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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 offer 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 a whole, the guidelines include 14 disease-specific sections devoted exclusively to guiding 
public health workers for effective prevention and control of priority vaccine-preventable, diarrheal, 
and other infectious diseases.

This third edition of the guidelines includes additional chapters on diarrheal diseases and bacterial
meningitis as well as a number of modifications and improvements suggested by an expert group that 
coordinated nationwide adoption of surveillance reforms in Georgia in 2004-2005 and WHO/EURO 
technical experts.   The new chapters might need to be refined based on the results and feedback from
the implementation of the new guidelines in practice.
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1. Introduction 

Effective communicable disease control relies on functioning high-quality disease surveillance,
which is the 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 also 
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, increased effectiveness
of epidemiological surveillance and strengthened community participation are viewed as important
strategies to achieve these objectives. The policy 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
operational decisions.

These guidelines provide general procedures and standards applicable for all infectious diseases
while supplying detailed procedures and strategies for the following ten vaccine preventable diseases 
(VPDs) and rabies, most of which are targeted for elimination or considerable reduction as outlined in 
the National Health Policy as well as for other selected priority diseases:

Diphtheria Mumps Tetanus
Poliomyelitis Rubella Hepatitis B 
Measles Pertussis Rabies
Shigellosis Salmonellosis Hepatitis A 
Cholera Bacterial meningitis

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

Disease Target Strategies

Poliomyelitis Maintaining elimination of the
disease

Measles Elimination by 2007 and
certification by 2010

98% coverage of the eligible population with routine
immunization

Increase the efficacy and quality of epidemiological surveillance

Strengthening of laboratory services

Supplementary immunization to protect high-risk groups of 
population

Tetanus Elimination of neonatal
tetanus by 2005

Provision of relevant conditions for delivery

Immunization of pregnant women if necessary
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Disease Target Strategies

Diphtheria Incidence < 0.1 per 100,000
population and no mortality
by 2006

95% coverage of child population by routine immunization

85% coverage of adult population by revaccination

Improvement of epidemiological surveillance

Hepatitis B Reduction of the number of 
new cases by 80%

95% coverage of infants by immunization

Provision of safe blood and blood products

Provision of safety of medical manipulations

Public education about individual protection

Strengthening of laboratory services

Mumps,
Pertussis

Incidence < 0.1 per 100,000
by 2006

95% coverage of the eligible population with planned immunization

Increase of the effectiveness of epidemiological surveillance

Strengthening of laboratory services

Rubella and
CRS

Congenital Rubella Incidence
<0.01 per 1000 live births 

Increase the efficiency of epidemiological surveillance

Begin planned immunization in 2004

Strengthening of laboratory services

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

2 Surveillance and Control of Communicable Diseases: Guidelines for Public Health Services in Georgia



2. Identification and Registration of Cases 

of Infectious and Parasitic Diseases 

2.1 Case Detection

An ideal surveillance system is sensitive enough to correctly identify all cases of a particular 
disease occurring in the community. Based on the 2002 system assessment, experts estimated that the 
sensitivity of the Georgian surveillance system for VPDs was at 50 percent, meaning approximately
half of all occurring cases were not registered for various reasons, particularly underutilization of
health services by population and failure of facilities to “capture” and report cases as required by
surveillance protocols. 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.

Responsibilities of health care facilities with regard to infectious diseases are defined by current
normative documents. Specifically, those responsibilities are the following:

1. Provide consultation (physical checkup) to every patient with an infectious disease presenting 
to the facility and cases occurring in the facility catchment area (according to the existing 
normative documents)

2. Refer all cases with communicable diseases requiring case confirmation for laboratory testing
as specified in the existing guidelines

3. Administer proper treatment to any patient with a communicable disease

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

5. Register all cases of communicable diseases presenting themselves to private practitioners or 
occurring in facility targeted areas, as specified by current regulations

6. Notify the public health system of all cases of infectious diseases according to current
regulations

7. 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

8. Prepare and submit monthly reports on infectious diseases according to current regulations

9. Support and facilitate any work carried out by a rayon/regional Center of Public Health 
(CPH) or National Center for Disease Control (NCDC) during case/outbreak investigation in 
a facility target area 
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10. Comply with any rules set by respective authorities in case of an infectious disease outbreak

2.2 Registration 

All clinically diagnosed or laboratory-confirmed cases of communicable diseases that come to 
health facilities for 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 (see MoLHSA Decree 112/n 4 June, 2003).

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.

Detailed instructions for the completion of journal 60/A are provided in Figure 1.

Journal 60/B (for CPH) (Figure 2) is kept at the rayon and regional levels and is used for 
preparation of reports and during outbreak investigations. Similar to journal 60/A, it is designed to 
record information on clinical (probable) or confirmed cases of communicable diseases and other 
conditions as described above. Upon receipt of an urgent notification (see Chapter 4), it is necessary
for the 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. 

Completed journals 60A and 60B should be kept at the facilities for five years.

4 Surveillance and Control of Communicable Diseases: Guidelines for Public Health Services in Georgia
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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 criteria for disease confirmation and classification to be applied by CPH 
and individual public and private facilities in Georgia for 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: clinical

(probable) and confirmed based on the latest available reports/notifications from health facilities and case-
related laboratory and epidemiological data. Case confirmation criteria are outlined in the guidelines below.

Updates in case notifications and/or results of case/outbreak laboratory investigation allow CPH staff to 
update their classification of cases (recorded in column 18 of journal 60/B).

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

Purpose: Clinical (probable) case definitions outlined in the guidelines below may help providers to 
determine whether what they are seeing is a case of a notifiable disease.

Action: When a physician suspects a case of a notifiable disease, he/she must notify the rayon CPH; 
this should lead to an investigation of a case/potential outbreak and initiation of appropriate public 
health action (specific actions are listed by disease in Table A, Notification, Reporting, and 
Investigation Requirements for Communicable Diseases [see Chapter 9 of these guidelines]).

Note: Initiation and specifics of treatment is a purely clinical decision, which is normally made once a 
provisional diagnosis is 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.

For some diseases (e.g., tetanus), definition of a confirmed case is not applicable, because there is no 
laboratory test and no epidemiological link.

