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Quick guide to the relevant information 

 

While you are reading through the guide line the following icons will help you to make a 

quick reference of relevant topic of interest. 

  = Background information 

= Objectives 

  = Definition 

  = Alerts 

 = Warning 

  = Intervention guidelines and procedures at facility level 

= guide to Provincial surveillance Officer/Focal point 

 = Intervention Guidelines and procedures for field Intervention teams 

 = necessary tools for the intervention procedures 

= Guidance for Management team 

 = Go to 

 

 = Further reference 
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1. Introduction  
 

1.1.Worldwide case load and challenges of Measles 

 
Measles is a highly contagious, serious disease caused by a virus. In 1980, before 

widespread vaccination, measles caused an estimated 2.6 million deaths each year
1
. Still this 

is one of the leading causes of mortality among children under five years of age, particularly 

in low income countries. In 2008, there were 164 000 measles deaths globally – nearly 450 

deaths every day or 18 deaths every hour. This might hamper the efforts to achieve the 4
th

 

Millennium Development Goal (MGD) of reduce the under-five mortality by rate by two-

thirds between 1990 and 2015.  
 

The risk of measles infection is high with high prevalence of malnutrition, poor 

immunization coverage particularly in complex emergencies and disasters and displacement 

lead concentration camps. Increasing trend of disasters and complex emergency situations 

might worsen the global burden of measles.  
 

Effective immunization is the only cost effective preventive measure for Measles control. 

Cumulatively, approximately 12.7 million measles deaths were averted during 2000–2008 as 

a result of immunization
2
. Concurrently the use of injectable Measles antigen requires 

standard precautions and trained staff to perform the vaccination and the wide range of 

vaccination target group also make the vaccination process to be a great challenge, 

particularly in complex emergencies and developing economic settings.  
 

The sero-conversion rate of measles vaccine is 85%, that means only 85% of vaccinated 

children shall develop immunity against Measles after the first dose. About 15% of the 

vaccinated children need a second dose to ensure their lifelong immunity. Therefore it is 

essential to provide a second dose to all the children vaccinated with the first dose of 

measles vaccine at appropriate interval (usually 3-9months apart).  
 

One of the advantage of immunization is development of herd immunity this could be 

achieved in a developed community by >80% coverage of immunization with a very 

efficient (>95% sero-conversion rate) vaccine. But for measles; the coverage should be 

>95% of the whole population due to its poor sero-conversion particularly in complex 

emergency situations where the reproduction rate of measles is high. There for achieving 

95% countrywide coverage is being a deceptive target for most of the developing countries 

in complex emergencies.  
 

Apart from availability of reasonably effective vaccine; poor health system and complex 

situation in low income countries are continue to be the main obstacle to achieve the 

coverage of immunization. Better development of health system in those low income 

countries might guarantee better immunization coverage.  
 

Measles infection could end up with diarrhea, severe malnutrition, Pneumonia, blindness, ear 

infection and deafness and encephalitis. These complications of measles are very 

detrimental, costly to treat and need special treatment facilities and the long term effect of 

the disease might end up with disabilities. Disabilities themselves will reduce the capacity of 

the affected personal and affect their productivity and ultimately it might affect the 

productivity of the country and its economy. Therefore strong commitment of all 

stakeholders and their joint efforts is mandatory to reduce the burden of Measles in countries 

like Afghanistan. 

http://www.bestfreeicons.com/p12733-info-icon.html
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1.2.Current context of Measles outbreaks/epidemics control activities in Afghanistan 

 
As per the available notification systems in Afghanistan; there have been 12488 measles 

cases reported through HMIS
3
 at the end of 2010 and 6415 cases were reported through 

the DEWS over the same period. Among the cases reported under DEWS; 61.4% of the 

cases were less than five years age group
4
. This feature is clearly indicating the poor 

vaccination coverage of children less than five years of age particularly in inaccessible or 

difficult to access provinces. 

 

In 2011 there were 160 Measles outbreaks detected all over Afghanistan by the sentinel 

surveillance system (DEWS) with 71%% laboratory confirmation
4
.During the same time 

the annual incidence rate for Afghanistan was 7.53 per 100,000 populations
5
, this was 

the second highest incidence rate in Eastern Mediterranean region. While we are looking 

at the outbreak pattern there is a seasonal relationship all over the country and higher 

incidence are reported from the same conflict affected provinces every year. 

 

As it was mentioned earlier; the only effective mode of prevention of measles outbreaks 

and epidemics is proper immunization of the target population. Routine measles 

vaccination in the country is scheduled to under one year infants (9
th

 month of age) and 

second dose has been included in the vaccination schedule for the last 7 years. The last 

mass measles campaign was launched by MOH with the assistance of UNICEF and 

WHO in 2001-2002 with a reported coverage of 94% (12 million children between age 

6months to 12 years)  

 

Joint survey done by UNICEF and WHO in 2010 indicates that, the average official 

measles vaccination coverage for Afghanistan was around 62% in 2010
6
. But there was 

an improvement in vaccination coverage over the past two years. Now Afghanistan has 

been declared as a country under elimination phase of measles and relevant strategies 

and activities are on progress to eliminate measles from the country. 

 

 

1.3. Importance of preparedness and development of an operational guideline for 

measles epidemic response 

 
The following graph developed from the WHO vaccine-preventable diseases monitoring 

system global summary data
7
; as on 1

st
 of December 2011. Here we can see a tendency 

of an epidemic peak wave of measles approximately after every seven years in 

Afghanistan (1980, 1887, 1994 not reported and then in 2001)) 

 

There is about 90% reduction in number of reported measles cases over the period of 

1980 to 2000. After the 2001-2002 Mass measles campaign; there was a further 60 to 

70% reduction of measles cases followed by two minor peaks in 2006 and 2008. The 

mass measles campaign in 2002 would have played a major role in this measles case 

reduction and change of epidemic wave since 2002.   

 

 

 

 

http://www.bestfreeicons.com/p12733-info-icon.html
http://www.bestfreeicons.com/p12733-info-icon.html
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Figure: 1 

 
 

If we look at number of Measles cases reported through DEWS and HMIS during the last 

three years; that indicates an increasing trend of measles outbreaks and number of cases (See 

table 1) 

 

Table 1:No. of measles outbreaks and cases reported by DEWS, AFP surveillance 

and HMIS of Afghanistan from communities and Health facilities from 2008 – 2011 

 

The rising trend of reported measles cases in Afghanistan might be attributed to real 

reflection of measles outbreaks and this might also be due improving reporting system as 

well. But the increasing trend indicating that, we have to be more vigilant on 

preparedness and prevention of measles epidemics and its consequences. We have to fill 

the gaps of vaccination, surveillance and case management capacity to reduce the 

incidence rate, attack rates, and case fatality rates of such outbreaks or Epidemics 

 

The operational guidelines for measles epidemic control would address the practical 

issues that might be faced by the intervention teams from provincial to facility levels 

during the epidemics.      

 

 

0

5000

10000

15000

20000

25000

30000

35000

1
9

8
0

1
9

8
1

1
9

8
2

1
9

8
3

1
9

8
4

1
9

8
5

1
9

8
6

1
9

8
7

1
9

8
8

1
9

8
9

1
9

9
0

1
9

9
1

1
9

9
2

1
9

9
3

1
9

9
4

1
9

9
5

1
9

9
6

1
9

9
7

1
9

9
8

1
9

9
9

2
0

0
0

2
0

0
1

2
0

0
2

2
0

0
3

2
0

0
4

2
0

0
5

2
0

0
6

2
0

0
7

2
0

0
8

2
0

0
9

2
0

1
0N

u
m

b
e

r 
o

f 
re

p
o

rt
e

d
 m

e
as

le
s 

ca
se

s 

Year 

Number of Measles cases reported to WHO from Afghanistan since 
1980 to 2010 

Number of Measles cases

No reporting 

Year No. of cases 

reported by DEWS 

from outbreaks in 

Communities(No 

of villages) 

No. of reported 

cases by DEWS 

sentinel sites(No of 

HFs) 

No of measles  

cases reported 

by AFP 

surveillance 

No. of 

reported cases 

by HMIS from 

(No of HFs) 

2008 555 (33) 1,065 (130) 1599 3441 

2009 1,923(86) 3,616 (177) 3359 5695 

2010 2,046 (129) 6,415 (245) 2199 9131 

2011 2211(146) 4856 (288) 3041 8484 
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1.4.Objectives of the operational guidelines for Measles epidemic response 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

1.5.Key facts of Measles: 

Key facts 

 Measles is one of the leading causes of mortality among young children despite the 

availability of a safe and cost-effective vaccine. 

 The disease is spread from person to person through sneezing, coughing, and close 

personal contact.  

 Pneumonia is the most common cause of death associated with measles.  

 Severe complications can be avoided through proper case management, including 

vitamin A supplementation.  

 Measles can be prevented by immunization. All children should have two 

opportunities for immunization. More than 95% of measles deaths occur in low-

income countries with weak health infrastructures. 

 People who recover from measles are immune for the rest of their lives. 

 Measles vaccination resulted in a 78% drop in measles deaths between 2000 and 

2008 worldwide. In Afghanistan mortality among children less than 5years was 

30,000 to 35,000 in 2002 and it has been brought down to 3500 (90% reduction) in 

2010.  

 In 2008 about 85% of the world's children received one dose of measles vaccine by 

their first birthday through routine health services – this is 13% up from 72% 

coverage observed in 2000. 

 In Afghanistan the measles vaccine coverage in 2000 was 42 % and 79%in 2010 it 

is 37% increase during the period 

 To briefly describe the basic facts, risks, burden and preventable nature, 

morbidity and mortality trends of Measles 

 To operationally guide the epidemic management teams to prepare, record, 

detect, verify, identify and control Measles epidemics in time 

 To improve the capacity of health service providers to efficiently manage the 

Measles epidemics  

 To guide the health service providers on prevention of spread of Measles 

epidemics and creation of community awareness 

 To improve the technical capacity of managerial level staffs of MoPH of 

Afghanistan through providing necessary technical guidance, in order to 

efficiently manage and coordinate the epidemics of Measles with available 

resources 

 To guide the epidemic control teams to capitalize the lessons learned from the 

epidemic and improve their plans and activities 

 To guide all the health stake holders to clearly understand their responsibilities 

during an epidemic and cooperate and collaborate with the national coordination 

mechanism 

 

http://www.bestfreeicons.com/p4122-target-icon.html
http://www.bestfreeicons.com/p12733-info-icon.html


Operational guideline for Measles epidemic response   In Afghanistan  Page 10 

 

 Afghanistan has been declared by Eastern Regional office of WHO, as a country in 

elimination phase of measles with conditions of achieving >95% coverage 

nationally and in each district and adequate case base surveillance  

 

1.6.Causative organism communicability, signs and symptoms and complications of 

measles 

Measles is caused by a virus from the paramyxovirus family; the virus normally grows 

in the cells that line the throat and lungs. This is a human virus and not known to occur in 

animals. In temperate areas, measles disease occurs primarily in late winter and spring. 

The virus is highly contagious and spread via air born droplets of an infected person by 

coughing and sneezing, close personal contact or direct contact with infected nasal or throat 

secretions.  

The virus remains active and contagious in the air or on infected surfaces for up to two 

hours. It can be transmitted by an infected person from four days prior to the onset of the 

rash to four days after the rash erupts. Measles is one of the most highly communicable 

diseases in man; with a basic reproductive rate of 17-20 (i.e. the introduction of one case of 

measles in a completely susceptible community generates 17-20 new cases)
8
 

 

The first sign of measles is usually a high fever, which begins about 10 to12 days after 

exposure to the virus, and lasts four to seven days. Runny nose, cough, red and watery eyes, 

and small white spots inside the cheeks can develop in the initial stage. After several days, 

rash erupts, usually on the face and upper neck. Over about three days, the rash spreads, 

eventually reaching the hands and feet. The rash lasts for five to six days, and then fades. On 

average, the rash occurs 14 days after exposure to the virus (within a range of 7 to 18 

days).  

            Figure 2: Natural history of measles cases
9
 

        

   
 

 

 

http://www.bestfreeicons.com/p12733-info-icon.html
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    Table 2: Complications of measles
12 

 

 

 

1.7. Risk factors of measles  

 Severe measles is more likely among poorly nourished young children, especially 

those with insufficient vitamin A, or whose immune systems have been weakened by 

HIV/AIDS or other diseases 

Unvaccinated young children are at highest risk of measles and its complications, including 

death. Any non-immune person (who has not been vaccinated or previously recovered from 

the disease) can become infected. 

