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Glossary

The definitions given below apply to the terms used in this document. They may have
different meanings in other contexts.

General WHO concepts of disease control, elimination and eradication (1)

Control: Reduction of disease incidence, prevalence, intensity, morbidity and/or mor-
tality to a locally acceptable level as a result of deliberate efforts; continued interven-
tions are required to maintain the reduction. Control may or may not be related to
global targets set by WHO.

Elimination as a public health problem: A term related to both infection and disease,
defined by achievement of measurable targets set by WHO in relation to a specific
disease. When reached, continued action is required to maintain the targets and/or to
advance interruption of transmission. Documentation of elimination as a public health
problem is called validation.

Elimination (interruption of transmission): Reduction fo zero of the incidence of infection
caused by a specific pathogen in a defined geographical area, with minimal risk of
reintroduction, as a result of deliberate efforts; continued action to prevent re-estab-
lishment of transmission may be required. Documentation of elimination of transmission
is called verification.

Eradication: Permanent reduction to zero of the worldwide incidence of infection
caused by a specific pathogen as a result of deliberate efforts, with no risk of reintro-
duction. Documentation of eradication is called certification.

General WHO concepts of surveillance, monitoring and evaluation (2)

Evaluation: Periodic, rigorous and independent assessment of information about pro-
gramme activities, processes and outcomes to make judgements about programme
effectiveness and inform decisions about future programme development. It requires
consideration of inter-programmatic and intersectoral engagement.

Impact indicators: Indicators that measure the extent to which the overall objectives
of the programme are being achieved in terms of health status and financial risk pro-
tection.

Input indicators: Indicators that measure the resources needed to implement the inter-
vention; they include trained personnel, finance, standards and guidelines, communi-
cation facilities, forms for surveillance, computers, medicines, diagnostics, stockpiles for
emergency response and any other logistics as deemed necessary.

Monitoring: Regular gathering and use of data on programme implementation (week-
ly, monthly, quarterly or annually) to measure progress towards programme/project
objectives through tracking activities conducted, resource utilization and the outputs
generated; programme outcomes and impacts may also be included.

Outcome indicators: Indicators that measure the effect of interventions on programme
enabling factors, disease risk factors and behaviours, among others.

Output indicators: Indicators that measure whether planned NTD programme activi-
ties and operations are actually occurring as intended; these are indicative of service
availability, accessibility and quality, among others.
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Process indicators: Indicators that measure procedural and administrative aspects of a
programme that relate to the rate of implementation of planned health interventions
which are critical for attaining programme goals.

Surveillance: Ongoing systematic collection, collation, analysis, interpretation and
prompt dissemination of data for use in planning and implementation of public health
programmes. A communicable disease surveillance system serves two key functions:
early warning of potential threats to public health and programme monitoring func-
tions which may be disease-specific or multi-disease in nature.

WHO-recommended clinical definitions of yaws cases (3)
Rumour of yaws: A person identified by a community member or volunteer with suspi-
cion of yaws.

Suspected yaws case: A person of any age who is or was living in a previously or cur-
rently endemic area and who presents with clinical signs consistent with yaws.

Treponemal positive case: A case of suspected yaws with a positive rapid treponemal
point-of care test (i.e. both treponemal and control lines visible) or a positive T. pallidum
haemagglutination assay or T. pallidum particle agglutination assay.

Serologically confirmed yaws case: A suspected case confirmed by dual positive serol-
ogy: in a dual path platform (treponemal and non-treponemal) (DPP) test or a T. pall-
idum haemagglutination or T. pallidum particle agglutination assay plus rapid plasma
reagin test.

PCR-confirmed yaws case: A case that s positive in a polymerase chain reaction (PCR).
Other WHO-recommended definitions

People with past or current yaws infection

Person with past yaws infection: Someone with DPP results showing a reactive trepone-
mal test and a non-reactive non-treponemal line; may be asymptomatic or symptom-
atic.

Person with active yaws infection: Someone with positive dual serological tests; may be
asymptomatic or symptomatic (the latter being a serologically confirmed yaws case).

Case of infectious yaws: A clinical case (suspected, treponemal positive or confirmed)
of yaws that was not treated and could potentially infect other people.

Person with latent yaws infection: Someone with positive DPP results but no current yaws-
like clinical symptoms. Among cases that were not treated but healed spontaneously,
the disease may enter a latent phase with no lesions.

Origin of infection
Autochthonous or indigenous case: A case in which the infection was probably ac-

quired in the reporting implementation unit (IU).

Internally imported case: A case in which the infection was probably acquired outside
the reporting IU but within the reporting country.

Internationally imported case: A case in which the infection was probably acquired
outside the country in which it was diagnosed.
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Index and contact

Index case: The first confirmed yaws case in a specified geographical area (village,
district or country) identified as the origin of one or more secondary cases. The epide-
miological characteristics trigger additional investigations of active cases or infection.

Index village: A village in which an index case is found.

Contact: A person who lives with or comes into close, frequent contact with a per-
son with infectious yaws. For the purpose of yaws eradication, contacts are household
members, schoolmates or close playmates.

WHO-recommended tests for yaws diagnosis

Yaws rapid diagnostic test (RDT): A rapid diagnostic test for the detection of trepone-
mal antibodies in a finger-prick blood sample (4).

Yaws RDT result:
= Positive: The RDT for yaws is considered positive when both the treponemal and
the control lines are visible.
< Negative: The RDT for yaws is considered negative when only the control line is
visible.
= Invalid: The RDT for yaws is considered invalid if the control is not visible, regardless
of the result of the treponemal line.

Dual path platform (treponemal and non-treponemal) (DPP) test: A test for simultaneous
detection of freponemal and non-treponemal antibodies in a finger-prick blood sam-
ple to identify active infection. The trade name of the current test is Chembio Dual Path
Platform Syphilis Screen & Confirm Test® (5).

DPP test result:

< Dudlly positive/confirmed reactive: The DPP for yaws is considered dually positive
if the three lines (treponemal, non-treponemal and control) are visible.

= Positive for past infection: The DPP for yaws is considered positive for past infec-
tion if the treponemal and control lines are positive and the non-treponemal line
is negative.

= Non-reactive: The DPP is considered non-reactive if only the control line is visible.

= Invalid: The DPP for yaws is considered invalid if the control line is not visible, re-
gardless of the result on the other lines, or if the control line and the non-trepone-
mal line are visible but the treponemal line is not, in which case, the test should
be repeated.

WHO-recommended definitions of treatment outcome

Treatment success (cure): A confirmed yaws case who received a single oral dose of
azithromycin (or injection of benzathine benzylpenicillin) that led to complete or partial
healing of the clinical yaws-like lesion(s) within 4 weeks of treatment.

Treatment failure (non-response): A confrmed yaws case who received a single oral
dose of azithromycin who showed no clinical improvement (persistent skin lesions) 4
weeks after treatment.



Operational WHO-recommended definitions

Evaluation unit: The unitin which yaws endemicity or prevalence will be assessed to trig-
ger a response, i.e. total community treatment (TCT). It is at this level that decisions are
made about the optimal freatment strategy. The recommended size of an evaluation
unit is a population of 20 000-50 000 people.

Implementation unit (IU): The unit in which the yaws intervention (notably TCT) will be
implemented. For yaws, the IU is the same as the evaluation unit, i.e. an administrative
unit of 20 000-50 000 population.

Endemicity status

Endemic area: Area in which at least one confirmed autochthonous or indige-
nous case of yaws has been reported in the past 3 years.

Non-endemic area: Area in which no autochthonous or indigenous yaws case
has ever been reported.

Previously endemic area: An area from which yaws cases were formerly reported
but from which no cases (no data) have been reported for 2 3 years.

Area with interrupted transmission: An area from which yaws cases were previ-
ously reported but from which zero confirmed yaws case have been reported in
the past =2 3 years despite heightened awareness and active clinical and serolog-
ical surveillance.

Case detection strategy

Passive case detection: Cases are detected during regular health service activi-

ties in health centres and clinics. Health workers manage cases and notify district

authorities.

Active case detection: Health workers or village health workers screen commu-

nities for cases. This is an essential component of a yaws eradication strategy,

especially after initial widescale treatment. Active case detection may also be

triggered by passive case detection in health facilities.

Five approaches are available:

o0 House-to-house search: Health workers or community volunteers visit every
house in a community to screen household members for yaws.

o School-based: All children at a school are screened.

o Camp-based: The entire population of a community is screened clinically
and/or in a laboratory in a central place.

o Index case: A search is conducted in households, neighbouring households
and schools of cases, as applicable.

o Incentive-based: A community health volunteer or other community member
receives a financial incentive for each case detected that is confirmed.

Community treatment intervention

Total community treatment (TCT): Treatment of all eligible people in an IU with a
single dose of azithromycin (30 mg/kg body weight; maximum, 2 g).

Total targeted treatment (TTT): Treatment of all new cases (including imported
cases) and their contacts with a single dose of azithromycin (30 mg/kg body
weight; maximum, 2 g).



Classification of countries for certification of interruption of yaws transmission

Group A: Countries in which the endemicity of yaws is currently known

= Group Al: Countries that have interrupted transmission, as verified and certified
by WHO.

e Group A2: Countries that have reported interruption of transmission in recent
years, which has not been verified or certified by WHO.

= Group A3: Countries in which there is transmission and in which activities to inter-
rupt transmission are to be implemented according to the Morges strategy and
the programme managers’ guide.

Group B: Countries with a history of yaws in the 1950s but no report since 2000 (current
status unknown)
= Group B1: Countries in which yaws is not currently present and that will provide
comprehensive evidence to support the absence of the disease.
= Group B2: Countries that cannot conclude that the disease is no longer present
and will plan an assessment.

Group C: Countries with no history of yaws but in which absence of the disease must be
certified for the purpose of global eradication
= Group C1: Countries with no history of yaws that have been certified by WHO as
free of yaws.
= Group C2: Countries with no history of yaws that are pending cerfification by
WHO as free of yaws.
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1. Introduction

1.1 Yaws disease

Yaws is a non-venereal disease caused by infection with the spirochete Treponema
pallidum subspecies pertenue, which is closely related to the causative agent of
syphilis and those of the other endemic treponematoses, bejel and pinta. The disease
is endemic in certain areas of the African, Americas, South-East Asian and Western
Pacific regions of the World Health Organization (WHO). About 50 million people were
treated with a single dose of long-acting penicillin during mass treatment campaigns
conducted by WHO and the United Nations Children’s Fund between 1952 and 1964,
which reduced the prevalence of yaws disease by more than 95%, from 50 million to
2.5 million cases.