Purpose: Regional and national surveillance managers use disease confirmation rates to do the following:

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

3. Case Definitions/Case Confirmation and Classification 7



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

Assess the success of disease elimination efforts 

Assess the 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 is defined as an individual who has had close contact (specific for the 
transmission mechanism of a given disease) with a case during a period of incubation of the disease prior to 
the onset of symptoms (see Figure 3).

Epidemiologically confirmed is a case that has close contact (specific for the transmission mechanism
of a given disease) with a laboratory confirmed case.

Figure 3. Examples of Epidemiological Links 

Epidemiological link

Laboratory-
confirmed case

Epidemiologically
confirmed case

Epidemiologically confirmed

Clinical (probable ) 

Epidemiological link

No epidemiological link

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

Cases not compatible with the specified clinical descriptions of notifiable diseases and not confirmed
either by specified lab tests or epidemiologically must not be reported through the surveillance channels 

from the rayon CPH upwards. A case should be discarded for epidemiological surveillance purposes and 
medical statistics if: 

a. an updated 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 a facility, or

b. during case/outbreak investigations, case records show that the case is not compatible with a clinical 
description of a notifiable disease and is not laboratory or epidmiologically confirmed

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

All notifiable diseases and conditions are divided into two 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

All reportable diseases and conditions are divided into two groups as well: 

Cases of infectious diseases and conditions subject to monthly reporting 

Cases of infectious diseases and conditions subject to annual reporting

Note: Groups of notifiable and reportable diseases do not match.

All institutions and providers rendering health care services to the population regardless of their 
subordination and forms of ownership, including laboratories and private care providers, must 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 
notifiable and reportable diseases on the basis of the current epidemiological situation.

4.1 Urgent Notification

“Urgent notification” refers to urgent (during the same business day, but under no circumstances

more than 24 hours from first identification) submission of information about clinical (probable) or 
laboratory-revealed cases to the next highest level of the public heath service. In such cases, the provider 
must notify the rayon CPH about such cases within that timeframe using 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 in Table 3 has to be sent through 
the public health system.

For the following internationally regulated, especially dangerous diseases, information should be 
submitted immediately (without any delay):

1. Plague

2. Cholera 

3. Yellow fever

4. Poliomyelitis

5. Viral hemorrhagic fever

5.1. CCHF (Crimean-Congo Hemorrhagic Fever) 
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5.2. Hemorrhagic fever with renal syndrome

5.3. Unspecified viral hemorrhagic fever 

6. Tularemia

7. Anthrax

8. Rabies 

9. Severe acute respiratory syndrome (SARS)

10. Viral Influenza caused by a new subtype

11. Smallpox

12. Tickborne encephalitis A84.0; 84.1; 84.8; 84.9.

A WHO decision instrument for the assessment and notification of events that may constitute a public 
health emergency of international concern is in Annex A.

Table 3. List of Urgently Notifiable Diseases and Flow of Notifications through the Public Health System

Notification should be sent

to the rayon CPH

Name ICD-10

Code

By health 

care

providers

By

laboratories

Notification should be

sent from the rayon

CPH to the regional

CPH and 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

8. Congenital rubella syndrome P.35.0 X
X

X

9. Mumps B26 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 A00 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 A04 X X

20.  among them:   Esherichiosis A04.4 X X

21.  Yersiniosis A04.6 X X

22. Food-borne bacterial intoxications A05 X X*

23.  among them Botulism A05.1 X X X

24. Unspecified infectious diarrheal A09 X
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Notification should be sent

to the rayon CPH

diseases

25. Plague A20 X X X

26. Tularemia A21 X X X

27. Anthrax A22 X X X

28. Brucellosis A23 X X X

29. Leptospirosis A27 X X X

30. Listeriosis A32 X X X

31. Meningococcemia A39.2 X X X

32. Meningitis X X

33.   of them N. meningitids A39.0 X X

34.    Haemophilus Influenza B G00.0 X X x

35.  S.pneumoniae G00.1 X X x

36.  M. tuberculosis A17.0 X X x

37.  other bacterial meningitis X X

38. Relapsing fever A68 X X X

39. Lyme disease (Borelliosis) A69.2 X X X

40. Flea-borne typhus A75 X X X

41. Q fever A78 X X X

42. Rabies A82 X X X

43. Unconfirmed viral infections of CNS A89 X X

44. Arthropods transmitted viral fevers 
and viral hemorrhagic fevers

A90-A99 X X X

45. Yellow fever A95 X X X

46. Malaria B50-54 X X

47. Trichinosis B75 X X

48. Hospitalized cases of influenza-like
illness

J- 06.9; 22; 
10; 10.1; 11; 

11.1; 12; 
12.1; 12.2; 
12.8; 18. 

X

49. Fever of unknown etiology (t>38
and lasts more than 5 days)

R - 50.0; 
50.1; 50.9. 

X X

50. Radiological lesions W88; 91 X X X

51. Acute occupational poisonings Z 57.4 -57.5 X X

52. Post-vaccination, unusual reactions
and complications

Y58–59;
64.1

X X

53. Intrahospital Infecitons Y95 X X

54. Isolations of vancomycin resistant
staphylococcus

X X X

55. Severe acute respiratory syndrome X X

56. Fatal cases of acute infectious 
diseases

X X

57. Contact with animals (risk of rabies) X

58. Group cases of infectious diseases X X
* Indicating all identified pathogens
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Urgent notification must be done of group cases of any infectious diseases (excluding acute respiratory
infections (ARI) and influenza). Group cases imply three or more cases that occur in one or more facilities in 
one incubation period and that are epidemiologically linked or caused by one agent. In this case one urgent 
notification card should be filled out with an indication that this is a group case. A list of cases including the 
patients’ names, ages, and addresses should be prepared and sent to the rayon CPH along with the card. This 
information also could be delivered by any other means of communication (e.g., phone, fax, e-mail).

During outbreaks of a large number of cases, it is permissible to notify the CPH via telephone providing
brief information only (the diagnose, number of cases, age groups of cases, and support required). Names of
the patients do not have to be specified in such cases. 