Measles outbreaks can be particularly deadly in countries experiencing or recovering from a 

natural disaster or conflict. Damage to health infrastructure and health services interrupts 

routine immunization, and overcrowding in residential camps greatly increases the risk of 

infection. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Common Uncommon 

Pneumonia Encephalitis 

Diarrhoea Myocarditis 

Croup Pneumothorax 

Malnutrition Pneumo mediastinum 

Otitis media Appendicitis 

Mouth ulcers Subacute Sclerosing Panencephalitis (SSPE) 

Eye complications  

http://www.bestfreeicons.com/p12733-info-icon.html
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2. Recommended strategies for measles control 
There are four W.H.O recommended strategies

10
, for global measles control such as,  

 Provide the first dose of measles vaccine to successive groups of all children at the age 

of nine months or shortly after. 

 Guarantee a ‘second opportunity’ for measles vaccination, either through campaigns or 

routine immunization.  

 Establish an effective system to monitor coverage, and conduct measles surveillance 

with integration of epidemiological and laboratory information. 

 Improve clinical management of every measles case. 

The strategic targets are defined, based on two main objectives of, reducing the mortality 

due to Measles and global elimination of measles. Table3
11

 describes the recommended 

strategies under each target. 

 

Table 3: Measles mortality reduction and elimination strategies   
Reduce the mortality due to Measles  Eliminate Measles from the country 

Target  

To reduce the number of measles deaths by half by in 

five year period 

 

 

 

Target 

To achieve and maintain interruption of indigenous 

measles transmission in large geographical areas with 

established elimination goals  

Strategies for achieve sustainable reduction of measles 

mortality 

1. Routine immunization 

Achieve at least 90% routine vaccination 

coverage in each district and nationally with at 

least one dose of measles vaccine administrated 

at 9months of age or shortly there after 

2. Provision of a second opportunity for measles 

vaccination for all children through routine or 

supplemental activities 

3. Measles surveillance 

Establish an effective surveillance for Measles 

that reports, number of cases by month, age 

distribution and vaccination status of the cases 

and deaths and also conduct outbreak 

investigations and monitors vaccination 

coverage 

4. Improved management of complicated cases 

including vitamin A supplementation and 

adequate treatment of complications 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Strategies for achieve and maintain interruption of 

transmission of indigenous measles virus 

1. Routine immunization 

Achieve very high (i.e. at least 95%) coverage in 

each district and nationally with the first dose of 

measles vaccine administrated through routine 

services(Keep up campaigns) 

2. Second opportunity for measles vaccination to 

maintain the number of susceptible individuals 

below the critical threshold for herd immunity 

3. Measles surveillance 

Establish case based surveillance with 

investigation and laboratory testing of all 

suspected measles cases, isolation of measles 

virus should be attempted from all chains of 

transmissions 

4. Improved management of complicated cases 

including vitamin A supplementation and 

adequate treatment of complications  

In May 2010, the WHA endorsed the following measles control targets for 2015 as milestones 

towards measles eradication
12

: 

 Increasing measles immunization coverage to >90% nationally and >80% in every 

district; 

 Reporting an incidence of <5 cases/10,00,000 population 

 Reducing measles mortality by 95% compared with 2000 levels. 

Measles control targets set by Afghanistan MoPH are as follows 

 Increasing measles immunization coverage  to >95 %  by the end of 2015Nationally and 

95% % in every district  

 Reporting incidence of even a single case of  <5 years child/100,000 population 

 Reducing measles mortality by 95% compared with 2000 levels   

In the following chapters we will see the operational guidelines for implement all four strategies. 
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3. Guidelines for Measles vaccination  
Vaccination is the fore most important strategy for measles controls both in routine and 

epidemic situations. In all measles outbreaks; the activities of strengthening routine 

immunization, raising awareness of vaccination, early and effective SIA and standard case 

management should be a priority. Following are some of best practices, to achieve best 

vaccination coverage.   

 

Recommended best practices of routine and supplementary immunization activities 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

 Periodically review and draw rational national immunization strategies and 

include appropriate measles vaccination schedule with a second dose (It has 

been included in Afghanistan since 2004) 

 

 Engage political commitment and supportive leadership at all levels 
 

 Establish coordination structures at all levels to contribute to proper 

planning, monitoring and implementation of routine vaccination 
 

  To avoid stock outs; accurately estimate the target population conversion 

factor for target group as well as emphasis on age screening mechanisms  

 

 Ensure all necessary resources needed for implement the strategy are 

available   
 

 Develop communication messages based on an analysis of information gaps 

and concerns of the community 
 

 Diverse methods of communication to achieve high turnout e.g., regular 

house to house canvassing with the help of community health workers 
 

 Improve and ensure logistic capacity to ensure timely distribution of supplies 

at all levels including involvement of the zonal level, to confirm logistic 

needs and technical capacity for maintenance of the cold chain up to the 

vaccination site 
 

 Ensure better training of human resource on vaccination activities including 

supervision 
 

 Train the cold chain assistance and officers on best cold chain maintenance 

practices and ensure necessary equipments supplies and continuous power 

supply are provided to maintain the cold chain 
 

 Establish mechanisms for regular vaccination, reporting, analyzing, and 

monitoring and evaluation of the routine vaccination process 
 

 Regularly review, assess the achievement and setbacks and fill the gaps  
 

 Maximize and sustain mechanisms created or strengthened through the 

routine EPI and SIAs, e.g. National and Regional Task Forces, supervision, 

review meetings, focus on high risk areas 
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3.1.Supplementary Immunization Activities
8 

(SIA) during measles outbreaks 

 

It is critical to recognize that supplementary immunization activities may not have a substantial 

impact on the course of a measles outbreak; and that, even when they are successful, the cost per 

prevented case can be very high.  

 

Each country must decide on situations justify a supplementary immunization efforts and the 

following strategies have to be adapted. 

 

If a decision is taken to undertake outbreak immunization, one of the following immunization 

strategies may be considered 

a) Immunize all children in the target age group in those neighboring areas where 

the outbreak is most likely to spread (e.g. all susceptible children in nearby 

villages), regardless of the children’s previous immunization history.  

 The nearest geographically susceptible populations to be identified by reviewing 

the epidemiology of the current outbreak (age distribution, social setting, 

population subgroup, etc.) and finding similar groups in the surrounding area, 

where no cases have been identified.  

 These groups are then targeted for supplementary immunization activities. This 

might prevent the spread of transmission in a cost effective way  

Figure: 3 

 

 

 

      

 

 

    

 

 

 

 

       

 

                   

 

Experience has shown that supplementary immunization activities do not usually begin 

until well after the onset of an outbreak onset when disease spread has already occurred. 

Immunization in these circumstances usually fails to reach those missed by the routine 

program. There is a marked decline in efficacy of post-exposure prophylaxis when 

vaccine is administered more than 72 hours after exposure.  

 

 When supplementary immunization activities are planned, reassure the community 

and raise awareness about measles and it is safe to give an extra dose of measles 

vaccine to a child who has been already immunized. 

 Start the SIA as early as possible in the identified areas (Where outbreaks likely to 

spread) 

 Do not wait for completion of the outbreak investigation  
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b) Immunize all children in the target age-group (see below) in the affected area, 

regardless of their previous immunization history. 

Since children in the immediate vicinity of the outbreak are likely to be rapidly 

exposed to the virus; vaccinating children in the area of the outbreak may have little 

impact because most susceptible individuals in the immediate vicinity of the case 

will probably have been exposed to the virus by the time the response is initiated. 

However, if it starts immediately after (better within 72 hours) an outbreak is 

identified, and if it is sufficiently extensive and rapidly implemented, this may raise 

immunization levels to the point of arresting transmission. This is suitable for areas 

of high population density (e.g., outbreaks in the urban poor communities) and for 

countries attempting measles elimination.  

 

Timing 

Transmission during a measles outbreak is very rapid; the meantime lags between index 

case and secondary cases being 12-14 days. Therefore, supplementary immunization 

activities should begin as soon after the identification of an outbreak as possible. If virus 

has been transmitted for more than two generations beyond the index cases or index 

generation (more than 28 days), it is likely that most susceptible individuals have been 

exposed and immunization in the immediate vicinity of the outbreak will be an 

expensive, ineffective measure. Thus, supplementary immunization activities should 

be completed within 7-10 days of onset of the outbreak. Even if a strategy of 

immunizing in the next geographically susceptible area is being used; immunization 

activities should be completed as rapidly as possible. 

 

Target population 

Decide the age group and geographic location of the target population for supplementary 

immunization activities according to the following protocols 

  

Target age group: 

Target age group must be decided according to the age specific attack rate and 

previous trend in the location 

   See annex B for an example from 2012 Jan measles outbreak in Adraskan 

 

Lower age limit:  

WHO recommends that vaccination against measles normally be undertaken at 

age 9 months; however, during a measles epidemic, if a large proportion of cases 

occur in children below nine months (i.e. the attack rate for children <9 months is 

high), the age of measles immunization should be temporarily lowered to 6 

months. Because of the lesser efficacy of the vaccine at this age, these children 

must be re-immunized as soon as possible after 9 months.  

 

Upper age limit: this depends on the epidemiology of the outbreak. Given the 

higher morbidity of measles in young children, those up to the age of five years 

should always be included in supplementary immunization activities. If high 

attack rates are observed in children above 5 years of age, consideration should 

be given to immunizing older age groups (e.g. school-age children). 

 

 

 

http://www.google.com/imgres?imgurl=https://fedorahosted.org/echo-icon-theme/attachment/wiki/Guidelines/OnTheTablePerspective/go-forward-depth.png?format=raw&imgrefurl=https://fedorahosted.org/echo-icon-theme/wiki/Guidelines/OnTheTablePerspective&usg=__BkzT3InG-jh4U59fy-WfVu4eOP4=&h=494&w=499&sz=14&hl=en&start=13&zoom=1&tbnid=sbnQQVjYbzRXFM:&tbnh=129&tbnw=130&ei=3YKaTvGJE4WK4gTfpbSkBA&prev=/images?q=go+to+icon&hl=en&sa=G&tbm=isch&itbs=1
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Geographic location 

 

This will depend on the strategy used, the distribution of cases as shown by a spot 

map of cases, the means of communication between communities and the 

efficacy of immunization programs. If reliable coverage data are available, they 

can be used to identify pockets of susceptible individuals (i.e., those living in 

areas of low coverage i.e. <85% of MCV). 

  See annex B for an example from 2012 Jan measles outbreak in Adraxan  

 

Immunization sites 

Supplementary immunization can be delivered as an extension of the existing 

routine program (fixed sites or outreach sessions), extra immunization sites, or 

door-to-door campaigns. 

 

Existing immunization sites:  
Ideally, information campaigns ensure that the target population is reached 

through the existing fixed and outreach immunization points, thus limiting the 

cost of the operation while encouraging use of routine services. 

 

Extra immunization sites:  
The most effective way to reach some target groups rapidly, such as school age 

children or an inner city population, may be to establish extra immunization sites. 

 

Door-to-door campaigns:  
Given the cost and complexity of door-to-door campaigns, these are best reserved 

for countries undertaking a measles elimination program, or in special situations 

of extra high risk, such as highly urbanized areas or refugee camps. 

 

Sample calculation norms to be used in macro and micro-planning of SIA 

 See annex B for sample calculation norms, the numbers and factors can be changed  

 Depending on the nature of available resources and technical capacity  
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4. Guidelines for routine surveillance and early detection of Measles 

 
Early detection of outbreaks with an efficient surveillance system is the corner stone of 

epidemic control. Current surveillance system in Afghanistan has a reasonable capacity to 

detect the outbreaks and Epidemics at early with its regular reporting from sentinel sites of 

DEWS, integrated surveillance via AFP surveillance system and also HMIS. There is a 

structure and trained staff to collect, compile and analyze surveillance data and identify the 

outbreaks in time and also start rapid response initiatives at provincial and national levels. 

  Figure: 4 

             

 
Weekly reports from DEWS  

Monthly AFP associated measles surveillance 

Quarterly HMIS report 

Special alerts and reports from non formal sources at irregular intervals 

 

Guidelines for routine surveillance and early warning of Measles epidemics can be described 

in depth with the help of sets of definitions, standards thresholds and analytical procedures. 

The following sub topics try to guide us to understand the steps of surveillance activities, 

detection of epidemics and control measures from the facility to provincial level. Most of the 

guidance principles developed on basis of the challenges faced and that might be faced in 

future Afghanistan context. 

 

4.1.Case definition 

  
For any surveillance system there should be a well-defined uniform and simple case 

definition to easily catch the cases. The case definition for Measles is defined by 

Integrated Management of Childhood illness (IMCI)
13

 has been chosen here, for easy 

understanding of all clinicians in the field and additional simplified line from DEWS
14

 

has been added to the definition to include all suspected cases under surveillance. 