Three World Health Assembly resolutions have addressed yaws: WHA2.36 in 1949
(6), WHA31.58 in 1978 (7) and WHA66.12 in 2013 (8). The new road map for 2030 (9)
includes the eradication of yaws. It re-emphasizes the importance of integrating
neglected tropical diseases (NTDs) into common delivery platforms for several NTDs
and, specifically, an integrated approach to the management of skin NTDs, including
accelerated surveillance and elimination and eradication.

1.2 Yaws eradication strategy

A new treatment strategy

In January 2012, a randomized conftrolled clinical trial in Papua New Guinea (10)
showed that a single oral dose of 30 mg/kg body weight azithromycin was as effective
in freating yaws as the standard injection of benzathine penicillin. Similar results were
obtained in a subsequent trial in Ghana (11).

In 2012, WHO held a consultation of yaws experts in Morges, Switzerland, who
recommended a new strategy for yaws eradication, referred to as the “Morges
strategy” (12). Treatment is based on a single dose of azithromycin. The initial campaign
comprises TCT, which involves treating the entire population in an area at risk. This is
followed by TTT of cases and contacts to achieve complete interruption of transmission
in the area or country. Certification of interruption of transmission is based on the
recommendations of an expert group and the visit of an international verification
team. The Morges strategy framework was subsequently revised during a meeting of
yaws experts in Geneva in 2018 (3) (summarized in Annex 1). To achieve eradication,
countries must follow the eradication strategy described in Eradication of yaws. A guide
for programme managers (13) the starting point depending on their current endemicity
status. Fig. 1 illustrates the activities during the different phases of yaws eradication,
from planning to post-certification surveillance in yaws-endemic countries until global
yaws eradication is achieved. The activities are further described in the eradication
guide (13).



‘ Yaws eradication strategy ‘

Yaws surveillance, monitoring and evaluation

* Notification of yaws suspected cases
e Active and passive case searches
* Yaws case screening by RDT and confirmation by DPP or PCR

Planning ificati
surveillance

CERTIFICATION (global level)

¢ Presence of yaws e Implementation e Strengthening of e Serological * Dossier * Awareness
in the country « Geographical active and testing of preparation maintained
« Endemicity coverage passive case children aged o Verification by
mapping at « Population search <15 years with international
evaluation unit coverage e TTT —cases and skin lesions verification team
level contacts * Serological
¢ TCT planning and e Confirmation of testing of
AZT needs cases with PCR children aged
assessment 1-5 years

* Activities during these stages will depend on endemicity as evaluated aat the planning stage.
AZT: azithromycin; DPP: dual path platform; PCR: polymerase chain reaction

Fig 1. Main activities in the yaws eradication strategy, from planning to certification

1.3 Ciriteria for interruption of yaws transmission

Three types of criteria are to be met by endemic countries in confirming interruption of
transmission.

«Clinical: The absence of any report of a new, infectious, confirmed (either
serologically or by PCR) indigenous yaws case for 3 consecutive years, sup-
ported by high coverage of active surveillance

= Serological: The absence of fransmission as confirmed by evidence of contin-
uous negative results in serological surveys with a treponemal test for at least
3 consecutive years in asymptomatic children aged 1-5 years in the commu-
nity

= Molecular: The absence of molecular positivity (e.g. by PCR) for T. pallidum
spp. pertenue in a lesion of any serologically confirmed case during the
post-zero surveillance period (13).

Endemic countries should ensure that data and records are properly kept to respond
to any request during certification, as detailed in Eradication of yaws. Procedures for
verification and certification of interruption of fransmission (14).

1.4 Yaws endemicity status and actions required

The endemicity of countries, areas and territories for yaws was updated in 2019 on the
basis of reports received from endemic countries and responses received to the 2017
WHO global yaws survey (Table 1 and Fig. 2).



Table 1. Distribution of countries, areas and territories endemic for yaws by WHO region, 2019

WHO region

African
Americas

Eastern
Mediterranean

European

South-East
Asian

Western Pacific

European
Total

Group Al
Interrupted
transmission
certified

Group A2
Interrupted
transmission,
pending
verification

OC

Group A3
Currently
endemic

Group B
Previously
endemic
but
current
status
unknown?

9b 27°

0 27 (33)¢

0 1

0 0

2 3

4 14 (19)

0 0

15 72 (83)

2 Number of WHO Member States; in parentheses, numbers of countries, areas and territories.
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Fig. 2. Geographical distribution of yaws, 2018



The actions required in countries according to their endemicity status are described in
the Eradication of yaws. Procedures for verification and certification of inferruption of
transmission (14) and summarized in Table 2.

Table 2. Actions required to achieve eradication of yaws in countries according to their current
endemicity status

Endemicity
status

Previous
history

of yaws
(Group B)

Current
endemicity
known
(Group A)

Actions required
for eradication

Current status
unknown
(Group B2)

Ongoing
transmission
(Group A3)

Reported
interruption
(Group A2)

Equivalent phase in eradication

Assess endemicity by increasing awareness
and reviewing past and current records.
Conduct active case searches among
children aged < 15 years, prioritizing
previously endemic areas. Children with skin
lesions should be tested serologically.

Assess endemicity by increasing awareness
and reviewing past and current records.

Conduct active case searches among
children aged < 15 years, prioritizing
previously endemic areas.

Children with skin lesions should be tested
serologically.

Conduct active case searches among
children aged < 15 years, prioritizing
previously endemic areas. Children with skin
lesions should be tested serologically.
Implement the Morges strategy to interrupt
transmission, in consultation with WHO.

Confirm interruption of fransmission or
provide evidence of the absence of disease
transmission as per the criteria and dossier
template.

Provide evidence of maintenance of high
awareness about the disease in order to
detect any suspected case.

Sustain or introduce a reward or incentive to
encourage voluntary reporting of rumours
(depending on country policy).

Summarize all data on yaws case detection
and serological surveillance from all sources.
Reassess interruption of transmission in

a sample of children aged 1-5 years
serologically, particularly in areas where
yaws was previously endemic.

Submit a dossier to WHO for verification by
an international verification team.

Group

Assessment and
planning

TCT

Post-TCT
surveillance and
response

Post-zero case
surveillance

Certification



Endemicity  Actions required Equivalent phase in eradication Group
status for eradication

Interruption of Maintain high awareness about the disease | Post-certification
transmission and a robust community surveillance system | surveillance
certified to detect any suspected case.

(Group A1) Maintain the system of rewards and

incentives (if already practised) to
encourage voluntary reporting of suspected
cases.

Report any confirmed case (by DPP positive
serology and/or PCR) or otherwise ensure
regular reporting to WHO on zero cases.
Provide evidence that the country’s health
and surveillance systems are sufficiently
robust to detect any imported yaws case.

Previous Yaws considered = Confirm interruption of transmission or Post-zero case
history to be absent provide evidence of the absence of disease  surveillance
of yaws (Group B1) transmission as per the criteria and dossier

(Group B) template.

Provide evidence of activities to maintain
high awareness about the disease in order
to detect any suspected case.

Sustain or introduce a reward or incentive to
encourage voluntary reporting of rumours
and suspected cases (depending of
country policy).

Summarize data on yaws case detection
and serological surveillance from all sources.
Reassess interruption of transmission in

a sample of children aged 1-5 years
serologically, particularly in areas where
yaws was previously endemic.

No history Pending Complete the declaration of status of yaws = Cerfification
of yaws certification endemicity and the country dossier.
(Group C) (Group C2) Provide evidence that the country’s health

and surveillance systems are sufficient to
detect any imported yaws case.

Certified Maintain high awareness about the disease @ Post-certification
free of yaws and a robust community surveillance system | surveillance
(Group C1) to detect any suspected case.

Maintain the system of rewards and
incentives (if already practised) to
encourage voluntary reporting of suspected
cases.

Report any confirmed case (by DPP positive
serology and/or PCR) or otherwise ensure
regular reporting to WHO on zero cases.
Provide evidence that the country’s health
and surveillance systems are sufficient to
detect any imported yaws case.

DPP: dual path platform (treponemal and non-treponemal); PCR: polymerase chain reaction; TCT: total community treatment; TTT: total
targeted treatment

See definitions in the Glossary



1.5 Objectives and scope of the manual

Surveillance, monitoring and evaluation are integral components of a public health
programme. A robust, high-quality system is essential to assess whether the interventions
of the national yaws eradication programme are necessary and to measure their
impact. The objective of this manual is to provide guidance to countries throughout
eradication, in:

= assessing the endemicity of yaws,

= determining the extent and geographical distribution of yaws in order to plan
interventions,

* implementing arobust surveillance system for timely detection and notification of
yaws cases to trigger the necessary actions,

= monitoring the performance and evaluating the impact of interventions and

= providing evidence of the absence of transmission.

After an overview of the monitoring and evaluation framework, the manual provides
detailed information on each of monitoring, surveillance and evaluation.

This manual does not cover planning or organizing yaws TCT (please refer to Eradication
of yaws. A guide for programme managers (13)), detailed data analysis (please see
Analysis and use of health facility data. Health statistics and information systems (16))
or preparing the dossier for certification of yaws eradication (described in Eradication
of yaws. Procedures for verification and certification of interruption of fransmission (14)).

2. Monitoring and evaluation framework

Key messages

= Monitoring and evaluation are key to ensuring that yaws eradication programme
activities are progressing satisfactorily and to identify gaps, in order to adjust the
programme.

= The aim of monitoring is to measure progress towards the objectives of the pro-
gramme or project by observing resource utilization, activities and outputs.

= Evaluation consists of rigorous, independent, periodic assessment of the rele-
vance, effectiveness and impact of activities in respect of the objectives of the
programme.

e Various sources of data should be used: from routine health information systems,
health facility surveys, household surveys, operational research, supervision of
health services and contextual data.

= The main indicators of impact in yaws eradication are the number of new con-
firmed cases, the seroprevalence of yaws among children and the number of Us
in which yaws has been eliminated. Indicators of outcomes (coverage of surveil-
lance, TCT or TTT), outputs (active case screening campaigns or TCT conducted),
process (training, delivery of commodities) and inputs (financial or human resourc-
es) should be monitored and evaluated in all phases of yaws eradication.