Note: Rayon CPH should immediately notify the State Sanitary Inspection, in addition to the regional
CPH, for any cases of food and acute workplace-related intoxications, radiation lesions, as well as 
group cases of any communicable disease.

Veterinary services should be notified urgently upon identification of zoonotic infections (e.g., 
anthrax, brucellosis, and other) in humans.

4.1.1 Urgent Notification Card

The Urgent Notification Card in the standard format is to be used at all levels of the public health
system and can be completed by a health practitioner who has suspected or detected a clinical (probable) or
confirmed case of any disease listed in Table 3, or by CPH personnel who need to send the information
further up the public health surveillance system. See Figure 4 for a sample card. 

Figure 4. Urgent Notification Card

Confidential Urgent Notification Card #58/1 

1. The notification sent to ____________________(facility)

Case diagnosed by ________________(name, position)

Notification sent by ________________(name, position, facility) Signature _________

Date Time

2. Registration number (in Journal 60)

                       = =  = = = = = = = = = >> >> 

Registration # in 60a or 60b (underline)

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 

Town/village Rayon Street, house, apt #

7. Name and address of workplace or children’s facility

8. Diagnosis 

9. DATES  ==>>> Disease onset:  First visit to health facility:

10. Current location of the patient a) At a hospital _____________________(indicate which one)

b) At home _________________________(indicate actual address)

c) Other___________________________________________

11. Additional information (e.g., potential source of infection, group case)
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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., nurse) 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
indicating “changed” (regardless of whether the changed diagnosis is urgently notifiable or not, e.g., somatic 
diseases) to the appropriate CPH, which, in turn, passes it to the NCDC. Group status for all notifiable 
diseases should be indicated in line #11 of the card for additional information.

If a rayon CPH receives notification about a case that was contracted in another territory (other rayon or 
city), or a case 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 and report about the
case. Information can be sent by any means of communication (telephone, fax, e-mail). At the receiving end, 
information is recorded in journal 60/B, notified to upper level (if required), and reported monthly/annually.

4.1.2 Laboratory Confirmation of a Communicable Disease 

Result/Notification Form

The Laboratory Confirmation of a Communicable Disease Result/Notification Form in the standard 
format is to be used by a) laboratories regardless of their subordination and ownership and b) by CPH 
personnel who need to send the information further up the public health surveillance system

Laboratories detecting or confirming a case of a notifiable disease from the list 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 by any available means of communication.

A person responsible for the test result should send notifications using the standard Laboratory 
Confirmation of a Communicable Disease Result/Notification 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 a test, there is 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 if more than one specimen of a similar type may be taken from the patient during an episode of
illness. Confidentiality of all laboratory notifications is regulated by the Law on Health Care.
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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    I Middle Name I   Age I Sex I

Address [Apt #; Street; City (village); Country]  I Tel: I  Date specimen was taken     -------/ -------/------

  [dd / mm / yy]

Referred by

  Self-referral 

  Physician

  Health 
facility/CPH

  Laboratory

  Other__________

Contact information of the referring physician or institution:

Name________________________________________

Address______________________________________

Telephone____________________________________

Fax_________________________________________

E-mail_______________________________________

 Result (outcome) (indicate if pathogen is isolated)
_______________________________________________________________

Type of specimen

  Blood/Serum

  CSF 

  Stool

  Urine

  Sputum 

Other__________

 Smear/lavash/scrape/swab/biopt

  Pharyngeal

  Naso-pharyngeal

  Vaginal

  Oral

  Skin 

  Eye

Type of test performed 

Culture

 Bacteriology

Virology

 Parasitology

  Serology (specify)

__________________________

  Microscopy

  Histology

  Molecular identification

Date and time of result: Date and time of CPH 
notification:

Name and address of 
laboratory

Name and signature of the person
responsible for the result: 

Notification sent by

[name and signature] : 

Notification recipient: 

[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 are aware of and comply with the case 
notification requirements.

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 a facility (rayon) does not see a single case of a particular disease during a given reporting period, it 
must indicate “0” in the respective rows of the “TOTAL” column of the report (rather than leaving blank 
spaces) to avoid confusion between “no cases” and “incomplete reporting of cases.”
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Figure 6. Monthly Summary Notification Form 

Monthly Summary Notification Form #58/3

Facility_____________________ Month_________ Year___________

Responsible person for completing the form____________________________

Disease/Age
ICD-10

Code
<1 1-4 5-14 15-19 20-29 30-59

60 and 

more
TOTAL

No.
LAB

TESTED

among them
No. LAB

CONFIRMED

Acute respiratory
infections

J00-J06

Influenza J10-J11

Amebiasis A06

Scarlet fever A38

Varicella B01

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
mononucleosis B27

Leishmaniosis B55

Echinococcosis B67

Ascariasis B77

Trichocephalosis B79

Enterobiasis B80

Snake bites X20

Toxic insects bites X21-25

4.3 HIV/AIDS and Tuberculosis Notification 

HIV/AIDS Infection Notification Rules 

Facilities that confirm HIV/AIDS infection should notify CPH of the rayon in which the patient is 
resident about the case within 72 hours. Figure 7 shows an HIV/AIDS Urgent Notification Card. 
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Figure 7. HIV/AIDS Urgent Notification Card 

Confidential HIV/AIDS Special Urgent Notification Card – #58/4

Notification sent to 

________________________
(rayon, facility)

registration # in 60/A 

Information about the patient:

sex:
(mark with X)

female male unknown

age group (mark with X)

Notification sent by

____________________________________
(name, position, facility)

_______________________________
(Signature)
contact address, tel., fax, e-mail

__________________________________

0-1 1-4 5-14 15-19 20-29 30-59 60+ unknown

Diagnosis: Date of diagnosis: dd/mm/yy

A separate card is completed for each confirmed case and sent according to the general rule of 
infectious disease case notification: by any available means of communication (notification card, phone, 
fax, e-mail). If notification is made by phone, there is no need to send the card.

CPH personnel at the receiving end should register the case and use the information for analytical
purposes. They are not authorized to request additional information from the facility that submitted the 
notification.

Regional/rayon CPH should perform HIV/AIDS case investigation in accordance with the current 
regulations in case such investigation is requested by a special task order issued by the Central Program.