 

 

 

 

http://www.bestfreeicons.com/p12733-info-icon.html
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Clinical case definition 

 A case presented with generalized, reddish (erythematous), blotchy 

(maculopapular) rash; with a history of fever usually above 38˚C (if not measured, 

then "hot" to touch); and at least one of the following - cough, runny nose (coryza), 

or red eyes (conjunctivitis). 

 In addition, Any person in whom a clinical health worker suspects measles 

infection
13

 

 

NB: children with measles frequently exhibit a dislike of bright light (photophobia), and 

often have a sore red mouth (stomatisis). 

 

Confirmed case 

 Isolation of measles virus; or Presence of measles specific IgM antibodies from the 

blood sample of the case  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

NB: There are many other childhood infectious diseases that also present with a measles-like 

rash, such as rubella (German measles) and scarlet fever. However in these diseases cough, 

coryza or conjunctivitis is usually NOT present. 

 

Usual internal flow of information and feedback or response mechanism of a surveillance 

system could have a chain of actors. For example current flow chart could be represented by 

the following figure 

Figure: 5 Formal Surveillance data and feedback flow chart at provincial level  

 

 
  

 

The following guidelines are in an order of information flow from the field to National level    
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4.1.  Guideline for surveillance focal points(DEWS/AFP/EPI)  of the sentinel sites, 

districts and Clinicians/Primary health care service provider  

 

Objective: to ensure that, the quality data is produced and promptly notified with 

necessary samples.                                                  

 Be aware of diagnosis of Measles based on the standard case definition above  

 Record vaccination history of all the patients particularly for children <5years 

 Be aware of importance of notification of suspected Measles cases and be 

familiar with the notification modes, alert forms and weekly reporting forms and 

sample collection methods  

 Regularly maintain weekly incidence chart of new cases of Measles 

 Annex: D1, 2&3 incidence chart, Alert notification format and DEWS weekly 

reporting format 

 Be aware of alert threshold of Measles cases. 

 

 Take samples (blood) from all suspected cases, before giving any treatment and 

properly transport them for confirmatory immunology and virology tests.  

See annex E  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 A hard copy of the notification form should be sent to the surveillance focal point  

as early as possible 

Alert threshold for Measles in Afghanistan 
Under elimination phase of measles; even a single case of clinical Measles should be considered as 
an alert for Measles outbreak and to be notified immediately with in 24hrs to the provincial 
surveillance focal point  
 

Collection of blood specimens for IgM serology from a case 

Timing 

A single serum obtained from a clinically suspected measles case at the first contact with the health care 

system, (regardless of the day of onset of the rash) is adequate for measles surveillance. 

Collection procedures: 

 Collect 5 ml blood by venepuncture into a sterile tube labeled with patient identification and collection 

date 

 Whole blood should be centrifuged at 1000xg for 10 minutes to separate the serum 

 If there is no centrifuge, blood should kept at room temperature (4-30 
0
C) until there is complete retraction 

of the clot from the serum 

 Carefully remove the serum, avoid extracting red cells, and transfer aseptically to a sterile labeled vial 

 Store serum at 4-8 
0
C until it is ready for shipment. The serum can be stored in refrigeration for a 

maximum period of 7 days. 

 Do not freeze whole blood 

 If Serum is going to be stored for longer periods; it must be frozen at –20
0
C. 

 Fill in case investigation forms completely with all three following necessary dates 

 Date of last measles vaccination 

 Date of rash onset 

 Date of collection of sample. And dispatch the sample to the assigned laboratory 

 

http://www.google.com/imgres?imgurl=http://www.saferhealthcarenow.ca/EN/Interventions/RRT/PublishingImages/Icons/Rapid Response Teams.jpg&imgrefurl=http://www.saferhealthcarenow.ca/EN/Interventions/RRT/Pages/resources.aspx&usg=__m9rW3a_IGXcqdiLV1g0Y_mSQu0g=&h=900&w=900&sz=50&hl=en&start=54&zoom=1&tbnid=0xvMB1Gl3gmRsM:&tbnh=146&tbnw=146&ei=H5CSTtr5BaH34QTGy-WRAQ&prev=/images?q=Intervention+icon&start=42&hl=en&sa=N&tbm=isch&itbs=1
http://www.google.com/imgres?imgurl=https://fedorahosted.org/echo-icon-theme/attachment/wiki/Guidelines/OnTheTablePerspective/go-forward-depth.png?format=raw&imgrefurl=https://fedorahosted.org/echo-icon-theme/wiki/Guidelines/OnTheTablePerspective&usg=__BkzT3InG-jh4U59fy-WfVu4eOP4=&h=494&w=499&sz=14&hl=en&start=13&zoom=1&tbnid=sbnQQVjYbzRXFM:&tbnh=129&tbnw=130&ei=3YKaTvGJE4WK4gTfpbSkBA&prev=/images?q=go+to+icon&hl=en&sa=G&tbm=isch&itbs=1
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 Annex-F updated details of provincial surveillance focal point. 

 Recheck and confirm that, the alert notification reached the surveillance focal 

point 

 Observe and treat the case according to the updated standard treatment protocols 

(See chapter 5) and Prepare the facility for manage more measles cases 

 In addition to the alert notification procedure; actively try to find out any related 

cases and complete the weekly notification form and sent to the provincial 

surveillance focal point on every Friday. 

 Important information we miss frequently is mortality data, so please put 

emphasize on mortality data among the measles cases admitted to the hospital or 

health facility and relevant and confirmed measles deaths in the community as 

well.   

4.2. Guideline for Provincial surveillance focal point (DEWS/Contracted out 

agency focal point/EPI officer, AFP/Measles surveillance officer)  
 

Objective: To ensure efficient routine surveillance activities at district and facility 

levels in order to detect and respond outbreaks and epidemics in time   

   

 Ensure as a provincial surveillance focal point, you are well capacitated with 

surveillance procedures, computerized analyzing techniques and sound 

knowledge on communicable disease control activities 

 Train all clinicians and surveillance focal points of the health facilities on case 

definition, health facility based new case recording, daily summarization and 

maintenance of daily new case summary chart and proper notification methods 

 Ensure all the tools and supplies (Updated Case definitions, Manuals, guidelines, 

Forms, Charts with median trend curves for each year, records/registers, sample 

collection kits and carrier mediums, cool boxes)  for diagnosis, notification, 

sample testing and collection are available in each facility  

 Update them with on job trainings and regular mentoring during supervision 

visits  

 Ensure regular notifications including zero reports are received from all facilities 

under the province, if not remind, visit and rectify the issues related to 

notification 

 Regularly compile the morbidity and mortality data collected from the 

surveillance focal points or the clinician or the health care provider of the health 

facilities and analyze ( by time, place and person) to detect any alerts or 

outbreaks or epidemic alerts at provincial level  

 If any significant alerts are detected during data analysis; clearly verify the same 

from the source of data 

 Timely share the compiled data and weekly analysis reports and any alert 

notification with provincial epidemic response committee (within 12 hrs.).  

 Forward the same to MOPH in time as softcopy through your channel of 

communication, and all hard copies to be filed at provincial surveillance office 

 Take the lead and provide necessary technical guidance to the early outbreak 

investigation and control team of the provincial emergency response committee 

under the instruction of Provincial Health Director. 
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4.3. Guideline for Provincial Emergency Preparedness and Response Committee 

(EPR)  

    

Objective: To technically guide and coordinate active surveillance, case investigation 

and outbreak response activities following outbreak alerts 

 

Table 4: Composition of EPR 

Chairman Director of Provincial Health Department  

Committee members Provincial DEWS officer or CDC officer and EPI officer 

NGOs (BPHS implementer) 

UNICEF EPI unit 

WHO (regional health coordinator, regional health cluster 

coordinator and provincial polio officer) 

ARCS  

RRD and other related directorate 

 

Once the Provincial Surveillance focal point shared the details (Time, place and person) 

of the suspected alert or outbreak or Epidemic alert with the provincial 

emergency response committee (see table 6  of chapter 7); it should call for an 

emergency meeting and plan its activities with the following steps. 

 

 Deploy a pre trained Outbreak investigation and early response team (For the 

composition of the team; see table 6 of Chapter 7) with necessary investigation 

tools and emergency response supplies.  

 

 Instruct them to visit and investigate relevant sites (Health facility/village/camp) 

and find the epidemiological information, vaccination coverage and their housing 

or ventilation facilities using the case investigation form. Also about how to 

verify surveillance data and find out index case/ the source and nature of the alert 

or outbreak 

 

 Get the daily feedback on details of daily new cases from the Outbreak 

investigation and early response team and do an epidemiological analysis  

 

 If the morbidity and mortality are on the rise; enhance the surveillance activities 

through the available surveillance system and instruct on relevant control 

activities of  outbreak investigation and early response team  

 

 Update the MOPH regularly on progress of outbreak control 

 

 If the situation is out of control of provincial Emergency Response Committee 

and the attack rate or case fatality rate is double than the usual outbreaks in the 

area; then call for national assistance and the situation might be handled by 

national Measles epidemic task force, on the contextual based expert committee 

advice.    

 

 

 

http://www.bestfreeicons.com/p14721-groups-meeting-light-icon.html
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4.4. Guideline for Outbreak investigation and early response team  

 

Objective: To verify and enhance the surveillance activities and implement early 

measles control interventions 

 

 The team should verify the alerts with the help of alert verification form and also 

examine the suspected cases; collect necessary information from cases, care 

takers or family members, villagers and clinicians. 

 Annex-G sample measles case investigation form 

 Annex H Sample general outbreak investigation form 

 

Before visit to the location for rapid assessment and response; 

 be clear about the alert message 

 Plan and collect all the contacts to be met and investigated 

 Prepare and take necessary materials for investigation (forms, sample 

collection materials), recommended antibiotics and Vitamin A doses with 

measles vaccine, necessary accessories and emergency medicine supplies 

for health facilities where there are no prepositioned supplies. 

 

During visit to the suspected cases and health facilities; 

 Collect all the data that are necessary for line listing the cases  

 Mind that, “Mortality data is as important as morbidity data” 

See measles line listing format in annex D3  

 Collect evidence of more cases or contact history particularly travel or 

movements 

 Collect information on vaccination history and estimate coverage in the 

area  

 If the vaccination coverage is poor start to vaccinate all children under 

risk in the area also organize a vaccination campaign in the surrounding 

villages and connected towns 

 Collect samples from suspected contacts or cases and collect data on 

previous samples as well   

 provide health education and necessary hygiene promotion 

supplies(Soaps, masks and Vitamin A) to the family members and 

neighbors who share households and compounds( The details of 

prevention of spread are described in chapter-6)  

 In the health facilities; check diagnostic criteria in use (case definition), 

classification of cases (This would improve the quality of data from the 

facilities) and case management procedures (Details of case management 

procedures are mentioned in chapter-5)  

 Also find out about any shortages of necessary medical supplies and 

support the clinical teams with urgent supplies. 

After visit,  

When you are back from the field;    

 Send the samples to the laboratory as early as possible and track the 

progress according to scheduled time period 

http://www.bestfreeicons.com/p14725-groups-rescuers-light-icon.html
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 If you are very clear the cases are measles; do not suspend/await the 

outbreak response and control operations until receiving the  lab results 

 From your confirmed findings; line list the cases according to the format 

in Annex D, summarize the relevant findings related to time place and 

person and identify the clustering of cases and sources. 

 Discuss the findings with the (provincial) emergency response committee 

and make a preliminary decision until the laboratory report arrives. 

 Send the feedback to the facility within 24 hours with instructions of 

standard case management, control measures with ensuring availability of 

necessary supplies from Provincial health department.   