Supervision, monitoring and evaluation of yaws eradication activities are essential to
assess progress and identify problems for rectification. Once the yaws situation in a
country or area has been assessed, plans can be made to ensure the most effective
use of resources to eradicate yaws. Plans should be reviewed periodically during
implementation to determine whether the activities are achieving the desired outcomes
or whether they should be adjusted.

2.1  Definitions of monitoring, evaluation and surveillance

See reference 2.

Monitoring is the regular collection, gathering and use of data on programme
implementation (weekly, monthly, quarterly or annually) to measure progress towards
programme/project objectives through tracking activities conducted, resource
utilization and the outputs generated; programme outcomes and impacts may also be
included.

External monitoring is the independent assessment by national or international
teams outside the national programme. This activity is usually initiated by a national
programme but may be part of a planned international assessment of countries for a
specific purpose.

Evaluation is the periodic, rigorous and independent assessment of information about
programme activities, processes and outcomes to make judgements about programme
effectiveness and inform decisions about future programme development. It requires
consideration of inter-programmatic and intersectoral engagement.

Evaluation generally consists of an independent, external, in-depth assessment of
activities to determine their efficacy in achieving the set objectives and goals. It may
be performed by a national team (e.g. national task force). It may be conducted at
various stages of the public health project, depending on what is to be evaluated.

Surveillance is the ongoing systematic collection, collation, analysis, interpretation and
prompt dissemination of data for use in planning and implementation of public health
programmes. A communicable disease surveillance system serves two key functions:
early warning of potential threats to public health and programme monitoring functions
which may be disease-specific or multi-disease in nature.

The process of eradication, surveillance, monitoring and evaluation is illustrated in Fig. 3.

Monitoring and evaluation are critical to achieving the goals of national programmes
and tracking progress towards the objectives. Once the yaws situation in a country or
area has been assessed, plans are made to ensure the most effective use of resources
to eradicate yaws. As plans are implemented, they should be reviewed periodically to
determine whether the programme activities are achieving the desired outcomes or
whether they should be adjusted (Fig. 3). “Monitoring” is considered to be conducted
during any phase of the eradication strategy, while “evaluation” is used to determine
whether a programme should move from one phase to the next.
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Fig 3. Process of eradication and surveillance, monitoring and evaluation

2.2

2.3

Obijectives of monitoring and evaluation

Regularly assess whether plans are progressing as expected or whether
adjustments are required to the scale of the intervention or to the combination of
interventions.

Allocate resources to the populations most in need in order to achieve the
greatest possible public health impact.

Accountforthe funding received to allow the public, their elected representatives
and donors to determine whether they are obtaining value for money.

Evaluate whether the programme objectives have been met to learn what has
worked and what has not, so that more efficient, effective programmes can be
designed.

Advocate for investment in yaws eradication programmes in accordance with
the yaws burden in the country or subnational area.

Measure progress toward yaws eradication.

Components of a monitoring and evaluation framework

The monitoring and evaluation framework has several components (Fig. 4).

Input indicators are the resources necessary to implement the system. They
include tfrained personnel, finance, standards and guidelines, communication
facilities, forms for surveillance, computers, stockpiles for emergency response
and any other logistics deemed necessary.

Process indicators are used to monitor implementation of planned activities
that are critical for attaining the core functions of surveillance, such as training,
supervision and preparation of guidelines and tools.



= Outputindicators are measures of the immediate results of activities. They include
reports on surveillance data, feedback to data providers, the number and
proportion of health staff trained and the number and proportion of planned
supervisory visits implemented.

= OQutcome indicators are measures of the quality of the surveillance system
and the extent to which the surveillance objectives are achieved. They may
include indicators for assessing the usefulness of the system, the completeness of
reporting, use of surveillance data for policy and programme decisions and the
appropriateness of outbreak response.

= Impact indicators are measures of the extent to which the overall objectives of
the system are being achieved. They may include changes in the rates of case
fatalities from epidemic-prone diseases, changes in morbidity patterns, changes
in how health staff use the system and changes in the health-related behaviour
of the target population.

Resources Activities Services Intermediate Long term
. s ’ [ .
Long-term results of
Resources (financial, human) Action or work to convert Direct products or deliverables Use of Outputs by targeted prograsnmes TR
used in a programme/project Inputs into Outputs of the programme population targeted population
. [ . hé h
e.g. Budget, staffing, health e.g. Delivery of supply, staff de ?g. thzds ) servrce;s. e.g. Coverage, changed e.g. Morbidity, mortality,
facilities, drugs... training, supervision... Gl p); r'g::’:'so"em g behaviour socioeconomic well-being
L L 14 A A4
N . Yaws incidence, yaws sero-
Budget for yaws eradication tr;ﬁf&ﬁ??g&mf&;zﬁes Evaluation units assessed, days TCT/TTT coverage prevalence, implementation
programme . stock outs units that have eliminated

and RDTs dispatched
yaws

Implementation (supply) Results (supply and demand)

ACD: active case detection; RDT: rapid diagnostic test; TCT: total community treatment; TTT: total targeted treatment

Fig. 4. Components of a monitoring and evaluation framework

2.4 Sources of data for monitoring and evaluation

Various sources of data can be used for monitoring and evaluation.

= Routine health information systems may cover a number of programmes (notably
if activities for NTDs with skin manifestation are integrated), be specific to yaws or
be limited to certain activities (e.g. laboratory services, interventions, distribution,
surveillance).

= Health facility surveys and supervision are usually conducted to determine
whether the facilities have the physical and human resources necessary to
provide services (especially diagnostic testing and treatment) and may include
whether patients receive diagnostic testing and appropriate treatment.

= Community surveys usually cover several health interventions, especially for mass
drug administration, although yaws-specific surveys are also necessary.



= Operational research usually addresses specific questions of relevance to yaws
eradication programmes and may be based on household or health facility
surveys and include studies of drug resistance.

= Contextual data are not collected routinely or during operational research but
are useful for further understanding and for explaining changing trends in the
yaws burden. They include population censuses and socioeconomic data.

2.5 Indicators used in monitoring and evaluation

A list of the main indicators for monitoring and evaluating both progress towards the
achievement of eradication and the performance of activities of the eradication
programme is proposed in Annex 2. They cover the spectrum of indicators, from input
to impact, and the different aspects of an eradication programme, from strengthened
surveillance to efficient mass drug administration.

3. Yaws surveillance

Main messages

e |n order to capture all suspected cases, yaws should be a notifiable disease.

= Yaws surveillance should be strengthened and adapted to the yaws eradication
phase and its objectives.

e Passive detection of yaws cases at health facility is not sufficient.

— Community health workers should be trained in active search, recognition and
notification of any rumour of yaws.

— All communities or schools in endemic or potentially endemic areas should be
screened regularly, if possible at the same time as other skin NTDs.

e Health workers should be trained in yaws case definition.

e Allsuspected yaws cases should be confirmed with serological or PCR tests.

e All suspected, treponemal positive and confirmed yaws cases should be record-
ed in the yaws case register (Yaws/003, Annex 4) and reported to national level
and to WHO.

e Detection and confirmation of yaws cases should trigger action at community
level (TCT or TTT).

= Data on yaws cases should be analysed regularly and disseminated to monitor
progress towards yaws eradication, to inform evidence-based action and to
guide movement from one phase of eradication to the next. Feedback should be
provided to the workers in surveillance systems at different levels, and information
should be disseminated regularly to the main partners.



As the goal is eradication of yaws, the quality and sensitivity of the surveillance system
are key aspects for certification. As no single piece of evidence would be sufficient to
prove the absence of yaws transmission, national yaws eradication programmes must
provide extensive evidence that the surveillance system could detect even a single
case.

Surveillance is part of monitoring and may evolve during yaws eradication to meet
various objectives, as summarized in Annex 3.

3.1 Surveillance of communicable diseases

Surveillance of communicable diseases requires continuous, systematic collection,
analysis and interpretation of the data necessary for planning, implementation and
evaluation. Surveillance is essential for early warning of possible outbreaks, to document
the impact of an intervention or tfrack progress towards specified goals and to monitor
and clarify the epidemiology of health problems in order to set priorities and to inform
public health policy and strategies (17).

The components of a surveillance system include:

= health facilities for collection of primary data based on established case
definitions and structured reporting forms (paper or electronic);

o officially mandated routes and frequencies of reporting, collation and monitoring
at different levels of the designated health system,;

¢ defined friggers for public health action;

= regular assessment of data quality to ensure completeness, timeliness, accuracy,
regularity and reliability;

= regular analysis of collated data for trends over time and space;

= continuous monitoring and evaluation to assess the impact of the interventions;
and

= regular feedback to the main workers in the surveillance and response system.

Surveillance is often represented as a continuous cycle, from setting objectives to
collecting and analysing data, giving feedback and reassessing the objectives
(Fig. 5). Without an adequate, robust surveillance system, diseases cannot be controlled,
eliminated or eradicated (18).

3.2 Core functions of a surveillance system

The core functions of a surveillance system are as follows.

= Case detection is the identfification of cases through a public or formal health
system, private health systems and community organizations. Case definitions
and a functioning rumour verification system are vital.

e Case confirmation requires epidemiological and laboratory capacity, which
is enhanced by improved referral systems, networking and partnerships, to
ensure adequate capacity for specimen collection, packaging and transport
to designated laboratories. Internal and external quality control are important
elements of case confirmation by ensuring the validity and reliability of test results.
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Fig 5. Yaws surveillance cycle

= Case registration is the recording of identified cases. A standardized register is
required to record minimal data elements on targeted diseases and conditions.

= Reporting is the means by which surveillance data move through the surveillance
system from the point at which they are generated. Various reporting systems may
be available, depending on the type of data and information being reported,
the purpose and urgency of transmitting the information and where the data is
to be reported. National guidelines for reporting should be followed.

= Data analysis and interpretation should be conducted regularly and promptly to
guide public health actions. Capacity for routine data analysis and interpretation
should be established and maintained for both epidemiological and laboratory
data.

= Response is possible only if the public health surveillance system provides
appropriate data for a public health response and control.

= Feedback is an important function of all surveillance systems. Appropriate
feedback can be provided through mechanisms such as supervisory visits, review
meetings, newsletter and bulletins. The provision of feedback can be monitored
at different levels of surveillance, with evaluation of the quality of the feedback
provided and implementation of follow-up actions.



3.3 Obijectives of surveillance for yaws

The objectives of surveillance for yaws depend on the phase of the eradication strategy
(Table 3).