Tuberculosis Infection Notification Rules 

TB cases are subject to routine summary notification, which is prepared by specialized facilities and sent 
to rayon CPH quarterly. CPHs that receive such notifications should register and use aggregated data for 
situation analysis. Figure 8 shows a Tuberculosis Summary Notification Card.
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4.4 Monthly Reporting

4.4.1 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.

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 9.

Figure 9. Infectious and Parasitic Disease Monthly Reporting Form 
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If there is no single case of any notifiable diseases during a given reporting period, facilities are required 
to indicate “0” in the respective line of the “Total” 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 a reporting period
other cases (apart from esherichiosis and yersiniosis) occurred outside of the total group number, these cases
should be recorded separately.

Monthly statistical reports to the NCDC should include cases for which final classification is pending. 
Diagnoses could still change as additional laboratory and epidemiological data become available. Monthly
reports should be updated after the final classification. 

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 VPD-
specific sections) and two copies of anti-rabies activity reports in accordance with the established form CD-4.
Copies of all reporting forms and investigation reports submitted should remain at the facility (see Tables A 
and B in Chapter 9). The format of case and outbreak investigation reports and other aspects of the 
investigation are discussed in subsequent chapters of these guidelines.

4.4.2 Monthly Reporting by Regional CPHs

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

4.5 Annual Reporting

Health facilities are not required to submit annual reports. Rayon and regional CPHs provide annual 
reports using the form in Figure 10. 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).

Instructions for completing summary notification (58/3) and monthly/annual reporting forms are the 
following:

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 numbers in columns 
3-9.

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

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

Column 13 – monthly/annual reporting form indicates the total number of cases that are classified
as “confirmed cases“ (laboratory or epidemiological link) according to the standard case 
definitions.
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Figure 10. CPH Annual Report Form
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5. Data Analysis

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

Identifying causes of problems and their most appropriate solutions 

Identifying 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 analysis is 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 need to be available. Data are typically analyzed by time (e .g., a monthly 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) should be performed by a rayon CPH

to identify causes of fatalities (if any) of any notifiable disease

in case of outbreaks of notifiable diseases

Urgent analysis includes summarizing cases by the day or week of onset, determining locations at risk 
(using maps, tables, or histograms), 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. Urgent analysis is 
prepared in written form. It should be kept for five years and submitted to upper levels of the public health 
system according to existing regulations and requirements.

The recommended types of urgent analysis are presented in Table 4.
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Table 4. Recommended Types of Urgent Analysis

Recommended type of urgent 

analysis of surveillance data 
Purpose Timeframe Facility

Rayon/

Regional

CPH

Reasons behind each fatality (if any) To identify exactly what has failed in the 
disease prevention and control program

As soon as possible 
(up to 12-72 hrs) X X

XSummarizing cases by time (day or week
of onset)

Case/death breakdown or mapping by
place

To confirm the occurrence of more cases in a 
place and time than expected, which defines 
an outbreak

To estimate incubation period

To try to identify vehicle(s) of infection

To verify diagnosis

To determine high-risk areas or locations of 
populations at risk 

X

Case/death breakdown by age group,
gender, immunization status, place of 
work, school attendance

To determine who is at greatest risk of a given 
disease and potential risk factors 

Upon receiving urgent
case notifications and 
during outbreak
investigation

X

5.2 Routine Analysis

Routine analysis is performed at all levels of the public health system. It is typically based on the data 
from monthly/annual reports 58/1, 58/2, 58/3, investigation forms, etc. Recommended routine types of 
analysis for each of the levels are presented in Table 5. 

Table 5. Recommended Types of Routine Analysis

Timeframe
Recommended type of routine 

analysis of surveillance data 
Purpose

Facility
Rayon

CPH

Regional

CPH

Timeliness of reporting Identify facilities that prevent timely
analysis Monthly Monthly

Completeness/accuracy of reporting Identify source of poor-quality data Monthly Monthly

Case/death breakdown by place Determine high risk areas or locations of 
populations at risk 

Quarterly
Annually

Quarterly
Annually

Case/death breakdown by age group and 
immunization status

Determine who is at greatest risk of a 
given disease and potential risk factors 

Quarterly
Annually

Quarterly
Annually

Incidence per 100,000, age/sex/ immunization, 
status/occupation and other factor-specific
incidence rates

Determine who is at greatest risk and 
identify major risk factors for a given 
disease

Quarterly
Annually

Quarterly
Annually

Proportion of cases lab-tested, case 
confirmation rates

Assess functioning of lab. service, maturity
of the surveillance system, and success of 
disease elimination

Quarterly
Annually

Quarterly
Annually

Case/Outbreak investigation rate Monitor CPH adherence to the outbreak
investigation requirements and highlight
possible barriers

Quarterly
Annually

Quarterly
Annually

Case-fatality rates. Reasons behind each of 
the deaths (if any).

Identify exactly what has failed in the 
disease prevention and control program Annually

Quarterly
Annually

Morbidity by time (trends) Determine abrupt or long-term changes in 
disease occurrence

Annually

(for facilities 
serving>5000

people)

Quarterly
Annually

Quarterly
Annually

Vaccination efficacy Low vaccine efficacy require investigation 
of possible reasons Annually
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Routine analysis is prepared in written form. It should be kept for five years and submitted to upper 
levels of the public health system according to existing regulations and requirements.

During routine comparative analysis, a given parameter should be compared to the same parameter for 
the previous timeframe (e.g. quarter to quarter, year to year, etc.) 

Diseases targeted for elimination (for example, poliomyelitis) may require routine analysis of additional 
information as specified by the World Health Organization (WHO). As a rule, this type of analysis is based 
on investigations of each reported case (according to the order of MoLHSA #230/0, 02.07.1997) and is 
usually performed by national experts at the NCDC. 

5.3 Recommended Methods of Analysis

5.3.1 Reasons for Deaths 

Knowing the reason why a patient with an infectious disease has died will help facilities choose an 
appropriate public health response or action to prevent more fatalities in the future. Analysis of reasons 
behind deaths 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 Infectious Disease 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 a measure of severity of illness, which also can reflect the appropriateness of case 
detection and case management practices, as shown in the following equation: 

Case fatality rate =  No. of deaths among incident cases  x 100%

No. of incident cases 
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Currently there are very few infectious disease-related deaths in 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 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, along with all CPHs.