 Keep in touch with the facility and gather updated measles related 

morbidity and mortality data and also implement an enhanced 

surveillance with the help of community based focal points/ organizations 

via daily SMS reporting of above details needed for line listing( Take 

care on duplication of information from community bases enhanced 

surveillance and assign only one source of information from one location, 

If any case has been referred to nearby health facility; it should be clearly 

mentioned separately with identification details of the cases ) 

 If the team recognizes the outbreaks are grouping into an epidemic or the 

spread is immense (different locations ), acute increasing number of 

cases(Attack rate >1%) and deaths from (Case fatality Rate is double than 

expected or >0.5%);  then inform and request EPR to mobilize more 

resources based on the attack rate and from far provinces and establish 

Isolation units (details under chapter 4) and make revisits 

NB: Current estimates of CFRs used by WHO in endemic countries range 

between 0.05% - 6% 

 

 Attack rate =  Number of cases reported  X 100 

   Population under risk   

 

 Case fatality rate = Number of reported deaths due to measles X 100 

    Number of reported Measles cases 

 

During re-visit 

 

 Assist the facility to organize temporary measles treatment units (If 

necessary prepare the neighboring facilities and districts as well) 

 Plan and implement a catch up vaccination campaign and Vitamin A 

supplement distribution which would help for enhanced surveillance as 

well  

Follow up 

 

 Once the laboratory confirmation is available from different locations and 

still the cases and deaths are on rising (Doubling) trend; then the situation 

should be discussed with the provincial emergency response committee 

and expanded mass vaccination campaigns should be organized at 

provincial/regional/national level.  
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5. Measles case management guidelines for Clinicians  

 Objective: To reduce the complications and deaths due to measles 

 Under normal circumstances, uncomplicated measles only requires supportive 

therapy, with access to further care if complications develop. 

 All the clinically diagnosed cases have to be carefully observed and treated 

according to the treatment protocols and do not wait for laboratory investigation 

findings  

 During a suspected outbreak/Epidemic of Measles; uncomplicated cases can be 

managed at home with supportive treatment and Vitamin A supplementation, 

possible isolation and preventive personal hygiene practices.  

 It’s better to vaccinate and provide Vitamin A supplements to the susceptible 

contacts and neighbors.    

 If the child or an infected patient  had complications with very high fever, 

dehydration, severe conjunctivitis or neck stiffness/altered consciousness etc; 

then the patient should be referred to a health facility preferably with Isolation 

and intensive care facilities 

 Isolation of the cases might preferable to prevent hospital born infection and 

spread of measles particularly to the other susceptible persons, sick and immune 

suppressed patients 

 It’s better to organize isolation units for air born infections like measles with 

separate/common rooms for patients with necessary treatment facilities (supplies 

and trained staff) with centralized oxygen supply, mechanized negative pressure 

ventilation or at least better natural ventilation structures.  

 All the staffs and care takers should be immunized for measles and always wear a 

mask and follow appropriate hand washing procedures after handling patients and 

articles in the unit   

Case-fatality rate can be reduced by effective case management 

Proper case management must be encouraged and facilitated through the distribution 

of appropriate materials. Case management should address four points: Correct 

diagnosis, continuous clinical assessment, identifying severity status, and providing 

standard treatment. 

 

5.1. Diagnosis and Clinical assessment of measles  
Use the standard measles case definition (see 4.1) to diagnose the measles cases 

 Initial assessment shall normally be carried out in a primary health care centre.  

 Keep any child with a rash and fever, or suspected for other reasons of being a 

case of measles, away from other children, particularly the young.  

 Observe the child for the following signs and symptoms to ensure that those with 

severe complications are properly treated. 

Table 5: Clinical assessment methods
12

  

Ask about Look /Listen/Feel for 

Ability to take feeds or fluids Nutritional state 

Rapid difficult noisy breathing Breathing rate, chest in-drawing, stridor 

Diarrhoea, vomiting or blood in stools Dehydration 

Sore mouth, eyes or ears Mouth ulcers, sore and discharging ears, 

white spots in eyes 

Convulsions and sleepiness Level of consciousness 
 

http://www.google.com/imgres?imgurl=http://www.saferhealthcarenow.ca/EN/Interventions/RRT/PublishingImages/Icons/Rapid Response Teams.jpg&imgrefurl=http://www.saferhealthcarenow.ca/EN/Interventions/RRT/Pages/resources.aspx&usg=__m9rW3a_IGXcqdiLV1g0Y_mSQu0g=&h=900&w=900&sz=50&hl=en&start=54&zoom=1&tbnid=0xvMB1Gl3gmRsM:&tbnh=146&tbnw=146&ei=H5CSTtr5BaH34QTGy-WRAQ&prev=/images?q=Intervention+icon&start=42&hl=en&sa=N&tbm=isch&itbs=1
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5.2. Classification of measles cases for management:  
Since case management depends on the severity of disease, categorize the cases in to 

the following three degree of severity. 

Uncomplicated measles:  
Categorize a child/Case with measles with none of the above mentioned signs or 

symptoms are positive as uncomplicated Measles case   

Complicated measles:  

If a child/case with measles has at least one of the signs or symptoms as per 

following table; then categorize the child as complicated Measles case. 

Severe complicated measles: 

If the child or the case has signs and symptoms of one of the following severe 

complicated conditions, then categorize as severe complicated measles  

Table 6: Complications of measles 

Complicated Measles (Acute) Severe complicated Measles 

(Delayed) 

Diarrhea Severe secondary infections 

Pneumonia Complete blindness 

Laryngo-tracheobronchitis Sub acute Sclerosing pan-

encephalitis(SSPE) 

Otitis Media Hearing loss 

Sudden loss of weight with other acute 

signs of malnutrition (Angulo-

Stomatitis, Glossitis, skin cracks etc)  

Myocarditis 

Corneal ulceration and blindness Pneumothorax 

Acute encephalitis Appendicitis 

 

                                          

 

 

 

 

 

 

 

 

 

          

 

   

 

 

 

 

 

 

 

 

 

    

 

Signs and symptoms of complicated measles 
 Rapid breathing, but no chest in-drawing 

- 40 or more breaths per minute in more than 1 year old child 

- 50 or more breathes per minute in less than 1 year old child 

 Some dehydration 

 Stridor only when the child is upset or cry 

 Mouth ulcer not affecting intake of food or fluids 

 Pus draining from eyes 

 Acute otitis media or pain and discharge from year within 14 days 

 

Signs and symptoms of severe complicated measles 
 Not able to drink or bread feed* 

 Convulsions*    Danger signs 

 Lethargic or unconscious* 

 Severe dehydration 

 Chest in-drawing and rapid breathing 

 Stridor in a calm child 

 Deep extensive mouth ulcers 

 Corneal clouding or ulcers or affected vision 

 Mastoiditis - pain and swelling of the area behind the ears  

 Severe malnutrition 
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5.3. Measles case management protocols  

 
 

        

 

 

     

 

         

 

 

 

 

 

 

 

 

5.3.1. Management of uncomplicated measles 

Many children will experience uncomplicated measles and will require only supportive 

measures: 

 Give Vitamin A if in an area of known deficiency or high measles case fatality 

rates (see table 7 for dosage) 

 Advise mothers to treat the child at home as long as no complications develop 

 provide nutritional support: continue breast feeding or give weaning foods and 

fluids at frequent intervals and treat mouth ulcers 

 control fever by keeping the child cool(Tepid sponging)   

 instruct to return for further treatment if the child's general condition worsens or 

any of the danger signs develop 

 explain to mothers that, there is an increased risk of diarrhea, acute respiratory 

infections and other infections in the weeks following measles and encourage 

them to seek medical advice early 

 Vaccinate close contacts (Shall be effective if they are vaccinated within 72 hours 

of exposure). 

 follow the above recommendations for case management of uncomplicated 

measles 

 ensure that two doses of vitamin A are given 

 clean eye lesions and treat with 1% tetracycline eye ointment three times a day 

for 7 days (for corneal lesions, cover the eye with a patch) - vitamin A 

administration is particularly important to minimize the risk of potentially 

blinding eye lesions: in this situation, use a third dose of vitamin A four weeks 

later using the same dosage and age as in table 2 

 clean ear discharge and treat with antibiotics 

 refer suspected encephalitis to hospital 

If there is signs and symptoms of complicated measles as per ; the child has to be 

admitted to the hospital  

 

 

 

 

Where to manage the cases? 
 Uncomplicated cases at home 

 Complicated measles at outpatient department 

 Severe complicated measles at hospitals 

 

General management principles 
 

 Treat all the children in the family and family all other susceptible 

members 

 Treat multiple complications at the same time 

 Anticipate complications  

 Act fast as possible to treat the eye lesions 
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5.3.2. Management of complicated and severe complicated measles in hospitals 

 

 Even in industrialized countries, around 10% of cases can be expected to develop 

complications of measles; in severe outbreaks in developed countries, this proportion 

will be higher and some children may have several complications. 

 At least three-quarters of cases in developing countries can be expected to have at 

least one complication and some may have multiple systems involvement. 

 

              

 

 

 

 

 

 Safe arrival. 
 Children with severe complicated measles (especially those with danger signs) should 

be treated in hospital. For the peripheral health worker, the most important action is to 

ensure the child arrives at the hospital as quickly as possible and in the best possible 

condition. This means starting urgent treatment before sending the mother and child to 

hospital (e.g. starting rehydration, giving the first dose of vitamin A or the first dose of 

antibiotic). 

 General management principles. 
It is not possible to deal with the hospital treatment of all the severe complications of 

measles. A few important points are mentioned below. 

 Measles is a highly infectious disease and spreads rapidly amongst 

children who have not had the disease and amongst those who have not 

been immunized against measles. 

 Do not leave the children in public waiting area with fever and rash 

suspected of having measles. If possible, provide a special isolation room 

for them. 

 Isolate children admitted to hospital with measles for at least 4 days after 

the rash appears. This will limit the spread of the measles virus. Isolation 

should be as effective as resources permit. Ideally measles patients should 

be kept in their own ward away from other patients. 

 Isolate malnourished and immuno-compromised children with measles 

during the whole illness, since they may excrete the virus for a long time. 

 Immunize with measles vaccine all children from 6 months of age who 

are admitted to hospital. For children receiving a dose before 9 months, it 

is essential that a second dose be given as soon after 9 months of age as 

possible. 

5.3.2.1.Management of Pneumonia  

 

Assessment 

A child has pneumonia if there is cough and rapid breathing (40 breaths or more per 

minute in a child aged more than one year, or 50 breaths or more per minute in a child 

aged less than one year). 

 

Treatment 

Give an antibiotic, either ampicillin, amoxicillin, cotrimoxazole or, if these are not 

available, procaine penicillin for 5 days.  

Hospital care of severe complicated cases 
Take care of safe arrival 

Follow general management principles 

Treat pneumonia 

Treat croup 
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Table 7: Recommended drugs for measles complicated Pneumonia management
1  

 

Drug and formulation 

Age in years 

Doses per day 
<1 1-3 >3 

Weight in Kg 

6-9 10-14 >14 

Paracetamol 
100mg tabs 
500mg tabs 

1 
¼ 

1 
¼ 
 

1 ½ 

¼ 

 

4 
4 

Ampicillin 
250mg tabs 

250mg/5ml syr 
½ 

2.5ml 
½ 

5ml 
1 

5ml 
4 
4 

Amoxicillin 
250mg tabs 

125mg/5ml Syr 
½ 

5ml 
½ 

10ml 
1 

10ml 
3 
3 

Co-trimoxazole 
Adult tab 

Paed. Tab 
Paed. Syr 

½ 
2 

5ml 

½ 
3 

7.5ml 

1 
3 

7.5ml 

2 
2 
2 

Chloramphenicol 
250mg caps 

125mg/5ml Syr 
- 

8ml 
1 

12ml 
1 

15ml 
4 
4 

Cloxacillin 
250mg caps 

125mg/5ml Syr 
- 

5ml 
1 

7.5ml 
1 

10ml 
4 
4 

 

The child should return for reassessment in 2 days or sooner if the condition worsens. 

Antibiotics should be given by intramuscular or intravenous injection. Give oxygen, if 

available, to all children who are hospitalized with very severe pneumonia (cyanosis, 

unable to drink). If wheezing is a problem, give salbutamol. 

 
5.3.2.2.Management of Croup 

 
Assessment 

Croup is caused by an infection of the voice box and windpipe, and in children with 

measles it may be: 

Mild croup – Means noisy in-breathing (stridor) only when the child is crying, a fever, 

hoarse voice, and a barking or hacking cough. 

Severe croup – means stridor even when the child is quiet. There is frequently rapid 

breathing and chest in-drawing and the child is distressed by his/her condition. 

Bacterial croup- Presents as stridor, high fever and thick green sputum.  

This type of croup is much less common than "mild" and severe" croup 

 

Treatment 

A child with mild croup and no distress may be managed as an outpatient and reassessed 

in two days or sooner if the condition worsens. Whenever feasible, all other children 

with measles-associated croup should be admitted to hospital. Give a soothing cough 

remedy. Children with bacterial croup should be treated with chloramphenicol. 

In severe cases airways intervention (intubation or surgical tracheotomy) may be needed. 

Nebulized adrenaline may be used as an alternative. If bacterial croup is suspected, give 

chloramphenicol. 
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5.3.2.3. Management of ear problems: 

Assessment 

There are three complications of measles related to the ear: 

• Acute ear infection (acute otitis media) - fever, earache, discharge from the ear 

for less than 14 days or a red bulging drum on examination of the ear. 