Table 3. Objectives of yaws surveillance according to the phase of yaws eradication

Yaws eradication phase Surveillance objective
Assessment of endemicity for | Identify endemic evaluation units and TCT in all units.
planning

TCT Monitor impact of TCT by determining prevalence before and after.
Detect treatment failure(s).

Post-zero cases (for at least 3  Collect epidemiological evidence of the absence of yaws
consecutive years) transmission.

Verification and certification | Collect evidence of the absence of yaws transmission.
(national)
Post-certification Detect any yaws cases.

Certification (global) End of yaws surveillance.

TCT: total community treatment; TTT: total targeted treatment

Data collected during yaws surveillance enable movement among phases of yaws
eradication.

3.4 Detection and confirmation of yaws cases

The eradication strategy has four implementation steps that comprise various activities,
as shown in Fig. 5 and described below.

3.4.1 Yaws as a reportable or notifiable disease

As yaws is tfargeted for eradication, it should be a nofifiable disease in all endemic
countries, and surveillance should be comprehensive and of high quality. This implies
that capacity should be built in all health facilities, both public and private, to report
all suspected, treponemal positive and confirmed yaws cases. Interventions may,
however, initially be focused in endemic areas because of resource constraints. In
previously endemic countries, reference laboratories should be identified to confirm
yaws cases, or WHO-recommended laboratories can be used.

Surveillance should be over the long term, until global certification of yaws eradication
is achieved, and continuous, maintained throughout the year and in all phases of yaws
eradication. A yaws surveillance system should be:

= permanent: Surveillance should be sustained in order to detect any increase or
resurgence of yaws and should be continued even when the target of elimination
is reached, as long as global eradication has not been achieved.

= continuous: Surveillance should be sustained throughout the year.



= comprehensive: The aim of surveillance should be to capture all cases in order
to ensure the reliability of the data used to calculate indicators at national and
subnational levels to support eventual certification. Surveillance at sentinel sites
cannot capture the full burden of the disease.

As for the surveillance of all communicable diseases, zero reporting, i.e. reporting of
the absence of cases of a disease under surveillance, is essential to demonstrate the
absence of transmission and to ensure that there are no silent endemic foci and to
certify interruption of transmission of yaws.

In endemic countries, timely reporting of all yaws cases to public health authorities
is essential for effective yaws eradication activities, including early response (e.g. TCT
or TTT). Data should also be collected from private health facilities. Timely noftification
will trigger responses such as TTT and therefore increase the speed of interruption of
transmission.

Reporting is likely to be far more complete when notfification of a disease is mandatory
in a country and robust reporting systems are in place than when it is mainly voluntary.
An exhaustive surveillance system in which all health workers and units must report, with
notification of all suspected, treponemal positive and confirmed cases, is mandatory to
claim interruption of transmission.

3.4.2 Strategies for detecting yaws cases

In routine disease control programmes, passive surveillance systems are usually
adequate to meet programme demands, despite their limitations. For diseases targeted
for eradication, however, such as yaws, every infectious case in every village or hamlet
must be counted to interrupt transmission. The search for yaws cases should therefore
be both active and passive.

Active case searching: As yaws is a focal disease, occurring in poor areas with limited
access to health care, specific outreach activities are required to identify cases. In
active case searching, trained health workers systematically screen the populations
of communities and villages at risk to find, diagnose and freat yaws cases. Active
case searching is a component of a yaws eradication strategy that helps to reduce
transmission by shortening the infectious period of cases. Active detection of yaws
cases in the communities at risk should be integrated with detection of other NTDs with
skin manifestations. Active case searching can be conducted with various approaches.

= House-to-house searches are conducted by trained health workers and village
volunteers, who visit homes in endemic areas to detect cases. Because of the
high cost of this approach, it may be planned as focal case detection once
a confirmed case is detected or reported from a village. It can be integrated
with other health activities, such as family planning, vaccination, nutrition, school
health and activities for other skin NTDs, such as leprosy.

e The “camp” approach involves organizing sites in communities defined as
endemic for yaws at which mobile teams of health workers screen for skin
diseases. The community is informed about the visit of the team, its purpose and
the time, date and place. This approach is sensitive for detecting yaws cases and
should include schools if they are in session. It is the preferred approach during
the planning and TCT phases of yaws eradication and can include activities for
other skin NTDs.



= In aschool approach, all schoolchildren are screened for skin lesions and tested
with an RDT or DPP. School authorities are informed of the visit of the team, its
purpose, time, date and place. This is a sensitive means of detection because
most yaws cases occur in school-aged children (6-15 years). It is the preferred
approach during the planning and TCT phases and can be integrated with
activities for other skin NTDs. In endemic areas, however, children who do not
attend school may be at higher risk of yaws than those who do and community
searches should also be conducted.

= The index case approach includes searching for yaws cases among immediate
contacts (household, neighbours, school and playmates). It is the preferred
method for active case searching in endemic areas and from the post-TCT
phase. It should be conducted systematically from TCT onwards, with TTT.

¢ Theincentive approachinvolves giving community volunteers afinancialincentive
to report cases that are eventually confirmed. The method may be particularly
useful in areas of low endemicity, in the post-zero phase or in combination with
the above methods. It may result in a snowball effect for finding yaws cases. The
method nevertheless requires meticulous supervision and monitoring to prevent
misuse of funds.

Passive case searching: In passive case searching or case detection, patients seek
care for their illness in health facilities. Cases of suspected yaws in people who present
voluntarily to a health facility must be confirmed, freated and nofified. In general,
children with yaws do not seek treatment at health facilities. This approach should also
be used for reactive case searching in communities after a confirmed case and for TTT.
It should cover both endemic and previously endemic areas and public health facilities
at all levels; an effort should be made to cover private health facilities as well. Passive
case searching is useful in areas in which community awareness about yaws is high
and access to health services is good. The method does not require additional work
or resources, as it is part of the health system. Health workers must be trained in case
definition. RDTs, azithromycin and recording and reporting tools should be available.

Rumour investigation: The awareness of the community about yaws should be raised
and volunteers frained in recognizing the disease so that they can suspect cases and
report rumours, thus increasing the sensitivity of case detection.

3.4.3 Definitions of yaws cases and case confirmation

When a surveillance system is established, the event under surveillance must be
well defined (see Glossary). The definitions given below and the algorithm shown in
Fig. 6 are recommended to ensure uniform case reporting and data management
and to facilitate verification and certification. They were agreed at a meeting on yaws
eradication held at WHO headquarters (3), where minor revisions were made to the
definitions described in previous documents (12-14) for operational purposes.

Rumour of yaws: A person identified by a community member or volunteer with suspicion
of yaws.

Suspected yaws case: A person of any age who is or was living in a previously or
currently endemic area and who presents with clinical signs consistent with yaws.

Treponemal positive case: A case of suspected yaws with a positive rapid treponemal
point-of care test (i.e. both treponemal and control lines visible) or a positive T. pallidum
haemagglutination assay or T. pallidum particle agglutination assay.

15



Serologically confirmed yaws case: A suspected case confirmed by dual positive
serology: in a dual path platform (treponemal and non-treponemal) (DPP) test or a
T. palidum haemagglutination or T. pallidum particle agglutination assay plus rapid
plasma reagin test.

All rumoured cases should be nofified to a health facility team. All suspected,
freponemal positive and confirmed cases should be treated according fo the national
protocol and the data reported to the appropriate authorities and to WHO.

Yaws PCR-confirmed
cases

Screen
with PCR

Past/treated
yaws infection

Yaws confirmed cases
= possible active yaws
infection

Screen Non-trep line + Non-trep line -
1

with DPP

Yaws treponemal-
positive cases

= possible active or

past yaws infection

Trep line +

Control +
Yaws suspected Rumour
cases discarded
confirmed by Yes

health worker
Rumours of yaws
cases
DPP: dual path platform; PCR: polymerase chain reaction; RDT: rapid diagnostic test

Fig 6. Algorithm for defining yaws cases
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3.5 Registration of yaws cases

Forms for recording and reporting data on yaws cases are presented in Annex 4.

3.5.1 Registration of rumours after total community treatment

Volunteers in endemic communities should be frained to detect and notify rumours of
yaws. Basic information associated with each rumour should be recorded in a village
register, so that health workers can locate and confirm the suspected case.

3.5.2 Case registration

Yaws case register: All endemic countries should have a yaws case register. The
minimum information to be recorded by health workers at health facilities or during
active community screening for each new suspected, treponemal positive and
confirmed yaws case is: date of clinical examination, name, age (in years) and gender,
contact or relative (to follow up treatment and for targeted treatment, if relevant),



whether autochthonous or imported, results of diagnostic tests (RDT, DPP, PCR) and
treatment. Each case should be followed up for 4 weeks after treatment, and the
treatment outcome should be recorded.

Yaws investigation form: In countries that were previously endemic for yaws but the
current status of which is unknown (Group B2) and in currently endemic countries
(Group A3), an investigation form should be filled in for each case, from the post-
TCT period until global certification of yaws eradication, in order to document the
case and frigger a response. The minimum information should be summarized in the
yaws case register. Health workers should record demographic data, clinical history,
presentation and serological diagnosis when investigating the case initially and, when
more information is available, PCR results, treatment outcome at 4 weeks and actions
taken in the community.

Yaws laboratory tests request form: When PCR is requested (in case of treatment
failure in the early phases of eradication or systematically from post-zero case to post-
certification), a request form should be filled in by the health worker and sent with the
specimen to the reference laboratory. On this form, the clinician provides general
information about the case, previous tests results and reasons for requesting laboratory
confirmation.

Active case detection registers: Active screening must be conducted in the community
throughout yaws eradication, when possible for all skin NTDs, and recorded in a specific
register. The minimum data on active screening should be: the type of case searching,
the number of people targeted and seen, the number of people with skin lesions and
the diagnosis. For yaws, the numbers of people tested and positive by RDT and DPP
should be recorded.

In general, aggregated data are acceptable at community level. Collection of
individual data is left to the discretion of the programme; however, all yaws cases
(suspected, treponemal positive and confirmed) should be registered in the yaws case
register.

3.6 Reporting of yaws cases and response

All yaws cases should be reported to the authorities, through an electronic system if
possible, to ensure timely monitoring and response. Before any data are reported from
the field or by health centres and district surveillance units, they should be checked for
quality, including reliability, consistency, accuracy and completeness. Delay in reporting
should be avoided, especially when suspected yaws cases are to be confirmed by the
district surveillance units or by centres before an immediate response.