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 
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 in need this information.

Recommended morbidity monitoring tables for VPDs are contained in the Workbook for Rayon Centers 
on Surveillance and Control of Vaccine-Preventable Diseases in Georgia1 and examples are provided in
Figure 11. However, health workers are encouraged to use any other alternative, for example, to plot them in
a chart, if it helps to present or highlight a problem to those who need to know.

Figure 11. Examples of Morbidity Monitoring Tables and Graph

Measles cases in the PAU catchment area, town N
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Cases of Priority Infectious Diseases, 2004, Town N 
J F M A M J J A S O N D Total

Diphtheria 0 1 0 0 1
AFP 0 0 0 0 0
Measles 0 0 2 8 10

.

Absolute numbers can be used for trends monitoring during quarterly analysis if target population of 
health care facilities and rayon CPH catchment areas of do not change significantly. In other cases trend 
monitoring should be based on incidence rates. 

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 cases that meet the standard case definition are reported to 
the next level. 

1 Ministry of Labor, Health and Social Affairs, National Center for Disease Control. October 2004. 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. 
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5.3.4 Case/Death Breakdown by Place 

Analyzing data according to place (where disease is occurring) can 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 clinical (probable) and confirmed cases and other sites that might be relevant for the given disease 
(e.g., schools, markets, water supply sources). See Figure 12 for a sample analysis.

The analysis can help managers identify “problem” areas that require priority attention and help them
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 corrected.

It should be noted that comparative analysis of morbidity by place based on absolute number of cases 
may distort the true disease morbidity picture; comparing incidence rates is more illustrative. Incidence rate 
is discussed below, in Section 5.3.6.

Figure 12. Example of Graph Showing Case Breakdown by Location 
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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 (PAUs) (Figure 13.) 
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Figure 13. Example of Case Breakdown by Person (Age Group and Immunizations)

Immunization Status of Acute Hepatitis B 
Cases in Rayon 5, April-June 2004:

Immunized    - 1 (6%) 

Not immunized  - 16 (94%) 

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

As noted above in Section 5.3.4, using disease incidence rate as the basic measure of disease occurrence
is more reliable than using the absolute number of cases of the disease in a population. For example, village 
X (with 500 population) registers five measles cases in a given period; village Y (with 1,000 population) also 
registers five measles cases in the period. If case numbers alone are compared, one might conclude that the 
disease is equally pervasive in the two settings, whereas, in fact, the disease incidence rate is twice as high in 
village X as in village Y.

Incidence rate is defined as the number of new cases occurring during a given time period (usually a 
calendar year) in a population at risk, i.e., susceptible for developing a particular disease. Population at risk 
might be the population of a rayon, a region, or a country; the number used is usually the population at mid-
year. Incidence rates are expressed as the number of new cases per 1,000, 10,000, or 100,000 population, 
depending on the condition being measured. Communicable disease incidence rates are routinely measured
per 100,000 population. The rate is calculated as follows:

Incidence per 100,000 = No. of new cases occurring during one year x 100,000

Population at mid-period 

Example:

Rayon Rayon 1 Rayon 2 Rayon 3 Rayon 4 Rayon 5 

Number of new mumps cases in 2004 2 6 3 2 6

Population in 2004 50,000 20,000 60,000 40,000 60,000

Incidence per 100,000 4 30 5 5 10

High-risk territory. Concentrate 
control efforts there.

Incidence rates typically

allow public health managers to monitor disease occurrence over time in various territories, and

help them 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).
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In order to describe epidemiological process in more detail other factors such as age, sex, occupation, 
and immunization status are used. This helps managers to determine specifically which population groups are
at greatest risk.

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 

For example, the 1994-1995 diphtheria incidence rate in Georgia for children under 14 reached 15-16 
cases per 100,000 population. However, incidence rates were also very high among adolescents 15-19 years
old (9-10 cases per 100,000) and among adults 20-49 years old (about eight 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. In order to calculate the incidence 
rate, the numerator for this equation would be, for example, the number of new cases among health personnel 
of surgical departments. The denominator would be the total number of health personnel of surgical
departments. This incidence rate can be compared to the incidence rate calculated for other departments,
which presumably will show that personnel performing surgical manipulations are at greater risk for 
contracting hepatitis B. Such analysis can help to demonstrate that vaccination and other prevention efforts 
should be targeted at these groups.

5.3.7 Case Confirmation Rates, Proportion of Cases Lab Tested

In a well-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 case is one that has 
been confirmed by disease-specific laboratory tests and/or where an epidemiological link to other laboratory-
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 clinical (probable) 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 – they are confirmed 
based purely on clinical presentation.

Computation of case confirmation rates (see Figure 14 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 elimination 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.
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Figure 14. Graphic Illustration of Rates of Confirmed Diphtheria Cases 

Proportion of lab tested diphtheria cases and diphtheria case

confirmation rate in Region N, Georgia, 1998
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Monitoring of the proportion of cases that have been laboratory tested is important, first and foremost,
for diseases targeted for elimination or considerable reduction (e.g., polio, measles, diphtheria).

It is recommended to calculate proportions of laboratory-tested and -confirmed cases separately. Their 
comparative analysis will help to identify poorly performing facilities/laboratories or rayons, research 
potential reasons for this, and implement plans for improving performance. The suggested equations are as 
follows:

Proportion of laboratory-tested cases = No. of cases of a given disease that were lab tested x 100%

Total no. of clinical (probable) cases of this disease 

Proportion of lab-confirmed cases = _____No. of laboratory-confirmed cases_____  x 100%

  Total no. of clinical (probable) 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 lab tested

5.3.8 Vaccination Efficacy

The ability of a vaccine to 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.

The term “vaccine efficacy” describes ability of a vaccine to prevent disease after vaccine 
administration. Methodology described below can be used for the vaccines given once (e.g. measles,
mumps).