• Chronic ear infection (chronic otitis media) - pus discharging from the ear for 

14 days or more. 

• Mastoiditis - fever and a painful swelling of the bone behind the ear. 

 

Treatment 

For acute ear infection give an antibiotic (cotrimoxazole or ampicillin) for 7 days and if 

there is a discharge, clean the affected ear(s) at least twice a day with cotton wool or a 

wick of clean cloth. For chronic ear infection, only dry the ear(s) with a clean cloth. 

Children with mastoiditis must be referred to hospital immediately. 

 

5.3.2.4. Treating Eye problems: 

 

Vitamin A deficiency and eye damage 

Recognition 

 Night blindness -the child has difficulty in seeing in reduced light intensity e.g. at 

night or in twilight 

  Bitôt spots - foamy white plaques on the conjunctiva 

 Conjunctival and corneal dryness (xerosis) 

 Corneal clouding 

 Corneal ulceration. 

Treatment 

If there are signs of corneal clouding, refer the child to hospital. 

If this is not possible then: 

- Give the child two doses of vitamin A on successive days  

- Give a third dose 2-4 weeks later 

-Use tetracycline eye ointment, three times a day for 7 days 

- Apply a protective eye pad; an eye pad over a closed eye promotes healing of the 

cornea 

- Advise the mother to return in 2 days; if there is no improvement; refer to a specialist 

eye worker. 

Vitamin A supplementation 

In vitamin A deficiency areas, a measles outbreak may provide an important opportunity 

to administer vitamin A supplementation to all children whose age puts them at risk of 

measles, whether they have been immunized or not.  

 

Table7: Recommended Vitamin A Schedule for measles treatment 

AGE IMMEDIATELY 

ON DIAGNOSIS 

NEXT DAY 

Infants <6 months  50 000 IU 50 000 IU  

Infants 6-11 months 100 000 IU 100 000 IU 

Children 12 months plus 200 000 IU   200 000 IU   
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Eye infections: conjunctivitis, keratitis and other corneal damage 

Assessment 

 Conjunctivitis. Inflammation of the conjunctiva is seen in the early stages of 

measles. The child has red, watery eyes. If there is secondary bacterial infection, 

the eyelids will be sticky (to the extent that the child may not be able to open the 

eyes), or pus will collect at the corners of the eyes. 

  Keratitis. Measles virus in the cornea causes irritation of the eyes and a dislike 

for bright light (photophobia).  

 Other corneal damage. Corneal damage with scarring may result in blindness. 

The causes of corneal damage include: 

- Measles virus infection 

- Vitamin A deficiency 

- Secondary herpes simplex or bacterial infection 

- A chemical conjunctivitis resulting from harmful eye practices such as 

application of topical herbal remedies. 

Treatment 

 If there is a clear watery discharge, no specific therapy is needed 

  If there is pus discharge in the eyes, clean the eyes with clean water using cotton 

wool boiled in water and cooled, or a clean cloth. Apply tetracycline eye 

ointment three times a day for 7 days. NEVER use steroid ointment to treat eye 

disease associated with measles 

5.4. Additional information on measles case management 

Use of post exposure prophylaxis dose of Immunoglobulin 
Live measles vaccine provides permanent protection and may prevent disease if given 

within 72 hours of exposure. Immune globulin (IG) may prevent or modify disease and 

provide temporary protection if given within 6 days of exposure. The dose is 0.25 ml/kg 

body weight, with a maximum of 15 ml intramuscularly. The recommended dose of IG 

for immune compromised persons is 0.5mL/kg of body weight (maximum 15 ml) 

intramuscularly. IG may be especially indicated for susceptible household contacts of 

measles patients, particularly contacts younger than 1 year of age (for whom the risk of 

complications is highest). If the child is 12 months of age or older, live measles vaccine 

should be given about 5 months later when the passive measles antibodies have waned. 

Immunoglobulin should not be used to control measles outbreaks. 
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6. Prevention of spread of measles at household and 

community levels 
 

The best way to prevent measles infection is to have better immunization (Routine, 

Emergency and SIAs) coverage by creating a demand for vaccine and giving the vaccine 

for all the children at recommended ages  

 

Once a measles outbreak starts; it may affect all the susceptible personals. As the 

infected person starts to spread the virus even 4days before the signs and symptoms; it’s 

difficult to prevent the spread from the cases but if we practice proper isolation at 

household and community level with improved hand washing habits; chance of spread 

can be reduced. For that, we have to draw a well planned risk communication strategy 

and precisely choose the communication modes and messages. 

 

Risk communication 

 

Risk communication is a critical tool for effective management of public health 

emergencies. When the public is at risk of a real or potential health threat, treatment 

options may be limited, direct interventions may take time to organize and resources may 

be few. Communicating advice and guidance for the community is often the most 

important public health tool to manage the risk. 

 

The five key principles of WHO Outbreak (Risk) Communication Guidelines
15

 
 

Trust – any information needed by the at-risk groups to encourage behavior that could 

minimize risk should be proactively released by authorities in a timely and accessible 

manner. 

Announce early – proactive communication of a real or potential health risk is crucial in 

alerting those affected. 

Transparency – maintaining the public's trust throughout a public health emergency 

requires ongoing transparency, including timely and complete information of a real or 

potential risk and its management. 

Listening – understanding the public's risk perception, views and concerns is crucial to 

effective communication and the broader emergency management it supports. Without 

knowing how people understand and perceive a given risk and what their existing beliefs 

and practices are, decisions and required behavior changes necessary to protect health 

may not occur and societal or economic disruption may be more severe. 

Planning – public communication represents an enormous challenge for any public 

health authority and therefore demands sound planning, in advance. Planning is an 

important principle, but more importantly, it must translate into action.   

 

Generally make community awareness through appropriate media on the following 

messages and practices 

 Measles is a highly contagious disease, that could seriously affect children 

 Proper immunization (with two doses) is the safest mode for prevention  

 Once there is a measles case at home; isolate the case from all the susceptible 

members (Who did not had measles vaccine or measles disease in the past) of the 

household and reduce movement of members of the family as well 

 Prevent susceptible visitors to the house 
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 Avoid susceptible contacts going to school or any other common place 

 Request patients and susceptible contacts to wear a protective cover/cloth around 

nose and mouth or wear a mask 

 Follow proper hand washing procedures after handling the patient or any articles 

used by the patient  

 

 Proper hand washing procedures 

 

 
 

Figure: 6.  Seven Steps of hand wash 

 
 

 

 

 

 

 Wash your hands after handling a measles patient and the articles used by 
him/her 

 Always use clean water for washing your hands 

 Wet and wash your hands with clean water 

 Then always use soap or any locally accepted relevant detergent agent to 
enhance the effect of hand washing 

 Thoroughly apply the hand washing agent to all the surface of hand 

 Scrub all the surfaces, particularly tips, webs and mid palm using the other 
hand or using locally available and clean scrubs/brush 

 Thoroughly wash your hands again with clean water and dry up with a clean 
and dry towel/cloth or let it to dry under air  

 

 

http://www.bestfreeicons.com/p12347-apps-kcontrol-icon.html
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7. Coordination and Management of epidemics  
 

Management and coordination structures and governance of epidemic control 
 

Under the current coordination system in Afghanistan; outbreaks or epidemics within the 

provinces could be managed by provincial emergency response and preparedness 

committee. The organizational structure of national, provincial and field level epidemic 

control task force is described here with two way communication (command and 

feedback) channels; to prevent duplications during epidemics. 

Figure7. 

 
 

Legend:     = Command    = Feedback 

 

Current members of the National and Provincial emergency response committee, and 

Outbreak investigation and early response team are summarized in table 6. 
  Position National emergency 

response and 

preparedness commission 

Provincial emergency response 

and preparedness committee 

Outbreak investigation 

and early response team 

Chairman Deputy minister of health Director of Provincial Health 

Department  

DEWS/ CDC officer, EPI 

officer 

Committee 

members 

EPRdirectorate Provincial DEWS officer or 

CDC officer and EPI 

officer/AFP surveillance officer 

One Medical doctor from 

the health facility 

(MOPH/BPHS NGO) 

Director of DEWS NGOs (BPHS implementers) One Nurse from HF 

(MOPH/BPHS NGO) 

Preventive medicine 

directorate 

UNICEF One Lab technician 

Curative medicine 

directorate 

WHO (regional health 

coordinator, regional health 

cluster coordinator or provincial 

polio officer) 

 

WHO/UNICEF and 

NGOs 

ARCS   

RRD and other related 

ministries 

RRD and other related 

directorate 

 

Field level 

Provincial level 

National level National  emergency 
preparedness and 

response committee  

Provincial emergency 
response committee 

Outbreak 
investigation and 

early response 
team 

Health facility team 

Outbreak 
investigation and 

early response 
team 

Health facility team 
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 Annex I- Roles and responsibilities of different stakeholders at different levels  

 

Major steps for planning and response of an epidemic 

 
 

Table 7: Sample emergency response committee management response matrix  

Problems 

identified 

Recommendations 

of the  

Rapid assessment   

EPR’s 

comments/ 

amendments  

Action 

to be 

taken  

Responsible 

person/unit  

Resources 

needed 

and 

provided  

Time 

frame  

Status  

Problem 

1 

       

Problem 

2 

       

Problem 

3 

       

 

 Communicate the updates and outcome of the epidemic control activities to the 

higher authorities and the public through appropriate channels 

 

 

 

 

 

1 
• Rapid assessment, investigation and reporting by the outbreak 

investigation and early response team 

• Confirm the outbreak/epidemic and it should be declared by MOPH 

• Analyze, Identify and prioritize necessary interventions 

 

2 

 

 

• Reinforce the response team with necessary, leadership, HR with specific 
TORs and supplies (Adequate prepositioning of supplies for vaccination 
and treatment of complicated cases . E.g.. Vaccine, specimen collection 
equipment ,oxygen and other necessary antibiotics of choice) and 
logistic support 

 

3 
• Implement vaccination to the susceptible close contacts within 72 hours 

with Vitamin A supplementation and enhance the surveillance activity 
with close monitoring of susceptible contacts 

• Expand the vaccination as Supplementary Immunization Activity (SIA) 
according to the extent of spread 

4 
• Regular review of interventions and outcome (preferably weekly for 

Measles epidemic control) with the help of an updated response matrix 

http://www.google.com/imgres?imgurl=https://fedorahosted.org/echo-icon-theme/attachment/wiki/Guidelines/OnTheTablePerspective/go-forward-depth.png?format=raw&imgrefurl=https://fedorahosted.org/echo-icon-theme/wiki/Guidelines/OnTheTablePerspective&usg=__BkzT3InG-jh4U59fy-WfVu4eOP4=&h=494&w=499&sz=14&hl=en&start=13&zoom=1&tbnid=sbnQQVjYbzRXFM:&tbnh=129&tbnw=130&ei=3YKaTvGJE4WK4gTfpbSkBA&prev=/images?q=go+to+icon&hl=en&sa=G&tbm=isch&itbs=1
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8.  Post epidemic activities  
 

Continuation of enhanced surveillance and health awareness activities 

 

It’s mandatory to continue the daily enhanced surveillance until complete control of 

epidemic that means there were no cases reported by the enhanced surveillance system 

for more than the maximum incubation period of measles (18 to 21 days)  

 

The health awareness creating teams should continue to make awareness among the 

community on vaccination, isolation and hand washing. Particularly there should be a 

regular annual measles prevention campaign at least one month prior to each winter 

season.   

 

 

Actions to be taken from the lessons learned 

 

Once the epidemic is under control we have to review all our activities under each 

management level and consolidate information about constrains faced by our teams and 

gaps they observed at the field level. 

 

The constrains and gaps should be thoroughly discussed by technical teams and means of 

preventing such constrains and filling the gaps should be identified and recommendation 

to be given to the appropriate authorities dealing with such epidemics in future 

 

The gaps and weakness of resources should be identified and capacity building programs 

should be prioritized to successfully face epidemics in future   

 

The lessons learned could be used to establish a better epidemic control mechanism in 

country as well as in countries under similar context 

 

The identified gaps and recommendations could be used to bring the focus of the donors 

towards the practical constrains and gaps and plan a better epidemic control mechanism 

in future 

    
Long term plans should be developed from the lessons learned, particularly to improve 

healthy living standards in measles epidemic prone areas.  

 

Review the routine immunization program and SIA and recommendations to be made to 

strengthen the current vaccination program based on cost effectiveness 

 

During policy revision; priority should be given to maintaining immunization coverage 

at greater than 95% in all communities. Review should particularly focus on the 

identification of high risk populations (vulnerability assessment) and decide on 

appropriate activities to immunize those populations 

  
Continue with regular evaluations and strengthen routine surveillance, vaccination and 

case management capacity at all levels.  