Reporting of activities should follow a “bottom-up” approach, from community
surveillance units to the national yaws eradication programme, on the prescribed forms.
Electronic reporting should be used if feasible. Fig. 7 shows the steps in an illustrative
surveillance and response framework, from community (step 1) to national level (step
6). This framework may be used at any phase of eradication but is especially important
after TCT. It is based on use of rapid treponemal and non-treponemal tests.
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Fig 7. Example of a national yaws surveillance, monitoring and response system

Step 1. Community surveillance volunteers document rumours of yaws and inform the
nearest health facility or subdistrict team.

Step 2: The health facility or subdistrict team investigates the rumour, confirms whether
it meets the definition of a suspected clinical case with no other obvious etfiology, tests
the person with an RDT (only rapid treponemal tests are available at this level) and
freats them, preferably with azithromycin. If the RDT is positive, the case becomes a
treponemal positive case. Suspected cases detected actively or passively by health
workers move directly to step 2.

Step 3: The health centre or subdistrict team records information on the case (suspected
or tfreponemal positive) in the yaws case register and notifies the district surveillance
team, which maintains DPP tests for case confirmation. Timely noftification is important,
as the DPP may be negative soon after freatment with azithromycin.

Step 4: The district feam confirms freponemal positive cases with DPP (both treponemal
and non-treponemal antibodies). If the DPP is dually positive, the case is considered
confirmed. Swabs may be taken to request PCR if necessary on the laboratory request
form. The response should be TTT, organized to treat at least contacts and neighbouring
households or the whole community of the confirmed case as required. The yaws case
register should be completed.

Step 5: The district team sends information on all suspected, treponemal positive and
confirmed yaws cases and the actions taken to regional or central level.

Step 6: The central level (national programme) ensures that all data are entered in the
central yaws case database, monitors indicators, evaluates the action taken by the
surveillance team, sends feedback and advises on further action.



Ideally, anonymized individual data recorded in the yaws case register should be
reported electronically to higher levels. Case data can be reported in the module
available on the WHO integrated data platform or can be imported into any national
health information system, notably if the country uses (District Health Information
Software 2) DHIS2 software. If the country cannot use an electronic yaws case register
during planning and TCT, monthly reporting forms can be used to report aggregated
information, such as the numbers of:

* yaws cases (suspected, freponemal positive, serologically confrmed and PCR-
confirmed), disaggregated by age and gender;

= yaws cases tested and positive by RDT, DPP and PCR;

e yaws cases freated with azithromycin;

= communities visited for active case detection and number of endemic
communities;

e communities visited for TCT; and

= people targeted and treated during TCT, disaggregated by age and gender.

A monfthly reporting form also ensures zero reporting from areas that are not (or no
longer) endemic for yaws.

3.7 Assessment of the quality of data

Evidence-based decisions on yaws eradication can be made only if good-quality data
are reported through the surveillance system. The quality of data must be assessed
before they are analysed and interpreted, as the conclusions may be biased by poor
data quality. The WHO data quality review toolkit (19) provides guidance on defining
data quality, conducting a desk review and verifying data. It proposes standard
indicators to be reported routinely in facility information systems and quantification
of data completeness, timeliness, consistency and accuracy in order to ascertain
the extent to which health facility data are fit for purpose. While monitoring indicates
changes in data quallity over time, periodic evaluation should be conducted to assess
improvements in the quality of surveillance systems, the data they generate and the
type and quality of the public health response to the information. Data quality should be
assessed at regular intervals, internally and externally. For example, good-quality data
should be complete and fimely, i.e. provide sufficient information to make decisions
about the health of the population and to target resources to improve health-system
coverage, efficiency and quality; consistent and reliable, i.e. be plausible in relation to
previous reports and remain consistent on repeated measurement; and accurate, i.e.
faithfully reflect the actual level of service delivery in the health facility.

= Quality data should be consistent and reliable - i.e. data are plausible in view
of what has previously been reported. Reliable data are those which remain
consistent on repeated measurement.

< Quality data should be accurate - i.e. data faithfully reflect the actual level of
service delivery that was conducted in the health facility.

While monitoring will help identify changes in the data quality over time, periodic
evaluations should assess the extent of the improvements in the quality of surveillance
systems, the data they generate, and the type and quallity of the public health response
to the information.



Data quality assessment is performed both by internal as a routine and by external
assessment system at regular intervals.

Good evidence-based decision for yaws eradication can be taken only if the quality
of the data reported through the surveillance system is good. The quality of the data
should be regularly checked and ensured.

Completeness: The completeness of data is defined as the number of reports received
out of the number of reports expected in a month. As yaws is a nofifiable disease, the
national eradication programme should ensure that all health facilities report. Reporting
of zero cases is essential in eradication. The variables that are requested for the yaws
case register were chosen for their importance in monitoring yaws eradication and
should be recorded for all suspected cases. The completeness of recording of variables
can be measured as the proportion recorded on the form out of the total expected
on the yaws case register and, for each variable, the proportion of cases for which the
variable is recorded out of the total number of cases.

Timeliness is defined as the percentage of reports that are submitted before the
deadline. The delay between diagnosis and reporting should be minimized by reporting
online.

Consistency: The consistency of the data must be checked before data review and
should be checked over time and among indicators that are predicted to be related.
The consistency of reported data and original records should also be assessed annually
during supervision. A checklist for monitoring the quality of yaws surveillance is presented
in Annex 5.

Reliability: Data should be collected by consistent procedures and protocols, should
be precise, with sufficient, appropriate details, and should demonstrate integrity, free
from deliberate bias or manipulation.

Accuracy: The data recorded should reflect what they are infended to measure,
with minimal error (e.g. a male being pregnant). If reporting is done online, internal
validation should be conducted to minimize errors in data entry. Duplication, double
counting or double registration of cases may occur if patients seek care from different
public or private health facilities and the cases are therefore reported several times in
the surveillance system. Potential duplication of reports should be checked monthly
by comparing identifying information. As yaws treatment now consists of only one
dose of azithromycin, the risk of double-counting is low in yaws surveillance. A patient
who presents with a recurrence of yaws should be counted as a new episode of yaws
(relapse or reinfection).

3.8 Analysis of data

Data analysis involves extracting, cleaning, compiling and modelling raw or primary
data in order to obtain constructive information to calculate indicators, formulate
conclusions, predict outcomes or support decisions.

3.8.1 Indicators recommended for surveillance

The recommended surveillance indicators to be collected and analysed over time
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and space are presented in Annex 6. They include epidemiology, diagnosis, individual
treatment, individual treatment outcome and active case detection. The indicators
should ideally be calculated from case data recorded and reported in the yaws case
register and the other data collection tools discussed above.

3.8.2 Basic data analysis

The aim of basic data analysis is to respond to the objectives of surveillance. Time
(when), place (where), person (who) and topic (what) are important dimensions, and
the framework can guide simple descriptive data analysis, as illustrated in Table 4.

Table 4. A framework for data analysis

o
When

Where

Who

What

Variable

Date of
clinical
examination

Place of
residence

Place of
diagnosis

Gender, age
group

Laboratory
confirmation

Treatment
outcome

Objective

To describe
trends and
monitor progress
towards
elimination

To identify
endemic areas
in which action is
required

To identify groups
at risk

To monitor the
performance of
the programme
in laboratory
confirmation

To monitor
treatment failure
and detect any
resistance to
azithromycin

Type of analysis and representation

Timeline histogram (yearly, monthly or weekly)

Maps

Pie chart, stacked histogram to visualize changes over
time

Pie chart, stacked histogram to visualize changes over
time

21



The Health Data Collaborative has developed guidance on use of data collected in a
community health information system and health facility data (16) to standardize and
strengthen the use of information. It includes a module on use of yaws data.

The WHO yaws eradication programme has adopted a web-based platform for
collecting, analysing and disseminating data, in collaboration with Member States. The
online platform provides data collection forms and allows creation of dashboards to
display graphs, tables and maps for real-time analysis of individual and aggregated
data.

3.9 Dissemination of data and feedback
3.9.1 Dissemination

Information on progress in yaws eradication is disseminated in electronic and print
media to reach different target groups, such as national policy- and decision-makers,
researchers, health personnel and beneficiaries. Dissemination of information is
important in the eradication of yaws to stimulate immediate action, solicit support or
participation, document progress towards elimination and justify programme activities.
It also assists in promoting behavioural change.

3.9.2 Feedback

The programme focal person in the district, in coordination with the data manager
of the yaws eradication programme, should provide regular feedback to reporting
officers after reviewing their reports. Feedback can be provided through an online
platform and include comments, visualizations or messages to users or groups or users.
Feedback can also be provided during supervisory visits, regular meetings or personal
communication.

All reviews and supervisory visit reports should be summarized and the reports submitted

to the next higher level with the monthly report. Regular feedback motivates data
producers and improves data quality and use at all levels of the surveillance system.
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4. Monitoring of a yaws eradication
programme

A yaws eradication programme should collect not only data on cases but also regularly
collect, analyse and disseminate data on other related activities.

4.1 Supervision and monitoring

The key indicators to be monitored are presented in Annex 2.

Input indicators: The programme should ensure that yaws is included in all national
plans and budgets throughout eradication and that the programme has the adequate
normative context and resources to achieve the target.

Process indicators: The purpose of process indicators is to demonstrate that the national
eradication programme has adequately trained its health workforce and developed
and used adequate protocols and logistics to achieve its aims.

Output indicators: The aim of output indicators is to assess the status of endemicity of
evaluation units and case searching.

Outcome indicators: Outcome indicators are measured regularly to assess the
coverage of the main activities: surveillance, diagnosis, individual treatment and mass
drug administration.

Impact indicators: Impact indicators show whether a programme is on track to achieve
elimination by monitoring the incidence, the seroprevalence and the proportion of
units reporting zero cases.

4.2 Datato be collected
4.2.1 Sources

To monitor a national yaws eradication programme properly, data will be collected
from various sources, and programme documentation will be reviewed, notably to
monitor input indicators. The national health information system is an essential source
of information for programme personnel to assess progress and identify gaps and
opportunities to address any problems. The objective is to generate good-quality data
in a timely manner and to process it at various levels as a basis for decisions on how to
achieve public health targets. Some data are collected during regular health facility
surveys or supervision. As several activities are conducted in communities, community
surveys may be used to monitor some indicators.