In order to define vaccine efficacy (VE), for example, for measles vaccine, the following information is 
required:

1. The study population is children aged 24-35 months. This age group should have been 12-24
months old last year. The data can be obtained from the population by age groups report (form 
2.2.)
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2. Measles vaccination coverage rate in children under 24 months of age. The data can be taken 
from GEOVAC or respective workbooks. The study population should have received 
vaccination last year.

3. The number of vaccinated children aged 24-35 month old who contracted the disease.

4. The number of unvaccinated children aged 24-35 month old who contracted the disease 

After getting the above information the following calculations should be done:

a) The total number of vaccinated children is the study population (children aged 24-35 months)
x coverage rate

b) The total number of unvaccinated children is the study population (children aged 24-35
months) minus the number of vaccinated children.

Incidence for vaccinated  = No. of_vaccinated children aged 24-35 months who got the disease

Total no. of vaccinated children

Incidence for unvaccinated = No. of unvaccinated children aged 24-35 months who got the disease

Total no. of unvaccinated children

VE  = Incidence for unvaccinated – Incidence for vaccinated

Incidence for unvaccinated 

When calculating VE for the vaccines requiring multiple injections (e.g., DPT, OPV) full vaccination 
should be considered. Children who completed vaccination series (3 doses) should be compared to those who
did not receive even one dose of the vaccine.

The efficacy of the children’s vaccines, if given as suggested in the immunization schedule, is typically
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 is low 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 as there is less than 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:
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A report is considered to be timely if the higher level office receives it by the established deadline.

A report is considered accurate if 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).

The report is considered complete if all the required fields are filled out (for disease cases which
were registered in the reported period) and zeros are in 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 example in Table 7). The target 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 7. Sample Monitoring Worksheet of Timeliness and Accuracy of Reporting

Subordinated
facilities

Jan Feb  . . . .  Dec  Proportion Jan Feb …. Dec Proportion

Facility 1 X X X X 100% X X X X 100%
Facility 2 X ------ ------ 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%

TIMELINESS ACCURACY

5.3.10 Case/Outbreak Investigation Rate

It is recommended that regional CPH managers monitor the case and outbreak investigation rate on a 
quarterly 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 times the threshold was reached during the same period

This is needed to evaluate the rayon CPH adherence to the outbreak investigation requirements. Possible 
barriers should be investigated and corrective measures taken if the rate is less than 90-100 percent. The 
rayon CPH also can conduct this type of analysis itself for self-evaluation. More details on the investigation
process, including outbreak thresholds for VPDs, are provided in the next chapter.
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6. Investigation of Reported Cases and 

Outbreaks

An investigation is aimed 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 

Perform the final case classification

Identify and treat additional cases that had not been reported or recognized 

Collect information and laboratory specimens for confirming the outbreak 

Identify the source(s) of infection or cause of the outbreak 

Describe how the disease is transmitted and populations at risk 

Select appropriate response activities to control the outbreak

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 chapter 
describes the general activities to be undertaken in investigating a case or an outbreak. More details can be 
found in disease-specific sections of these guidelines. 

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

1. Make a decision to investigate. Case investigation should be initiated when the investigation 
threshold is reached.

Investigation threshold. Investigation as well as the list of notifiable diseases/cases are defined and 
annually updated by the NCDC on the basis of the epidemiological situation in the country (see Table A, 
Notification, Reporting, and Investigation Requirements for Infectious Diseases).

The rayon CPH should begin investigation as soon as possible, but not later than two business days from
the time notification is received for AFP/polio, diphtheria, measles, mumps, rubella, pertussis, and rabies, 
and not later than three business days from notification for tetanus, hepatitis B. 

2. Prepare to conduct an investigation. The chief epidemiologist together with the chief of the CPH 
decide on investigation team composition, make sure needed funds are available, and request 
additional technical resources.
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Note: Participation of the NCDC and/or regional CPH experts or laboratory experts is required during
case and outbreak investigations of AFP/polio, diphtheria, neonatal tetanus, pertussis, measles, and 
congenital rubella.

The team leader clarifies objectives, roles, and responsibilities, and decides where the investigation will 
begin (usually in the most affected place). Needed authorizations must be obtained, forms for collecting
information prepared, and methods and supplies for collecting lab 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 must be arranged as well.

3. Verify the case/potential outbreak on-site. Review medical records to verify that cases meet the
clinical description of the disease (the definition of a clinical (probable) 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 tests is discarded for epidemiological
surveillance purposes.

4. Collect laboratory specimens if this is mandated and has not been done yet. Refer to Table 8 for a 
summary of VPDs that trigger mandatory laboratory case confirmation and laboratory guidelines for
collecting, storing, and transporting specimens. Review results with clinicians if and when the results 
become available to see if some of the cases could now be regarded as “confirmed.” Physicians
should be informed about test results, if specimen collection and case confirmation is performed 
through the public health services facilities. 

Table 8. Epidemiologic Conditions for VPDs Triggering Mandatory Laboratory Case Confirmation 

Disease Epidemiologic Conditions under which Laboratory

Confirmation Is Mandatory

Where to Send Specimens*

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
syndrome

Any probable case NCDC

Measles Any isolated probable case

In case of a large outbreak, collect samples from at least 5 cases 
from each cluster

NCDC

Rubella Any isolated probable case

In case of a large outbreak, collect samles from at least 5 cases 
from each cluster

NCDC

Pertussis Three or more probable cases** during the same period, consistent
with pertussis incubation period in a given geographic territory

NCDC

Acute viral 
hepatitis

All clinical (probable) 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 laboratory confirmation for this disease

Mumps Laboratory 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.
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5. Search for additional cases. An active search should be conducted to determine if additional cases
exist. This can be accomplished by

a. reviewing clinic registers, requesting that health workers in neighboring facilities search for 
similar cases in 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 else in 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 and notified/registered 
accordingly by CPH. 

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. 

6. Analyze the data concerning the outbreak. The methods of analysis and presentation of outbreak
data are described in the previous chapter 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, to where it is spreading, 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; cases 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 see if the information
received changes the ideas regarding the causes and control strategies for the outbreak.

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

8. Prepare and submit (to the NCDC and regional CPH) a report on investigation findings along
with routine monthly reports.