 

 



Operational guideline for Measles epidemic response   In Afghanistan  Page 36 

 

Annex A: Glossary 

 

age specific attack rate  The proportion of an age group in a study population that 

experiences the outcome under study over a given period 

Alert threshold A pre-determined number of reported cases or a reported 

incidence rate of a disease, above which the situation is 

defined as an alert. It can be differ depending on the 

context of the disease burden of the location  

altered consciousness  the state of disturbed conscious that could be observed with 

abnormal drowsiness/ sleepiness and behavioral 

abnormalities 

Angulo-Stomatitis inflammation of the mucous membrane of the mouth 

particularly observed at the angle of the mouth 

Asymptomatic producing or showing no symptoms
16

 

Attack rate The proportion of a group that experiences the outcome 

under study over a given period
17

 

Basic reproductive rate Number of cases reproduced by a single  infected person or 

case in a susceptible population 

Case definition A set of criteria (not necessarily diagnostic criteria) that 

must be 

fulfilled in order to identify a person as representing a case 

of a particular disease 

Case fatality rate The proportion of cases of a specified condition those are 

fatal within a specified time. 
CFR = Number of deaths from a disease (in a given period) X 100 (%)                            

Number of diagnosed cases of that disease (in the same period) 

 

centralized oxygen supply Oxygen supplied in patient care units of the hospitals 

through a central system with controllable outlets on the 

wall  

clustering  A closely grouped series of events or cases of a disease or 

other health-related phenomena with well defined 

distribution patterns in relation to time or place or both 

Complex emergency situations of war or civil strife affecting large civilian 

populations with 

food shortages and population displacement, resulting in 

excess mortality and morbidity
18

 

Contagious A disease spread by direct or indirect contact of people or 

organisms 

Contracted out Arrange for work to be done by another organization. 

Croup Inflammation of the larynx and trachea in children, 

associated with infection and causing breathing difficulties 

Dyspnoea Labored or difficult breathing. 

Encephalitis Inflammation of the brain. 

Endemic disease The constant presence of a disease or infectious agent 

within a given 

geographic area or population group 

Epidemic The occurrence of an illness or cases, specific health-

related behavior, or other health-related events in a 
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community or region of  

clearly in excess of normal expectancy 

epidemiology The study of the occurrence and distribution of health-

related states or events in specified populations, including 

the study of the determinants influencing such states, and 

the application of this knowledge to control the health 

problems 

Herd immunity The immunity of a group or community. The resistance of a 

group to invasion and spread of an infectious agent, based 

on the resistance to infection of a high proportion of 

individual members of the group 

immuno-compromised  Having an impaired immune system. 

Incidence The number of instances of illness commencing, or of 

persons falling ill, 

during a given period in a specified population 

incidence rate  The rate at which new events occur in a population. The 

numerator is the number of new events that occur in a 

defined period or other physical span 

Incubation period The time interval between invasion by an infectious agent 

and appearance of the first sign or symptom of the disease 

in question 

index case  The first case in a family or other defined group to come to 

the attention of the investigator 

Infectivity The characteristic of the disease agent that embodies 

capability to enter, survive, and multiply in the host 

Informal information Facts from an informal source that have not been arranged 

and/or transformed to provide the basis for interpretation  

Laryngo-tracheo-bronchitis inflammation of the mucous membrane in larynx, trachea 

and bronchial tubes 

mechanized negative pressure 

ventilation  

A special ventilation system used for patient care units to 

maintain a negative pressure in the unit to prevent the 

infective organism spread out to the environment via the 

natural  air flow 

Morbidity A measure of a sickness measured by the number of 

affected person, the illnesses experienced by the persons 

and the duration of the illness 

Mortality numbers of deaths and/or rates by age, sex, cause, and 

sometimes other variables 

Myocarditis Inflammation of the muscular tissue of the heart. 

natural ventilation structures  Designed ventilation structure to maintain a better natural 

inlet and exhausting system of air into and out of a room     

neck stiffness a painful stiff feeling in the neck, disable the person to flex 

or bend the neck. 

Notifiable diseases A disease deemed of sufficient importance to the public 

health to require that its occurrence be reported to health 

authorities 

Outbreak An epidemic limited to localized increase in the incidence 

of a disease, e.g.in a village, town, or closed institution; 

Outbreak investigation The investigation procedure undertaken by trained staffs to 
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detect the persons,  time, place and source of the outbreak 

in order to implement an effective control mechanism  

outbreak threshold The outbreak threshold is a pre-determined number of 

reported measles cases or a reported incidence rate above 

which the situation is defined as an outbreak 

Pandemic An epidemic occurring worldwide or over a very wide area, 

crossing international 

boundaries, and usually affecting a large number of people 

Pneumo mediastinum the presence of air or gas in the cavity between 

membranous partition, especially that between both lungs 

(that covers the heart, esophagus, Major vessels of the 

heart)  and the chest wall, causing malfunction/failure of 

heart 

Pneumothorax the presence of air or gas in the cavity between the lungs 

and the chest wall, causing collapse of the lung 

Prevalence  A measure of disease occurence: the total number of 

individuals who have 

an attribute or disease at a particular time (it may be a 

particular period) divided by 

the population at risk of having the attribute or disease at 

that time or midway through 

the period 

secondary cases  The number of cases of an infection that occur among 

contacts within the incubation period following exposure to 

a primary case 

Sentinel surveillance Surveillance based on selected population samples chosen 

to represent the relevant experience of particular groups 

stridor a harsh vibrating noise when breathing, caused by 

obstruction of the larynx 

Subacute Sclerosing Panencephalitis 

(SSPE) 

A progressive disease involving damage to the sheaths of 

nerve cells in the brain and causing inflammation of the 

brain. 

Surveillance Systematic and continuous collection, analysis, and 

interpretation of data, closely integrated with the timely and 

coherent dissemination of the results and assessment to 

those who have the right to know so that action can be 

taken 

Surveillance focal point The person assigned to do the surveillance activity within 

an area or an institution 

susceptible persons A person with lack of resistance/ immunity to a disease 

Symptomatic treatment Observing and treating symptoms than a disease 

Tepid sponging wipe the body with soft cloth soaked in warm water  

Transmission Any mechanism by which an (infectious) agent is spread 

from a source or reservoir to another person 

Vene-puncture the puncture of a vein to withdraw a blood sample or for an 

intravenous injection 

Virulent  Extremely severe or harmful in its effects/ highly infective 

 ( particularly a pathogen, especially a virus)  
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Annex B: 

Calculation of measles vaccine target group from measles outbreak Adraskan(Jan 2012) 

 
1. Sample line listing data collected from Adraskan (There were 147 reported cases with relevant data, only 

13 of them are displayed here as an example) 

S/

N 

Provi

nce 

Distri

ct 

Villa

ge 
Name F.Name  

Age 

in 

Yea

rs 

Se

x 

Date of 

investiga

tion 

Dat

e of 

ons

et 

Vaccina

ted 

(Doses) 

Date 

sampl

e 

collect

ed 

Type 

of 

speci

men 

Date 

sent 

to 

lab 

Meas

les 

test 

result 

1 Herat 
Adras

kan 

Ali 

Ahma
d  

Noor 

Ahmad 

Mir 

Ahmad 
4 M 27-Jan-12 

20-

Jan
-12 

Zero 
27-

Jan-12 
Blood 

29-

Jan-
12 

NA  

2 Herat 
Adras

kan 

Ali 

Ahma
d  

Marya

m  
Atah 8 F 27-Jan-12 

22-

Jan
-12 

Zero 
27-

Jan-12 
serum   

29-

Jan-
12 

  

 NA 
 

3 Herat 
Adras
kan 

Ali 

Ahma

d  

Gul 
Afroz 

Ab.Wah
ab 

12 F 27-Jan-12 

20-

Jan

-12 

Zero 
27-

Jan-12 
serum   

29-

Jan-

12 
 NA 

4 Herat 
Adras
kan 

Ali 

Ahma

d  

Sanow
bar  

Fazl 
Ahmad 

7 F 27-Jan-12 

25-

Jan

-12 

Zero 
27-

Jan-12 
serum   

29-

Jan-

12 
 NA 

5 Herat 
Adras

kan 

Ali 
Ahma

d  

Timor Zaher 6 M 27-Jan-12 
24-
Jan

-12 

Zero 
27-

Jan-12 
serum   

29-
Jan-

12 
 NA 

6 Herat 
Adras

kan 

Ali 
Ahma

d  

Akbar 
Ab.Haki

m 
3 M 27-Jan-12 

22-
Jan

-12 

Zero 
27-

Jan-12 
serum   

29-
Jan-

12 
 NA 

7 Herat 
Adras

kan 

Abdar

an 

Ab.Rhi

m 

Ab.Haki

m 
2 M 27-Jan-12 

23-
Jan

-12 

Zero 
No 

sampl

e 

No 

sample 

No 
sam

ple 

  

8 Herat 
Adras

kan 

Abdar

an 

Nasir 

Ahmad 

Ahmad 

shah 
1.5 F 27-Jan-12 

22-

Jan
-12 

Zero 

No 

sampl
e 

No 

sample 

No 

sam
ple 

  

9 Herat 
Adras

kan 

Abdar

an 
Mansur Samie 3 M 27-Jan-12 

22-

Jan
-12 

Zero 

No 

sampl
e 

No 

sample 

No 

sam
ple 

  

10 Herat 
Adras
kan 

Abdar
an 

Ab.Sab
or 

Samie 4 M 27-Jan-12 

21-

Jan

-12 

Zero 

No 

sampl

e 

No 
sample 

No 

sam

ple 
  

11 Herat 
Adras
kan 

Abdar
an 

Sarajud
in 

Mola 
salam 

0.5 F 27-Jan-12 

21-

Jan

-12 

Zero 

No 

sampl

e 

No 
sample 

No 

sam

ple 
  

12 Herat 
Adras

kan 

Abdar

an 

Noorud

in  

Mola 

salam 
3 M 27-Jan-12 

18-
Jan

-12 

Zero 
No 

sampl

e 

No 

sample 

No 
sam

ple 
  

13 Herat 
Adras

kan 

Abdar

an 

Basmel

lah 

Rahmatu

llah 
1.5 M 27-Jan-12 

18-
Jan

-12 

Zero 
No 

sampl

e 

No 

sample 

No 
sam

ple 

  

 

From the age column the age distribution of the outbreak was calculated as follows 

  
Age specific attack rate among the reported cases = No. of reported cases of a specific age or age group X 100

       Number of total cases reported 
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Deciding the location of sub immunization activity 

 

SIA has to be planed after a quick and clear confirmation of date of onset of the first case from 

each location or village, timeline of continuing cases and the probable contact within any cases 

from neighboring villages etc.   

For example in Adrskan the first cases were reported as follows; 

 
 

Ali ahmed 
15th Jan 

Kaftari28th 
jan 

Abdaran18th 
Jan 

Malaki 30th 
Jan 

Dehwalan, Chah Namaksari, Naigung29th 
jan 

Age 
No. Of 

Cases 

Age 

specific 

attack rate  

Cumulative 

percentage 

1 12 8.16 8.16% 

1.5 6 4.08 12.24% 

2 21 14.29 26.53% 

3 19 12.93 39.46% 

4 12 8.16 47.62% 

5 15 10.20 57.82% 

6 15 10.20 68.02% 

7 15 10.20 78.22% 

8 7 4.76 82.98% 

9 2 1.36 84.34% 

10 5 3.40 87.74% 

11 2 1.36 89.10% 

12 3 2.04 91.14% 

13 1 0.68 91.72% 

14 1 0.68 92.40% 

18 1 0.68 93.08% 

20 1 0.68 93.76% 

22 1 0.68 94.44% 

24 3 2.04 96.48% 

25 1 0.68 97.16% 

26 2 1.36 98.52% 

36 2 1.36 99.88% 

Total 147 100% 100% in 

near 

decimal  

 If we have to have 95% 

coverage of population 

under risk, we have to 

vaccinate from age 1yr to 

22 years 

 But the age specific 

attack rate is less than 

1% among 13 to 22 year 

age groups. 

 So we can decide to 

vaccinate the children 

between 1 to 12 year of 

ages as apriority 

 In addition to this we 

may consider the 

previous history of 

outbreaks in the location 

and their age specific 

attack rates 
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While we check the date of onset of first case reported from first 3 villages; we can clearly see a direction 

of spread. Distance between first two villages are about 10 km and the 2
nd

 to third village is about 60km. 