4.2.2 Data collection tools

Specific tools are available for collecting data during surveillance, and a yaws tally
sheet and a summary sheet have been prepared to facilitate data collection during
TCT campaigns (Annex 4). The yaws TCT tally sheet is used to count the number of
people in each community who received azithromycin during TCT, by age and gender.
It contains a section on logistics and stocks of azithromycin and RDT and DPP fests. It
is also used to record the number of people who experience severe adverse events,
which should be reported to the national pharmacovigilance system.
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Information from the tally sheet is aggregated into a daily summary sheet and is then
compiled and assessed at each level up to central level so that any corrective measures
can be applied quickly. The data flow for NTDs targeted for preventive chemotherapy
is indicated in Fig. 8.

Fig. 8. Recommended pathway for data flow associated with preventive chemotherapy

4.3 Review of information and dissemination for action

Review meetings held in districts monthly or quarterly complement data and information
management by ensuring that some basic collation and analysis of data can be
reported. Properly organized review meetings with good leadership are important in
dynamizing programmes.

The national programme should produce an annual report that summarizes the
outcomes of meetings of the national task force, data collected during surveillance
and case searches, progress and challenges towards eradication. Yaws eradication
programmes should also produce a comprehensive report with an executive summary
setting out feasible recommendations for repositioning or improving programme
practice and management, presenting a new strategic plan or future funding proposals.
Policy briefs should be issued for decision-makers on follow-up actions, including revision
of policies when necessary.
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5. Evaluation of activities during yaws
eradication

The outcomes and impact of interventions should be evaluated regularly throughout
yaws eradication to monitor progress and adjust interventions (Table 5). National
programme managers should refer to the planning checklist in Annex 9 to ensure
adequate planning of the resources required.

Table 5. Evaluation, methods and objectives during the four phases of yaws eradication

Phase Evaluation

Planning Initial mapping
of yaws
endemicity

Assessment of
yaws prevalence
(if not done
during planning)

TCT coverage

Continuous yaws
surveillance

Continuous yaws

surveillance
Post-zero Assessment
cases of yaws

seroprevalence

Method

Desk review
and active case
search

Exhaustive active
case searches

Monitoring of
administrative
coverage

TCT coverage
survey

Strengthened
surveillance and
active case
detection

Strengthened
surveillance and
active case
detection

Active case
search survey
Seroprevalence
survey

TCT: total community treatment; TTT: total targeted treatment
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Objectives

To identify endemic evaluation units and
trigger TCT and TTT

To determine the baseline yaws prevalence
for subsequent impact evaluation and to
determine the necessary number of TCT
rounds

To monitor TCT coverage rapidly as part of
programme monitoring

To determine yaws TCT coverage as part of
programme evaluation (not required at each
round)

To monitor the number of new cases reported
in routine surveillance between TCT rounds

To monitor the number of cases reported in
routine surveillance after TCT

To monitor for suspected yaws cases

To determine the proportion of “sero-reactors”
among children < 10 years of age



5.1 Initial mapping of yaws endemicity

As yaws eradication programmes evolve and while the disease is not yet notifiable
at national level, there are currently limited good-quality data for deciding which
type of treatment to use (mass drug administration, TCT or TTT). Hence, yaws-endemic
countries should generate further evidence by mapping endemicity, as for other NTDs
(frachoma, lymphatic filariasis, onchocerciasis), and by establishing a highly sensitive,
community-based surveillance system (as for onchocerciasis).

Mapping of yaws endemicity has several benefits. It is a first phase in planning mass
drug administration, TCT or TTT. It is necessary for estimating requirements and procuring
medicines (azithromycin), diagnostic kits (RDT, DPP), swab collection and storage. It
indicates the necessary activities according to the numbers of vilages and populations
to be covered, the transport facilities required and training of health personnel,
including community health volunteers. Good mapping results in good geographical
and population coverage for treatment and surveillance for total interruption of
transmission of yaws and ultimate eradication of the disease globally.

5.1.1 Sources

Yaws endemicity mapping must be well prepared.

e The first step is to plan for active case-finding (the procedure for yaws case-
finding is presented in Annex 10).

= Then, a desk review should be conducted at district level for the central team
and then evaluated by district teams.

= Evaluation should comprise all information on yaws from national and district
health directorates (especially surveilance departments) and from health
centres, hospitals, medical colleges and universities. Information on syphilis in
antenatal care units should also be collected from these sources when available.
Both published and unpublished data should be included. The situation in
neighbouring countries or districts should be considered and particularly areas
with refugees from endemic countries or internally displaced people from
within the same country. The results of the desk review are used to classify each
evaluation unit as probably endemic or probably not endemic for yaws, and the
relevant response should be initiated. If all the evaluation units in a district are
classified as probably not endemic, the post-zero case phase should begin.

e Advocacy materials should be prepared to approach officials of the ministry
of health, the health directorate, education and community development
authorities and laboratories to ensure that mapping proposals can be developed
with adequate funding. Officials of the ministry of health, district health office,
education departments and community development and social departments
should be sensitized about the importance and objectives of mapping
yaws endemicity. Advocacy should also be prepared for school authorities,
schoolteachers and village leaders in the area in which mapping exercise will be
undertaken.

= Information, education and communication materials should be prepared to
create awareness about yaws disease, the clinical presentation, single-dose
freatment with azithromycin and the aim of the survey. All villages in all sub-
districts should be listed by evaluation unit and population (children and adult, in
and out of school), and the villages should be prioritized by yaws risk factors, such
as being located > 5 km from a health centre and difficult access by road.

26



e Social and community mobilization should be conducted to obtain community
support and cooperation, including in schools. Public awareness campaigns
aboutsigns and symptoms of yaws and other common skin diseases that resemble
yaws should be conducted.

= Selected health facilities and district health surveillance units should be trained
in survey methods and in screening children with skin lesions, testing with RDT
and DPP, recording and reporting and data analysis and interpretation. Survey
teams in subdistrict health centres (clinical and laboratory personnel and village
health workers), district supervisory and surveillance personnel should be trained
in survey methods, including laboratory aspects, recording, data management
and interpretation. The algorithm in Annex 8 should be used to guide health
workers. Additional people, especially in the schools, should be made aware of
drawing a blood sample from a finger-prick.

e Laboratory personnel should be trained in RDT, DPP testing and collection, storage
and transport of swabs and scrapings for PCR testing. See Annex 7 for standard
operating procedures for RDT and DPP testing in the field. Estimates should be
made of requirements, including numbers of tablets of azithromycin (500 mg).
RDTs (SD Bioline Syphilis testing kits), DPP kits, swab collection material and other
laboratory supplies, waste disposal boxes and medicines for managing other skin
diseases and adverse events. The requirement for transport will depend on the
number of villages to be covered and the number of teams of health workers.

5.1.2 Initial mapping

Endemicity should be mapped in each evaluation unit, i.e. an area with a population
of 20 000-50 000. Active searches should be made for children <15 years with skin lesions
by testing all children with skin lesions or suspected yaws with an RDT followed by DPP
for confirmation. Children should be examined in both schools and villages to ensure
coverage of > 90% of the child population (ideally 100%). Priority should be given to
remote villages, > 5 km from a health facility and difficult to access by road. As soon
as at least one serologically confrmed case of yaws has been detected, the entire
evaluation unit should be considered endemic. Screening of additional villages in the
evaluation unit is not mandatory, as TCT is recommended. Aggregated data on all
suspected, tfreponemal positive and confirmed cases at both individual and village
levels should be reported and recorded in registers (Annex 4).

5.1.3 Decisions to be taken after initial assessment of yaws endemicity

After the initial assessment, each evaluation unit is reclassified as: endemic for yaws, i.e.
at least one confirmed case detected, and TCT is planned; or probably not endemic
for yaws, and surveillance and active case searches are nevertheless continued (see
section 5.4.1).

In countries in which transmission is believed to have been interrupted, targeted
interventions against yaws should be conducted in an evaluation unit, and data should
be collected to demonstrate interruption of transmission and eventually to support
certification for eradication. Yaws cases should be sought among children < 15 years in
at least 33% of villages each year for 3 years to demonstrate interruption of transmission,
especially before and soon after the rainy season. A different group of randomly
selected villages should be used each year, until all vilages are covered. Although a
minimum of 3 years of active surveillance is required, the recommended number of
rounds of searches depends on funds and the time since the last reported case. Any
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suspected case reported after transmission is believed to have been interrupted should
be tested with the RDT and DPP tests. Swabs for PCR should be collected from confirmed
(DPP-positive) cases, the evaluation unit should be re-classified as still endemic, and the
ministry of health should resume activities to interrupt transmission.

If no DPP-confirmed autochthonous case of yaws is reported for 3 years, serological
surveys of children aged 1-5 years should be undertaken in both endemic and
non-endemic villages for 3 years to demonstrate interruption of transmission. Robust
surveillance should be continued, with public awareness campaigns to encourage
reporfing of any suspected skin lesions. Yaws should be a noftifiable disease and be
included in disease surveillance reporting.

5.2 Evaluation of phases of total community treatment and
response

Asthe aim of ayaws programmeis eradication, atleastoneround of TCTisrecommended
in all communities in endemic |Us.

5.2.1 Assessment of prevalence at the time of total community treatment

The prevalence of yaws at the time of TCT is important for deciding whether further
rounds of TCT will be necessary, to evaluate the effectiveness of previous interventions
and to establish the geographical distribution of yaws in the IU. For operational reasons,
prevalence at the time of TCT should be assessed in an exhaustive active case search.
All residents who present for TCT should be screened for skin lesions, and all suspected
yaws cases should be tested with an RDT, followed by DPP for confirmation. The goal
of an exhaustive search at the time of TCT is to identify only suspected yaws cases,
although other skin NTDs may be recorded for future investigation.

5.2.2 Assessment of coverage of total community treatment

The coverage of TCT, i.e. the proportion of people in the targeted population who
received azithromycin, should be evaluated after each round of distribution. Coverage
can be measured in two ways, as administrative coverage or in a population-based
survey.