The report should include:

Case/Outbreak Investigation Card.

Cluster Investigation Report (if group cases2 have occurred) 

The Cluster Investigation Report should contain the following information:

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

Confirmed or probable source of infection 

2 Group cases imply three or more cases occurring simultaneously in one or more facilities 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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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), lab investigation of contacts, isolation of suspected individuals.

Information about group cases and outbreaks should be submitted to the local health administration, and 
other decision makers or stakeholders who need this information in a verbal or written form.

According to the current regulations, all laboratories in 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 (listed in Table A). Twice a year 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. This will 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)

Health administration

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, supplies for collecting and 
transporting specimens, lab supplies) 

Review other resources (personnel, transport, communications) and identify material and 
training needs 

Determine concrete roles and responsibilities of different services/agencies for response 
actions

Update local response procedures and protocols 
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The rayon CPH typically will manage sporadic cases of notifiable diseases and small outbreaks on its 
own. In the event of a large 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 and/or regional level 
involvement should be considered.

2. Secure availability of financial resources at a certain minimum level at all times to support 
investigation and control activities as well as to 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 outbreaks.

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

4. Develop and deliver community education messages or campaigns. Community education 
messages should be developed to help the population know how to recognize the illness in 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 as the 
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

Some aspects of response to disease outbreaks are specific to the causative agent, and these are 
described in detail in Chapter 10. However, there are general measures applicable to all outbreaks, regardless
of the agent. When a large outbreak is confirmed, the epidemic management committee should implement a 
number of general response measures, such as the following:

Ensure proper involvement of health facilities and other units in the affected areas. Be sure to 
assign clear responsibilities to 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 confirmable.

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

Inform, educate and involve the community in efforts to control an outbreak. Educate the public to 
calm any fears and encourage cooperation with the outbreak response team. Meet community
leaders. Use local TV channels, radio and mass media. Prepare appropriate message to be used by
mass media in advance. 
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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. Analyzed data and feedback should be sent regularly to lower levels. 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. Feedback
also raises awareness about certain diseases and any achievements of disease control and prevention
activities in the area. Feedback should be regular and timely at all levels of the health delivery system.

Feedback can be verbal, as in a telephone call, staff meeting, or supervisory visit; or it can be written,
as in a report, fact sheet, or bulletin.

The rayon CPH, under normal circumstances, may predominately use oral feedback to facilities, 
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.

The regional CPH is recommended to use both oral and written feedback on a regular basis. Monthly
meetings with rayon CPH directors should be used to jointly discuss epidemiological trends, findings of
latest data analysis, and performance of individual rayons, as well as to 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 stakeholders in the region and rayons (e.g., Permanent 
Commission for Combating Socially Dangerous Diseases). 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, Performance Monitoring and

Evaluation

This chapter describes how to routinely monitor and evaluate the performance of the surveillance system
at the facility and rayon CPH levels in order to improve the surveillance system functioning.

9.1 Facility Level

Table 9 includes questions for a semiannual CPH evaluation of facility performance in the area of 
disease surveillance in order to accomplish the following:

Identify problem areas

Plan adequate interventions to address these issues

Monitor how successful a facility is in 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 9 also can be used by the 
facilities themselves to self-monitor their work. 

Table 9. 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 ? Yes No

2. Does the facility have at least one copy of the urgent notification card? Yes No

3. Does the facility have at least one copy of the monthly reporting form? Yes No

4. Does the facility have the MoLHSA guidelines for surveillance? Yes No

5. Does the facility have the MoLHSA lab guidelines for specimen collection and
transportation? Yes No

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
corresponding information. Has this facility always sent urgent notifications about
notifiable diseases?

Yes No

7. Has submission of an urgent notification been ever delayed for more than 24 
hours? Verify using clinical records. Yes No

8. Have forms 58/3 for the past 6 months been always submitted prior to the 
established deadline? Yes No

9. Are all the forms 58/3 for the past 6 months complete and accurate?  Verify using
the clinical records. Yes No
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Adherence to Laboratory Confirmation Requirements

10. Is this facility able to collect sputum, stool and blood? Yes No

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

12. Does this facility have the capacity to ship specimens to a higher level lab (e.g., 
presence of packing materials and transport media)? Yes No

Data Analysis Disease Prevention and Control Activities

13. Does this facility perform analysis of epidemiological data (observe), for example
morbidity trends by time [only for facilities serving more than 5000 people]? Yes No

14. Using the VPD surveillance workbook, check the case confirmation status (lab. 
confirmation or establishment of an epidemiological link) for all VPDs reported by this 
facility in the past 6 months. Is the case confirmation rate higher than 80%?

Yes No

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 a facility to correct the mistakes
in the future. 

Analysis of the facility evaluation questions in a summary table (see Table 10) will help the rayon CPH 
identify problems or issues common for most of the facilities in 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.

Table 10. Summary of Facility Evaluation Questions 

Health
Facility

Date of
visit

1 2 3 4 5 6 7 8 9 10 11 12 13 14

FAP-1 2/1/2004 + + + + + + + + + + + + + +

FAP-2 2/2/2004 + + + + + -- + + + + + + -- +

PAU 2/3/2004 + + + + + -- + + + + + -- -- --

3 3 3 3 3 1 3 3 3 3 3 2 1 2

100 100 100 100 100 33 100 100 100 100 100 66 33 66

NUMBER OF QUESTIONS IN THE CHECK LIST

TOTAL

No. of
answers

% of
answers
"YES"
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9.2 Rayon CPH Level

Table 11 includes questions for the evaluation of a rayon CPH’s performance in the area of disease 
surveillance by a region CPH. The aim of such evaluations is similar to those at the facility level:

Identify problem areas

Plan adequate interventions aimed at addressing these issues

Monitor how successful a rayon is in 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 11 also can be used by the rayon 
CPHs themselves in self-monitoring their work. 