In such situations we have to organize SIAs in the marked locations. Particularly considering the mixing 

up pattern, geography, access routes, transport facilities and township with public services.  
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Annex: C 

*Wastage Multiplication Factor (WMF) for vaccine and AD syringes is = 1.1  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Consumable supplies Norms 

Vaccine doses required = Target population X 1.1* 

Vaccine vials required = Vaccine doses / 10 (for 10 dose vials) 

Diluent vials required =  Vaccine vials required 

Auto disable syringes (ADS) required =  Target population X 1.1* 

Reconstitution syringes (5 ml) required =  Vaccine vials required 

Safety box = 1 per 100 syringes 

Waste bag  = 1per vaccinator 

Human resource  

Supervisor = 1 per three vaccination teams 

Vaccinator = 1 per 150 children 

Assistant (For registration, crowd control) = 1 per vaccinator 

Cold chain space and accessories   

For 200 doses of measles vaccine  1 liter of cold chain space needed for storage  

Cold chain space needed for the vaccine (in liter) Total vaccine doses/200 

For each 250 doses of diluent vials 1 liter of cold chain space needed for storage 

Cold chain space needed for the diluent (in liter) Total diluent doses/250 

Cold chain space required for an infant for all 
UIP/EPI vaccines  

55.5 cc per infant for all vaccines to be given per 
year 

Ice pack requirement 12 per vaccinator and 12 per supervisor 

Ice pack requirement per day 12 x No. of vaccinators + Supervisors 

Total ice pack required for the SIA(including 
freezing cycle) 

Daily ice pack requirement x 3  

Required Vaccine carriers 2 x vaccinators = Supervisors 

Stationary   

Marker Pens (To mark the child after vaccination) = 1 per 300 children 

Ball point pen 2 per vaccinator , 2 per supervisor 

Registration formats 8 per vaccinator, 10 per supervisor 

Vaccination cards 165 per vaccinator, 300 per super visor 

Sample calculation norms to be used in macro and micro-planning of SIA 
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Annex D1: Sample measles incidence chart 

 

 
 

 

Annex D2: Sample Alert notification form 

 

Date: ____________  Region_________________ Province_____________________

  

District _____________________Health 

Facility/camp_____________________________________ 

Name of focal point____________________________ Contact 

number______________________ 

 

 

 

 

 

0
1
2
3
4
5
6
7
8
9

10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31

N
u

m
b

e
r 

o
f 

ca
se

s 

Date 

Daily measles case chart 
Month________Year_______ 

No Name A

g

e 

S

e

x 

Address Complaints/sig

ns and 

symptoms 

Suspected 

disease 

Date 

of 

onset 

Outcome

* 

1         

2         

3         

4         

5         

6         
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Annex D3 

 

Sample line list of measles cases (Clinical) 

 

Province: _______________ District: ______________Village: _____________ 

 

Estimated population_____________ Informant: _________________________  

 

Nearest health facility______________________ 

 
No Full 

Name 

age sex address Symptoms 

and signs 

Date 

of 

onset 

Date of 

Sample 

collection 

& result  

Treatment 

given, 

vaccination 

history 

history 

of close 

contact 

or travel 

or 

source
*
 

Outcome
†
 

S/C/R/D 

If died;  

Date of 

death 

            

            

            

            

            

            

            

            

            

            

            

            

            

            

            

            

            

            

            

            

 

 

 

 

 

 

 

 

                                                 
*
 Any relevant case/contact/travel history or other sources  suggested by the informant 

†
 Sick/developed Complications/Recovered/Died 
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Annex D4: DEWS Weekly reporting format  

Surveillance  

 

 

Province Name/Code:                                 District Name/Code:                                        

 

Town/Village/Camp:                       Facility Name/Code:                      NGO/Donor:                     

 

Epidemiological Week___ from Saturday: _____/_____/2011 to Friday_____/_____/2011 

 

Submission Date:___/____/____ Contact’s     Name & phone #:………… 

Events Under Surveillance 

Male/Less than 5 

years old 

Female/Less 

than 5 years old 

Male/ 5 years 

old and over 

Female/ 5 years 

old and over 

Cases Deaths Cases Deaths 
Cases Deaths Cases Death

s 

1 ARI- Cough and cold         

2 ARI- Pneumonia         

3 Acute Diarrhoea         

4 Bloody Diarrhoea         

5 AWD w Dehydration         

6 
Suspected Meningitis 

(SIC) 
    

    

7 
Susp. Acute Viral 

Hepatitis 
    

    

8 Suspected Measles         

9 Suspected Pertussis         

10 Probable Diphtheria         

11 
Tetanus/ Neonatal 

Tetanus 
    

    

12 Acute Flaccid Paralysis         

13 Suspected Malaria         

14 
Suspected Typhoid 

Fever 
    

    

15 
Susp. Hemorrhagic 

Fever 
    

    

16 
Pregnancy-related 

deaths 
    

    

 DEWS Disease         

TOTAL New Clients/ 

Deaths 
    

    

 Please include only those cases that were examined / admitted during the surveillance 

week and deaths that occurred during the surveillance week.  Each case should be 

counted only once. 

 Write “0” (zero) if you had no case or death of any of the Health Events listed in the 

form.  

Surveillance Reporting Form for Morbidity (Diseases) and Mortality (death) 

Bring to PHD office on every Saturday 
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 Deaths should be reported only under “Deaths”, NOT under “Cases”, and please fill the 

following table for each reported death.  

Investigate with history and lab specimen single cases of suspected avian influenza, measles, 

measles, pertussis, diphtheria, AFP, meningitis and hemorrhagic fever and search for other 

cases.  Similarly, investigate clusters of pneumonia, bloody diarrhea, hepatitis, malaria, and 

typhoid and increasing trends of ARI and diarrhea 

 

Annex E:  

 

Sample collection, storage and shipment specimens for measles diagnosis guidelines
8 

 

NB: As Afghanistan is declared to be in elimination phase, at least 80% of cases should be 

investigated with laboratory samples  

 
 

 

1.1.Collection of blood specimens for IgM serology from a single case 

Timing 

The correct timing of specimens with respect to the clinical signs is important for interpreting 

results and arriving at an accurate conclusion. While IgM ELISA tests are more sensitive 

between day 3 and 28 after rash onset, a single serum obtained at the first contact with the 

health care system, regardless of which day following the rash onset it is, is considered 

adequate for measles surveillance. 

S.N. Name Age Sex Cause Residence/ Address 

1      

2      

3      
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Collection procedures: 

 Collect 5 ml blood by venepuncture into a sterile tube labeled with patient identification 

and collection date 

 Whole blood should be centrifuged at 1000xg for 10 minutes to separate the serum 

 Blood can be stored at 4-8 
0
C for up to 24 hours before the serum is separated 

 Do not freeze whole blood 

 If there is no centrifuge, blood should kept at room temperature (4-300C) until 

 there is complete retraction of the clot from the serum 

 Carefully remove the serum, avoiding extracting red cells, and transfer aseptically to a 

sterile labelled vial 

 Store serum at 4-8 
0
C until it is ready for shipment. The serum can be stored in 

refrigeration for a maximum period of 7 days. Serum must be frozen at –200C if it is 

going to be stored for longer periods 

 Fill in case investigation forms completely with all three following necessary dates 

 Date of last measles vaccination 

 Date of rash onset 

 Date of collection of sample. 

 

1.2. Second blood sample 

 

 A second sample may occasionally be required under the following circumstances: 

 If the first sample submitted for IgM was collected within 3 days of rash onset and is 

negative on ELISA then the laboratory may request a second sample for repeat IgM 

testing, given the probability of false negatives in early samples  

 If the measles IgM capture ELISA gives an equivocal result 

 If the clinician needs to make a definitive diagnosis on an individual patient had an initial 

negative result. 

 

Timing 

A second sample for IgM testing may be collected anytime between 3 and 28 days after 

rash onset. Collection of a second sample 10 - 20 days after the first will permit the 

laboratory to test for an increase in IgG antibody level, as well as re-testing for IgM. 

However, this is not recommended on a regular basis since additional information 

obtained will be limited. 

 

1.3.Collecting samples for Viral Isolation  

Currently the samples are not collected for virus isolation in Afghanistan but as Afghanistan has 

been declared to be in the phase of elimination; viral isolation facilities has to be established in 

the future to identify the virus type and modification of interventions.   

 

1.3.1 Urine for virus isolation 

Ten to fifty milliliter samples are adequate, collected within 7 days of rash onset. 

Early morning specimens are preferable. Urine samples are the most convenient specimen to 

collect in field conditions. 

 

Collection procedures 

 Urine must be collected into a sterile container 

 The sample must be placed at 4 -8 
0 

C prior to centrifugation 

 Centrifugation must be done within a few hours 
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1.3.2.  Nasopharyngeal specimens for virus isolation 

Nasopharyngeal specimens for virus isolation: 

 Must be collected as soon as possible after onset and not longer than 7 days after the 

appearance of the rash, when the virus is present in high concentration. 

 Must be placed in viral transport medium 

 Must be refrigerated (4-8 
0 

C) and transported to the laboratory within 48 hours. 

 

Collection procedures 

Nasopharyngeal specimens can be taken as follows, in order of higher yield of virus: 

 Aspiration: nasal aspirates collected by introducing a few milliliters of sterile saline into 

the nose with a syringe fitted with fine rubber tubing and collecting the fluid into a 

screw-capped centrifuge tube containing viral transport medium 

 Lavage: throat washes obtained by gargling with a small volume of sterile saline and 

collecting the fluid into viral transport medium. 

 Swabbing: nasopharyngeal swabs obtained by firmly rubbing the nasopharyngeal 

passage and throat with sterile cotton swabs to dislodge epithelial cells. The swabs are 

then placed in sterile viral transport medium (or Gelatron isotonic saline solution) in 

labeled screw capped tubes, refrigerated and transported to the laboratory on wet ice (4
0
– 

8 
0
C) within 48 hours. 

 

1.3.3.  Lymphocytes for virus isolation 

Measles virus is present in peripheral blood lymphocytes in the early stages of the disease, 

especially within the first 72 hours. 

Collection procedure 

A five to ten ml volume of blood is drawn by venepuncture into a heparinized tube which is 

immediately and gently inverted several times to prevent clotting. Heparinized blood must be 

transported immediately to the laboratory at 4-80C for lymphocyte separation and culture. 

The laboratory and the epidemiologists must agree in advance on the number, type and locations 

most appropriate for the collection of samples for virus isolation. Ideally, samples for virus 

isolation should be collected simultaneously with the blood samples for serological diagnosis 

and confirmation of measles virus as the cause of the outbreak. Each type of sample has 

different requirements, and decisions on types of samples will depend on the local resources and 

facilities for transport and storage. 

Because virus isolation is more likely when specimens are collected within 3 days of rash onset, 

collection of specimens for virus isolation should not be delayed until laboratory confirmation 

has been obtained. 

 

2. Specimen storage and transport 

 

2.1 Blood for antibody detection 

Storage of specimens outside the laboratory: 

 Whole blood may be held at refrigerator temperatures (4 – 8 
0
C) if it can be transported 

to arrive at the testing laboratory within 24 hours. 

 If this is not possible, the tube must be centrifuged to separate the serum, which is 

transferred to a sterile, labeled screw-capped tube for transport to the laboratory. 

 Sterile serum must be shipped on wet ice within 48 hours, or stored at 4-8 
0
 C for a 

maximum period of 7 days 

 For longer periods, sera must be frozen at -20 
0
 C and transported to the testing 

laboratory on frozen ice packs.  
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 Repeated freezing and thawing can have detrimental effects on the stability of IgM 

antibodies. 

Shipment of Specimens: 

 Specimens must be shipped to the laboratory as soon as possible. Do not wait to collect 

additional specimens before shipping. 

 Place specimens in zip lock or plastic bags 

 Use Styrofoam boxes or a thermos flask 

 Place specimen form and investigation form in plastic bag and tape it to inner top of 

Styrofoam box. 

 
and along the sides, place samples in the centre, then place more ice packs on top. 

 Arrange shipping date 

 When arrangements are finalized, inform receiver of time and manner of transport. 

 

Storage of specimens in the laboratory: 

At the testing laboratories, sera must be stored frozen at -20 
0
 C. 

 

2.2 Nasopharyngeal specimens 

 These must be transported in viral transport medium* and shipped on wet ice 

 (4 to 8 
0
 C) to arrive at the testing laboratory within 48 hours 

 If arrangements cannot be made for rapid shipment; swabs must be shaken in the 

medium to elude the cells, and then removed. 