Administrative coverage is estimated from data collected during the campaign. The
numerator is the number of people who received azithromycin, disaggregated by age
and gender, which is calculated from the daily summary sheet. The denominator is the
targeted population, disaggregated by age and gender, based on official population
stafistics, a quick census before the TCT campaign or other population figures used
by the local health workforce. Administrative coverage may be biased. For example,
the numerator may reflect not only people living in the targeted community but
also those who were in the community on the day of the campaign and received
a dose of azithromycin. This will arfificially increase TCT coverage. The denominator
may be inaccurate, which can skew coverage in one way or the other. Monitoring of
administrative coverage is nevertheless useful, as a low result enables rapid corrective
measures.
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A more accurate estimate of the proportion of the targeted population who received
a dose of azithromycin is made by a population-based survey after each round of TCT.
Full guidance (a field guide (21) and training material (20)) on planning and conducting
surveys to evaluate the coverage of preventive chemotherapy is available for other
NTDs treated with mass drug administration, which can be used to assess TCT coverage
for yaws. Such surveys are conducted with a 30-cluster design, and probability
proportionate to size and segmentation in the cluster is used to select households. The
method has been endorsed by the WHO Strategic and Technical Advisory Group for
Neglected Tropical Diseases. An Excel® tool to assist survey coordinators in planning
and implementing a coverage evaluation survey can be downloaded online (22).

For yaws, the survey area consists of IUs in which a round of TCT has been conducted
within the previous 6 months. The survey population comprises people aged = 6 months
who lived in the survey area at the time of the TCT. The target is to cover has many
people as possible and at least 90% of the population.

5.2.3 Continuous surveillance and active case searches

Strengthened passive surveillance and active case searches should be conducted
continuously. Key components of a surveillance system are discussed in section 3.4 of
this manual. Cases and contacts must continue to be detected and treated between
TCT rounds.

5.2.4 Deciding whether a further round of total community treatment is
required

Itis usually recommended that TCT be conducted every 6 months, although other timing
may be appropriate according to local circumstances. To decide whether a further
round of TCT is required, the team should review the case search conducted during
the previous round of TCT, all active and passive surveillance data for the previous 6
months and other data, such as logistics and equitable provision of TCT to the whole
evaluation unit or movement among villages. These data can be used to calculate
the proportion of communities in the IU in which at least one confirmed yaws case
was detected within the previous 6 months. If confirmed yaws cases were detected
in 2 20% of communities in the previous 6 months, a further round of TCT is strongly
recommended. If confirmed yaws cases were detected in < 20% of communities, a
move to the post-TCT phase (section 5.3) could be considered. If data from continuous
surveillance show an increase in the proportion of endemic communities, TCT should be
reconsidered, even if < 20% of communities report cases.

Other data sources, including the coverage of previous TCT rounds and the quality of
surveillance, should be considered in reaching a decision.

5.3 Evaluation of phases after total community treatment and
response

Strengthened passive surveillance and active case searches should be conducted
continuously, as discussed in section 3.4. During this phase, cases and contacts must
continue to be detected and treated. Every 6 months, the team should review all data
from active and passive surveillance and calculate the proportion of communities in
an U in which at least one confirmed yaws case has been detected. If confirmed yaws
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cases were detfected in 2 20% of communities in the previous é months, resumption
of TCT is strongly recommended. If confirmed yaws cases were detected in < 20% of
communities, strengthened surveillance and response, including active case detection
and TTT, should be continued until no more cases are detected.

5.4 Evaluation and response after zero cases

Countries enter this phase if all evaluation units have been classified as “Probably not
endemic for yaws” in a desk review or if all evaluation units have moved to the post-
TCT phase and no confirmed yaws case has been reported in any evaluation unitf in
the past full calendar year. This phase has two components: 3 consecutive years of
strengthened passive and active surveillance with no confirmed yaws case reported
and 3 consecutive years of seroprevalence surveys.

5.4.1 Strengthened passive and active surveillance for 3 consecutive
years

The same principles apply as for the post-TCT phase. It is expected that, during the
post-TCT phase, suspected cases continue to be reported through passive and active
case surveillance, but no cases have been confirmed. In the post-zero case phase,
each serologically confirmed yaws case must be confirmed by positive PCR. During
this phase, it is particularly important to determine whether a case was imported or
is autochthonous or indigenous. If a case is autochthonous, the country must decide
whether to return to the TCT or post-TCT phase on the basis of a detailed investigation
of the case and its contacts. If the case is imported, heightened surveillance must be
conducted in the community in which it was detected.

5.4.2 Seroprevalence surveys for 3 consecutive years

Surveys should be conducted annually for a minimum of 3 years or forlonger if serological
reactors are detected. The design should exclude cities and towns according to the
country classification; target children aged 1-5 years; involve use of validated diagnostic
tests; have a sample size calculated by IU; and include lists of all formerly endemic
and all formerly non-endemic IUs and villages and stratify samples according to former
endemicity status. A new seroprevalence survey should be planned and conducted
every year in all formerly endemic and formerly non-endemic villages. In small villages,
all children aged 1-5 years may be tested.

Countries can decide to start seroprevalence surveys from the beginning of the post-
zero case phase, although some children aged 2-5 years may be serologically reactive
if the survey starts too soon after interruption of transmission. A few “sero-reactors”
may be detected sporadically during surveys, due either to false-positive results or to
congenital syphilis. The age and geographical distribution of sero-reactors should be
analysed to determine whether the reaction is due to yaws transmission or to false-
positive results. For example, detection of a cluster of sero-reactors should be interpreted
by the verification team in the context of all the other evidence provided in the dossier.
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5.5 Certification of yaws eradication

See reference 14.

5.6 Surveillance after certification

After a country has achieved “yaws-free status” or “elimination of yaws” after verification
of interruption of transmission by an international team, it must sustain robust community
surveillance until global yaws eradication is achieved, to prevent resurgence. The
programme should continue to monitor the following activities and indicators to sustain
yaws-free status:

= a robust community surveillance system and heightened public awareness on
yaws;

e constant vigilance in the community, community organizations and public and
private health facilities and integration with other public health activities;

= reporting of all rumoured or suspected indigenous yaws cases and serological
and molecular confirmation to national level and then to WHO;

e re-confirmation by the national reference laboratory, in addition to the district
surveillance and response team,;

= PCRtesting at an international or regional reference laboratory if facilities are not
available in the country;

= investigation of the case to determine the possible source of infection, such as
travel to an endemic country;

e reporting of imported yaws case and serological and molecular confirmation;
and

= strict external quality assurance for all procedures.
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ANNEXES

Annex 1. Updated Morges strategy for
yaws eradication

This is an update of Box 1 in an article published in the Weekly Epidemiological Record
in May 2012 (1).

— Global yaws eradication date:
- Road map target: 2030

— Road map milestones: Number of countries certified free of tfransmission = 97
in 2023, 136 in 2025.

— Expected date for interruption of transmission at country level:
- 2027.
— Treatment policies:

— Total community treatment (recommended for initial treatment of an entire
endemic community, irrespective of the number of active clinical cases)

— Total targeted treatment (recommended for treatment of all active clinical
cases and their close household, school and play contacts during repeat
surveys or re-treatment or in response to a localized outbreak; also applicable
for imported cases.

— FEradication strategy:
— Component 1: Implementing the new treatment policies

- Component 2: Strengthening health systems and community systems to
implement total targeted treatment

— Component 3: Training, health education and surveillance
— Component 4: Operational research
— Intervention drugs:
— Azthromycin (single oral dose): preferred treatment
— Benzathine penicillin (single dose injection): alternative freatment.
— Implementation unit (IU):
— Population of 20 000-50 000, equivalent to a subdistrict.
— Criteria for treating an I1U:
— Yaws cases confirmed by DPP or PCR.
- Recommended treatment coverage:
— 100%, irrespective of the treatment policy

— community-directed treatment to cover anyone missed during total
community treatment

- immediate registration and prophylactic treatment of new entrants to
treated villages or communities.
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- Repeat surveys and re-treatment:
— Every 3-6 months as needed until zero cases

— total targeted treatment or total community treatment according to local
circumstances

— Post-zero surveillance:
— Duration for declaration of interruption of transmission: 3 years

— intensive information, education and communication to encourage
passive reporting

- immediate investigation of all reported or rumoured cases
— monthly reporting of cases (including zero cases)

— Annual serological surveys of children aged 1-5 years, starting 1 year after
zero cases, for 3 years

— infernational verification committee
- Nofification of yaws:

— All cases of yaws (suspected, freponemal positive and confirmed) should be
notified to the relevant local and national health authorities and then to WHO.

— All cases of yaws (suspected, freponemal positive and confirmed) should be
recorded in a yaws case register (Yaws/003).

— Centralized data management:
— Number of new clinical cases per village or community (incidence)
— Coverage of treatment

— Serological prevalence in children aged 1-5 years (post-zero case surveillance
period).

— National coordination:

— National yaws eradication programme (or national integrated skin NTD
programme)

— National task force on yaws eradication.
— Global coordination

- WHO Yaws Eradication Programme

- WHO Advisory Committee on Yaws Eradication.
- Certification

— National verification team

- International certification committee.

Reference
1. Eradication of yaws — the Morges strategy. Wkly Epidemiol Rec. 2012; 87:189-200
(https://www.who.int/neglected_diseases/resources/who_wer8720/en/).
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Yaws case registration form (Yaws/002)

To be filled in for any suspected yaws case after total community tfreatment

Country: Province/State: District:

Part I: Immediate investigation

Section A: Demographic data

1 Name of patient: Phone #:

2 Name of father: Name of mother:

3 Patient ID number:

4 Date of birth (dd/mm/yyy): Age (years):
S
Gender: o Male o Female 4. Community/village:

Address of patient:
Region: District: Community:

Section B: History and clinical examination

8 Duration of illness (in weeks): [ _ __]

9 Mode of detection:
o Passive (health facility) o Active case search o TCT-TTT

10 Previous treatment for yaws? If yes, please specify o TCT-TIT o individual
oYes oNo oUnknown Date of last treatment:

11 Previous treatment with azithromycin? If yes, please specify o TCT-TTT o individual
oYes oNo oUnknown Date of last treatment:

12 Previous treatment with benzathine peni- | If yes, please specify o TCT-TTT o individual
cilling o Yes oNo o Unknown Date of last treatment:

13 Previous treatment of current lesions? If yes, please specify:
oYes oNo olUnknown Date of treatment start:

Durationin days: [ _ _ _]

14 Family member or close contact with Relationship:
similar lesion(s)?
oYes oNo oUnknown Diagnosis:

15 Is the patient a resident of the area If no, please specify previous places of
oYes oNo olUnknown residence:

16 Travel history in the past 2 years: (Please specify country, region and if possible district

and community/village):

17 Probable origin of the infection:
o Autochthonous/indigenous
o Imported internally, i.e. from another implementation unit
[Name: ]
o Imported internationally, i.e. from another country
[Name: ]
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18 Clinical forms of yaws (Refer to WHO pictorial guide)

o Papilloma o Swellings of bones and joints
o Papules o Hyperkeratosis of palm or sole
o Ulcers o None of above
o Macules o Unknown

20 Photograph taken o Yes (photo ID : ) o No

Section C: Serological diagnosis

21 Initial specimen collection (Please tick box)
For serological test For PCR
o Finger prick blood for RDT/DPP o Swab/scraping from lesions for PCR
o Blood for serological testing o Not done
o Not done

If not done, specify the reason:
o Infant o Refusal / uncooperative
o No test available o Other :

22 Initial laboratory results

Treponemal point-of-care RDT: DPP dual point-of-care treponemal and
non-treponemal line

Please circle the visible lines
o None o Notdone Please circle the visible lines
o None o Notdone

Section D: Treatment

23 Treatment given: o Yes o No
If yes please specify:
Date: (dd/mm/yyyy) [/ _ [/ ____
Treatment regimen:
o Azithromycin (number of 500-mg tablets):
o Benzathine benzylpenicillin (check): o 0.6 MU or o 1.2MU
o Others (please specify what and why):

If no, please specify the reason:
o Refused o No medicine available o Other:
Referred for further action:

24 Adverse event

Serious adverse event: o Yes o No
If Yes, specify

Notes or comments (diagnosis and management of serologically negative cases):

Date: (dd) (mm) (yyyy)

Signature (health worker)

A suspected case is one with a history of residence in an endemic area (past or present) and presents with clinically active yaws-like
lesions, not serologically confirmed.

