . . e . . . Meet with surveillance
Has a focal point for surveillance been identified at this reporting site? Yes/No .
focal point

Are focal points/doctors aware of vaccine-preventable disease (VPD) Yes/No Discuss VPD surveillance
surveillance (AFP/measles/tetanus)? with relevant doctors.
Are doctors in all relevant departments involved sufficiently? Yes/No
Paediatrics? Yes/No
Medicine? Yes/No
Orthopaedics? Yes/No
Neurology? Yes/No
Intensive care unit? Yes/No
Emergency/Casualty? Yes/No
Medical records? Yes/No
When was the last AFP case reported from this health facility?
How many AFP cases were reported from this health facility in the
last two years?
Did this health facility receive feedback and lab reports from the

Yes/No
reported cases?
Do nodal officers/doctors understand fully the requirements of VPD Are there any unmet
surveillance (AFP/measles/tetanus)? Yes/No training needs? Suggest

ways to improve training.

Are case definitions clearly understood by all doctors [AFP/measles/

Yes/No
tetanus)?
Are nodal officers/doctors trained in VPD surveillance? Yes/No
When was the last training held? Month/Year
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Number of times the facility was visited by next level for active surveillance
in last 12 months.

Approximate interval between active case searches [give a range in weeks

or months).
Are there systems of internal communication between the nodal Was there any breakdown
- Yes/No . S
officer and doctors? in communication?
Are all VPD cases that meet the case definition being reported? Yes/No
Are the mechanisms for VPD case reporting proper and well List reasons for delays.
. Yes/No
established?
Are there any delays in notification of cases?
Are VPD surveillance reports sent regularly (weekly/monthly)? Check copies of weekly/
Yes/No
monthly reports.
Are copies of reports available? Yes/No
Are active case searches conducted at this site regularly? Yes/No
If "yes”, by whom?
Is this frequency adequate? Yes/No
Are all departments/wards searched every time? Yes/No
Are there special registers for VDP cases (AFP/measles/tetanus)? Yes/No
Are any unreported VPD cases found in this reporting unit? Perform active case search
Yes/No
and note outcome.
Are the requirements for specimen collection understood? Yes/No
Are the collection and shipment procedures followed? Yes/No
Are the kits/forms/cold-chain equipment available? Yes/No
Is there an assigned place to store specimens before shipment? Yes/No
Are VPD posters, calendars and newsletters available? Yes/No
Does this reporting unit get regular written feedback from Check feedback forms.
the next level? Yes/No Does feedback reach all
relevant persons?
Are copies of the feedback available? Yes/No

Additional notes

L, BEST PRACTICES IN ACTIVE SURVEILLANCE
FOR POLIO ERADICATION






EVERY
LAST

"CHILD

www.polioeradication.org

ISBN 978-92-4-151389-0

241 |513890