 The medium or nasal aspirate is then centrifuged at 2500xg for 15 minutes at 4 
0
 C and 

the resulting pellet re-suspended in cell culture medium. 

 The suspended pellet and the supernatant are stored separately at -70 
0
C and shipped to 

the testing laboratory on dry ice (-700C) 

*If viral transport medium is not available, Gelatron isotonic saline solution, tissue culture 

medium or phosphate buffered saline may be used. 

 

2.3 Urine samples 

 Whole urine samples may be shipped in well-sealed containers at 4 
0
C but centrifugation 

within 24 hours after collection is preferable. 

 Centrifugation must be done at 2500xg for 15 minutes at 4 
0
C 

 The supernatant must be discarded and the sediment re-suspended in 1 milliliter of viral 

transport medium or tissue culture medium 

 The re-suspended pellet may be stored at 4 
0
C and shipped within 48 hours or it may be 

frozen at -70 
0
 C in freezing medium and shipped on dry ice (-70 

0
 C) to the appropriate 

measles laboratory. 

3 Specimen referral data 

A case investigation form must be completed for each suspected measles case investigated. A 

separate laboratory request form must be completed at the time of specimen collection and 

accompany all specimens sent to the laboratory. The laboratory request form should include the 

following data: 

 Patient identification data (unique IDCODE, name, place of residence, age) 

 Basic clinical information (date of onset of rash, does the patient fulfill the case 

definition) 

 Immunization history (number of doses of measles containing vaccine, date of last dose) 

 Date of collection and type of specimen (date sent to the lab, date of arrival, date of 

results) 
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Annex F: Surveillance focal points by Regions, Provinces and Districts (To be updated) 

 

 

Name  Post Title  Provinces District  Contact No E-Mail Address 

1 Dr. Bashir Noormal  
General Director 
APHI Kabul  Kabul  700281134 noormalb@yahoo.com  

2 Dr. Mir Ismal Sayed  

Surveillance DEWS 

Dirctor Kabul  Kabul  700290955 km_islam2001@yahoo.com  

3 Dr. Naqibullah Ziar 

Deputy. Surveillance 

Direct Kabul  Kabul  799001491 nziarhaleem@gmail.com  

4 Mr. M.Ershad Bayani Data Manager  Kabul  Kabul  799226429 ershadbayani@yahoo.com  

5 Ms. Rashida Bano  

Epidemiologist/TO 

DEWS  Kabul  Poli-e-Charkhi 708811856 banor@afg.emro.who.int 

6 Dr. Ahmad Farid Ghiasi 
National Technical 
Officer  Kabul  Poli-e-Charkhi 700602174 ghiasia@afg.emro.who.int 

7 Dr. Nawid 'Musarat' 

Regional DEWS 

Officer Kabul Kabul 799413160 nawidmusarat@gmail.com  

8 Dr.Aimal Alkozai 
Regional DEWS 
Officer Nangarhar Jalalabad 700606303 aimal.alkozai@gmail.com 

9 
Dr. Naeem 

Regional DEWS 

Officer 
Balkh  Mazar 789469 627   

10 Dr. Aminullah 

Provincial DEWS 

Assistant 
Balkh  Mazar 786720019 

  

11 

Dr Mohd Sarwar Firozi 
 

 

RegionalDEWS 

Officer KDH Shar e Naw 703009008 sarwarfirozi@gmail.com 

12 Dr. Zarif Ahmad Akbaryan 

Regional DEWS 

Officer Hirat Herat City     

13 Dr.M.Afzal Khosti 
Regional DEWS 
Officer Paktia Gardiz City 700933102   

 

 

 

 

 

 

 

 

 

 

 

 

 

mailto:noormalb@yahoo.com
mailto:km_islam2001@yahoo.com
mailto:nziarhaleem@gmail.com
mailto:ershadbayani@yahoo.com
mailto:banor@afg.emro.who.int
mailto:ghiasia@afg.emro.who.int
mailto:nawidmusarat@gmail.com
mailto:aimal.alkozai@gmail.com
mailto:sarwarfirozi@gmail.com
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Annex G: Sample measles case investigation form  
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Annex H: Sample case investigation form (general) 

 

For case/cluster investigation 

 

Province: Date/time of first report: 

Who Reported? 

District: 

 

Date of investigation: 

Village/town: 

 

Distance from Center of Province: 

Name of the nearest health facility: Total population of the area: 

 

Number at risk: 

Name of the team leader: 

 

Telephone number:  

DPTHH coverage of the area: 

OPV3 coverage: 

Measles Coverage of the area: 

 

Health event/suspected disease 

(tick one box only) 

Symptoms and signs 

(several boxes can be ticked) 

□ Acute diarrhoea 

□ Acute bloody diarrhoea 

□ Suspected measles 

□ Suspected measles 

□ Suspected rubella 

□ Suspected pertussis 

□ Suspected diphtheria 

□ Suspected meningitis 

□ Acute lower respiratory infection 

□ Acute jaundice syndrome 

□ Hepatitis 

□ Acute hemorrhagic fever syndrome 

□ Acute flaccid paralysis (suspected 

poliomyelitis) 

□ Suspected malaria 

□ Adult tetanus 

□ Typhoid fever 

□ Unexplained fever 

□ Unexplained cluster of health events 

□ Other (specify): ________________ 

_____________________________ 

Team Members: 

□ 3 or more loose stools per 24 hours 

□ loose stools with blood 

□ fever 

□ rash 

□ other skin lesion 

□ cough 

□ vomiting 

□ yellow eyes and/or skin 

□ neck stiffness 

□ convulsions or seizures 

□ muscle weakness 

□ increased secretions (e.g. sweating or drooling) 

□ altered level of consciousness 

□ other (specify): ____________________ 

 

GPS 

Ev: 

N: 

L: 

Total number of cases reported: 

 

Total number of cases investigated: 

 

Total number of deaths reported: 

Response: 
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Surrounded Villages 

Name Direction Population 

   

   

   

   

   

   

   

☼ In case of town please mention the number of street and house 

(a) Age: by days (for newborn), months (for infants), and years   

(b) Sex: M for male; F for female;   

(c) Date (day/month/ year) 

 (d) Records using the following codes: I = currently ill, R = recovering or recovered, D = died, 

L = lost to follow-up, U = unknown. 

(e) Record using the following codes: B = blood, S = stool, C = cerebrospinal fluid, U = urine, R 

= respiratory specimen, O = other. 

Line list of suspected cases 

 

Province: _______________ District: ______________Village: _____________ 

Estimated population_____________ Informant: _________________________  

Nearest health facility______________________ 

No Full Name age sex Symptoms 

and signs 

Date 

of 

onset 

Treatment 

given/Vacci

nation 

history 

Past 

history of 

disease 

contact or 

source* 

Outcome

** 

If died; 

Date of 

death 

          

          

          

          

*= Any relevant case number or any other suspected source suggested by the informant 

**= Sick/Recovered/Died 

 

 

Information collected from the health facility registration books on the suspected disease  

 

 

Number of the cases this week 

 

Total  Death  

  

Number of the cases for the last week   

Number of the cases in the same week of 

the last year (☼) 
  

Average number of the cases for the last 3 

years 
  

☼ please mention if there was an outbreak of the disease in the same weeks of last year 
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             N 

 

              

Outbreak investigation (information recorded from the village’s graveyard visit) 

 

 

Number of the new children graves: 

 

Male  Female  Total  

   

Number of the new adult graves:    

Grand total      

 

Death cases confirmed by the village Mullah Imam in last 2 weeks 

 

Number of new children deaths: Male  Female  Total  

Number of the new adults deaths:    

Grand total     

Draw Map of the Area below: 
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Annex I: TORs of stakeholders before during and after epidemics 

 

Stakeholder  Responsibility 

Before epidemic During epidemic After epidemic 

Gov. Health 

department  

1. Develop an Epidemic 

preparedness plan and ensure 

all the resources(Money, man, 

Material and Management with 

regular pre seasonal review) are 

arranged from community to 

national level, 

2. Ensure >95% routine measles 

vaccination coverage in all the 

districts 

3. Ensure routine surveillance 

system is efficiently functional 

(train, implement and regularly 

M&E the process of 

notification, analysis, alert 

Investigation and outbreak 

control activities)  

4. Ensure adequate prepositioning 

of necessary emergency 

supplies according to the 

expected incidence 

5. Ensure existence and functional 

standard laboratory 

investigation net working 

6. Train all the clinicians on 

standard Case management and 

technical support  

1. Organize necessary 

Supplementary Immunization 

Activities as early as possible  

2. Efficiently manage the resources 

allocate and mobilize according 

to the priorities 

3. Ensure fully functional enhanced 

surveillance is in place in all 

affected areas and relevant areas 

under risk 

4. Ensure necessary supplies and 

buffer stocks are reached to the 

affected sites in time 

5. Ensure quick access to sample 

transport and feedback from 

laboratory are reached the field in 

time 

6. Review the case management 

issues and rectify accordingly and 

enhance the referral system as 

well  

 

 

1. Reorganize the resources 

and withdraw excess from 

the affected site or utilize 

them for long term 

sustainable solutions 

2. Continue routine 

vaccination  

3. Continue enhanced 

surveillance until 

complete control is 

observed 

4. Keep an emergency stock 

at risk locations and 

withdrew back the balance 

to the provincial stores 

5. Maintain a laboratory 

investigation data base for 

future reference 

6. Identify the practical 

issues faced by the 

clinical staff on case 

management and plan to 

rectify them in future 

7. Appreciate all the work 

forces and prepare them 

for future emergencies as 

well 

8. Evaluate the epidemic 

response and identify the 

gaps and utilize the 

findings to plan and 

prepare for future  

Gov. Education 

department 

1. Participate and contribute to 

emergency/epidemic 

preparedness planning 

2. Hygiene promotion through 

regular education system and 

special campaigns 

3. Ensure personal hygiene 

measures in the school 

1. Hygiene promotion campaigns in 

the school and surrounding 

community 

2. Close the primary schools during 

worse epidemics  

3. Volunteer service provision to the 

health facilities and community  

1. Continue the regular 

hygiene promotion and 

environmental health 

activities 

2. Participate and contribute 

in emergency/epidemic 

review and planning 

Gov. Housing and 

infrastructure 

development 

department 

1. Plan, implement and maintain 

basic housing facilities and road 

network with prioritize  the 

epidemic prone districts/ 

locations 

2. Introduce naturally ventilated 

low cost  housing plans for low 

income communities and 

reduce over crowding 

3. During planning and 

constructing public structures 

like schools and hospitals; Pay 

1. Ensure functional controlled 

waste management structures 

and road networks in 

epidemic locations  

1. Identify the gaps during 

epidemic management 

and rectify them with 

appropriate measures 
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attention on ventilation 

Private business 

community, funding 

agents and financial 

supporters 

1. Support the communities in 

epidemic prone areas with 

micro financing/revolving 

funds to construct their safe and 

ventilated low cost houses 

2. Support community based 

hygiene promotion activities 

and trainings   

1. Support hygiene promotion 

activities, and vaccination 

campaigns  through the 

established community 

organizations  

1. Identify the gaps in the 

activities and develop 

appropriate plans to 

rectify them  

NGOs and UN 

agencies 

1. Support relevant Government 

departments in the process of 

planning, implementation and 

maintenance of measles 

vaccination programs,  health 

infrastructure development 

projects with community based 

development projects by 

supporting with Fund, HR, 

Supplies, technical advice and 

management  

1. Support the government 

departments with technical 

advice, HR, supplies and 

logistics 

2. Support epidemic control and 

case management teams 

3. Support the monitoring and 

evaluation of epidemic 

1. Identify the gaps in 

epidemic control and 

support for a sustainable 

solution 

Community 

organizations and 

public 

1. Understand their basic priorities 

and develop community based 

organizations, plans and 

implementation teams 

2. Arrange all possible resources 

from the community and get 

Support from micro financing 

agencies, NGOs and UN 

agencies and Implementation of 

routine vaccination program 

3. Organize community based 

hygiene promotion teams and 

regularly promote healthy life 

style  in their community   

1. Support health department to 

control the epidemic through 

supporting all the efforts 

made by them 

2. Follow the instructions given 

by health department 

1. Support the government 

and other agencies to 

identify the gaps and 

rectify them through 

appropriate measures 

2. Follow all necessary 

procedures to prevent 

another epidemic and 

related losses 

Gov. Departments of 

Law and order  

1. Develop and implement 

necessary public laws related to 

housing and illegal 

encroachments to prevent over 

crowding  

2. Make the public to be aware of 

the laws and follow 

1. Strictly implement the rules  1. Identify the gaps in laws 

and implementation and 

rectify them 
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