Table 11. Sample Rayon CPH Evaluation Form

Availability of Surveillance Documentation, Registers, and Forms 

1. Does the CPH use the standard infectious diseases journal 60/B ? Yes No

2. Has the CPH lacked urgent notification cards at any time in the last 6 months? Yes No

3. Has the CPH lacked monthly reporting forms at any time in the past 6 months? Yes No

4. Does the facility have the MoLHSA guidelines for surveillance? Yes No

5. Does the facility have the MoLHSA lab guidelines for specimen collection and 
transportation? Yes No

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

Yes No

7. Has submission of an urgent notification been ever delayed for more than 24 hours? Yes No

8. Have the monthly reports for the past 6 months been always submitted prior to the 
established deadline? Yes No

9. Are all the monthly reports for the past 6 months complete and accurate?  Verify
using the journal 60/B and copies of forms 58/3 submitted by facilities. Yes No

10. Have case-based investigation reports been submitted for all cases that require
submission of such reports (see Table A)? Yes No

11. Have the investigation reports been always submitted prior to the established
deadline in the past 6 months? Yes No

Adherence to Laboratory Confirmation Requirements

12. Does the rayon have the capacity to transport specimens to a higher level lab? Yes No

13. Has this rayon reported cases of diseases requiring lab testing in the past 6 
months? Check monthly reports and register 60/B. If answer is “yes” go to Q14, If “no,” 
go to Q16. 

Yes No

14. Were specimens collected? If answer is yes go to 15, If no go to 16 Yes No

15. Were test results received ? Yes No

Data Analysis

16. Does this CPH perform analysis of epidemiological data by time? Observe. Yes No

17. Does this CPH perform analysis of epidemiological data by place? Observe. Yes No

18. Does this CPH analyze timeliness and accuracy of forms 58/3 received from 
facilities?  Observe. Yes No
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19. Does this CPH analyze case confirmation rates (lab+ epid. link) by disease? Yes No

20. Does this CPH have appropriate demographic data at site (check availability of the 
population by age report) ? Yes No

Case Outbreak Preparedness, Investigation, and Response 

21. Is the case/outbreak investigation rate in this rayon higher than 90%? Check the last 
6-month period. Yes No

22. Has the start of investigation ever been delayed beyond the recommended period in 
the past 6 months? Yes No

23. Does the rayon have a permanent commission for combating socially dangerous
diseases? Yes No

24. Has the rayon had a 2 months’ supply of all vaccines at all times in the past 6 
months? Yes No

25. Can the rayon CPH give convincing examples how their analysis of routine data
resulted in a management decision and response action in the past 6 months? Yes No

26. Can the rayon CPH give fresh examples of delivering community education
materials and messages based on the current epidemiological situation? Yes No

27. Has the rayon been always able to implement VPD case/outbreak control protocols
recommended by these guidelines in the past 6 months (if “No” specify a reason:
shortage of vaccines, drugs or supplies?, lack of funding?,  trasnport means?)

Yes No

28. Did you provide on the job training to rayon CPH staff in the surveillance guidelines
during monitoring visits? Yes No

29. Has the CPH carried out a formal training for rayon providers in the surveillance
guidelines? Yes No

Feedback and Supervision

30. Can the rayon CPH provide examples of mechanisms it uses to provide routine/
regular feedback to health facilities and other rayon stakeholders? If yes, specify: Yes No

31. Does the rayon CPH have evidence of making supervisory visits to more than 80%
of the facilities involved in the surveillance work on its service territory? Yes No

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

The regional CPH may use summary tables as recommended above to identify problem questions 
(issues) common for most of the rayons in 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 system in
the country.
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Table A. Notification, Reporting, and Investigation Requirements for Infectious Diseases
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Table B. Notification, Reporting, and Investigation Forms Submission Frequency and Deadlines

Name of the form Frequency of submission and 

number of copies

Deadline (not later than) Place of 

submission

Provider rendering health care services

#58/1

Urgent notification card

Upon case identification.

Standard form (one copy) or 
relevant information by any
available means of communication

During the same business
day or not later than within
24 hours

Rayon CPH 

Laboratory

#58/2

Communicable disease

confirmation/notification

form

Upon case identification.

Standard form (one copy) or 
relevant information by any
available means of communication

During the same business
day or not later than within
24 hours

Rayon CPH 

Health care facility

#58/3

Monthly summary

notification

Monthly  (one copy) 1st day of the next month

#58/4

HIV/AIDS special 

notification card (by the

confirming facility)

Upon case identification.

Standard form (one copy) or 
relevant information by any
available means of communication

During the same business
day or not later than within
72 hours

#58/5

Tuberculosis monthly

summary notification form 

Quartely  (one copy) 1st day of the next month

Rayon CPH

Rayon CPH 

#58/1

Urgent notification card and

the list of group cases (if 

there are group cases) 

Upon case identification.

Standard form (one copy) or 
relevant information by any
available means of communication

Same business day or not 
later than within 24 hours

Regional
CPH

NCDC

#58/2

Communicable disease

confirmation/notification

form

Upon case identification.

Standard form (one copy) or 
relevant information by any
available means of communication

During the same business
day or not later than within
24 hours

Regional
CPH

NCDC

Investigation report:

- investigation card

- cluster investigation

report

Monthly

During cases/group cases/outbreak

Investigations of selected diseases
(two copies)

5th day of the next month

Anti-rabies activity report Monthly (two copies) 5th day of the next month

AFP/ Polio active

surveillance form 

Monthly (one copy) 5th day of the next month

Monthly report form Monthly  (two copies) 5th day of the next month

Annual report form Annually (two copies) 15th of January

Regional
CPH

Regional CPH 

#58/1

Urgent notification card and

list of group cases (if there

are group cases)

Upon case identification.

Standard form (one copy) or 
relevant information by any
available means of communication

Same business day or not 
later than within 24 hours

NCDC
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Name of the form Frequency of submission and 

number of copies

Deadline (not later than) Place of 

submission

Rayon investigation

reports:

- investigation card

- cluster investigation

report

Monthly during cases/group
cases/outbreak investigations of 
selected diseases (forward one
copy)

7th day of the next month

Anti-rabies activity report Monthly (forward one copy) 7th day of the next month

AFP/ Polio active

surveillance form 

Monthly (forward one copy) 7th day of the next month

Rayon and regional

monthly reports

Monthly (one copy) 7th day of the next month

Rayon and regional annual

report

Annually (one copy) 20th of January
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