A treponemal positive yaws case is a suspected case with positive rapid treponemal point-of-care test .
A confirmed yaws case is a case that is positive in both freponemal and non-tfreponemal tests on rapid DPP testing with or without PCR.
A resident is someone who has lived in the area for the previous 2 years.
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Part II: Further actions, results related to the yaws case

Section A: PCR follow-up

Specimen sent for PCR? Date specimen sent:

o For confirmation Date results received:

o For testing for azithromycin resistance

o Not done

Results of PCR test for case confirmation Results of PCR for azithromycin resistance testing
o Positive o Negatfive o Not done o Mutation o No mutation o Not done

Section B: Patient follow-up - treatment outcome

Date of treatment follow-up at 4 weeks :
Treatment outcome at 4 weeks?
oCompletely healed o Partially healed o Not healed

0 A confirmed yaws case that is not healed at 4 weeks should be considered a freatment failure. A swab should
be taken for PCR investigation. Please see the Programme managers’ guide for further recommendations.

O A confirmed yaws case that is only partially healed at 4 weeks should be followed up at 8 weeks to assess heal-
ing. If still not completely healed at 8 weeks, a swab should be taken for PCR investigation. See the Programme
managers’ guide for further recommendations.

If not healed, further action taken:

Date of specimen collection : Specimen collection for PCR
Date specimen sent : o Swab/scraping from lesions o Notf done
Date PCR results received : Results of PCR for azithromycin resistance

o Mutation o No mutafion o Notf done

Section C: Further action taken in the community

TTT in the community? oYes oNo

If yes, type of TTT:

o household and close contacts o neighbouring houses o whole community o schools
Number of confacts treated: | ]

Number of suspected yaws cases among contacts: [ ]
Number of freponemal positive yaws cases among contact: [ ]
Number of confirmed yaws cases among contacts: [ ]

If no, please specify the reason:

Date: (dd) (mm) (yyyy)

Signature (health worker)
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Laboratory request form (Yaws/004)

Request for PCR confirmation of a yaws case or freatment failure

Partl. Information provided
A. General information

Region or province: _ District: Sub-district:

1. Name of treatment facility:

2. Name of patient: 3. Identification number:

4. Age (year): 5. Sex: oM oF

6. Community/village: 7. District:

8. Previous freatment with azithromycin: o Individual oo TCT-TTT o None o Unknown

Date of last azithromycin freatment (dd/mm/yyyy): __/__/

9. Clinical form(s): o Papilloma (P) o Ulcer (U) o Other (O)

10. Date of specimen collection (dd/mm/yyyy): _ [/ [/

11. Type (and number) of specimen: o Scraping (__) o Swab from lesion (__)

12. Date specimen sent to laboratory (dd/mm/yyyy): [/ [/

B. History and clinical examination

Treponemal point-of-care test (RDT): DPP dual point-of-care treponemal line

Please circle the lines that are visible: Please circle the lines that are visible
o None o Notdone o None o Notdone

C. Reasons for requesting laboratory confirmation

13. o Confirmation of diagnosis

14. o No improvement 4 weeks after a single dose of azithromycin
(No. of tablets taken : Date treatment given (dd/mm/yyyy): [/ [/ )

15. o New lesions after a single dose of azithromycin
(No. of tablets taken : Date treatment given (dd/mm/yyyy): /__/

Name of health worker requesting the test:

Institution or health facility:

Contact number:
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Il Results

Date specimen received in the laboratory (dd /mm/yyyy): [/ /

Date of analysis PCR
(dd/mm/yyyy) (positive or negative)
S ____
S
Comments:

Resistance mutation
(positive or negative)

Name of laboratory scientist providing the results:

Name of laboratory:

Date results sent (dd/mm/yyyy): __/__/
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Monthly reporting form (Yaws/006)

Passive detection

Month of reporting:
Name of region:

Name of sub-district:

WHO/YAWS/006a:

Date of submission:
Name of district:

Name of health facility
or department

Passive detection at a health facility; from the yaws case register (WHO/Yaws/003)

Cases detected at health facility

Age
Gender

No. of suspected yaws cases

No. of treponemal positive yaws

cases

No. of DPP-confirmed yaws
cases

No. of PCR-confirmed yaws
cases

Total

Yaws testing

No. of suspected yaws cases
tested with...

No. of cases positive by...

Yaws individual treatment

No. of yaws cases treated with
azithromycin

Date:

Name of reporting officer:

<5years 5-14 years > 15years
F M F M F M
RDT DPP

Suspected cases Treponemal positive
cases

Signature of reporting officer:

Total

PCR

Confirmed cases

Suspected yaws case: case in a person with a history of residence in an endemic area (past or pres-
ent) who presents with clinically active yaws-like lesions, not serologically confirmed

Treponemal positive yaws case: suspected yaws case with a positive rapid treponemal point-of-
care test only, i.e. both treponemal and control lines visible

Confirmed yaws cases: a case that is both treponemal and non-treponemal positive on rapid DPP

test and/or positive on PCR
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Monthly yaws reporting form — active detection

Month of reporting:
Name of region:

Name of sub-district:

Date of submission:
Name of district:

Name of health facility

WHO/YAWS/006b

Active detection in the community during active case searches. Data from the yaws case register
(WHO/Yaws/003) and the active case search register (WHO/Yaws/009)

Active detection campaigns

No. of communities visited for active case de-

tection

No. of communities visited with > 1 suspected

yaws case

Name of community with cases

Total no. of endemic communities

Cases detected during active screening

Age
Gender

No. of suspected yaws cases

No. of treponemal positive yaws

cases

No. of DPP-confirmed yaws
cases

No. of PCR-confirmed yaws
cases

Total

Yaws testing

No. of suspected yaws cases
tested with...

No. of yaws cases positive to...

Yaws individual treatment

No. of yaws cases treated with
azithromycin

Date:

Name of reporting officer:

<5years 5-14 years > 15years
F M F M F M
RDT DPP

Suspected cases Treponemal positive
cases

Signature of reporting officer:
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Monthly yaws reporting form — community treatment WHO/YAWS/006¢c
Month of reporting: Date of submission:

Name of region: Name of district:

Name of sub-district: Name of health facility

Data from the yaws case register (WHO/Yaws/003) and the TCT-TTT daily summary sheet (WHO/

Yaws/002)

Total community treatment Round 1 Round 2

No. of communities visited
for TCT

Population coverage

Age 6 months-5 6-9 years
years

Gender F M F M

TCT Population
targeted

Population
treated

Targeted Population
treatment  targeted

Population
treated

Total Population
targeted

Population
treated

Adverse events during community treatment

Round 3 Targeted Total
10-14 years =>15years Total
F M F M

No. of severe adverse events reported during community treatment

Cases detected during community treatment

Age <5years 5-14 years > 15 years Total

Gender F M F
No. of suspected yaws cases

No. of treponemal positive
yaws cases

No. of DPP-confirmed yaws
cases

No. of PCR-confirmed yaws
cases

Total
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Yaws testing RDT DPP PCR

No. of suspected yaws cases
tested with...

No. of yaws cases positive to...

Yaws individual treatment Suspected cases Treponemal positive Confirmed cases
cases

No. of yaws cases treated with
azithromycin

Date:

Name of reporting officer: Signature of reporting officer:
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Annex 6. Yaws survelllance indicators

Core indicator
Epidemiology

Yaws cases

Yaws incidence

Endemic communities
or villages

Population at risk of
yaws

Definition

Number of new sus-
pected cases

Number of new trepo-
nemal positive cases

Number of new
DPP-confirmed cases

Number of new
PCR-confirmed cases

Number of new au-
tochthonous confirmed
yaws cases per 10 000
population

Number of yaws-en-
demic communities,
i.e. communities where
at least one new con-
firmed yaws case has
been reported in the
past 3 years

Number of people
living in a yaws-endem-
ic community, i.e. a
community in which at
least one new con-
firmed yaws case was
reported in the past 3
years

59

Disaggregation

By origin (autochtho-
nous, imported)

By age group (<5
years, 5-14 years, 215
years)

By gender

By origin (autochtho-
nous, imported)

By age group (<5
years, 5-14 years, =2 15
years)

By gender

By origin (autochtho-
nous, imported)

By age group (<5
years, 5-14 years, 2 15
years)

By gender

By origin (autochtho-
nous, imported)

By age group (<5
years, 5-14 years, 215
years) or (< 6 years, 6-9
years, 10-14 years, =2 15
years)

By gender

At finest administrative
level available

By age and gender if
population data are
available

At community level

At community level

Comments

Number of new con-
firmed yaws cases is
part of core morbidity
data.

Data from the yaws
case register

Number of new con-
firmed yaws cases is
part of core morbidity
data.

Data from the yaws
case register

Number of new con-
firmed yaws cases is
part of core morbidity
data.

Data from the yaws
case register

Number of new con-
firmed yaws cases is
part of core morbidity
data.

Data from the yaws
case register

Yaws incidence is part
of the core morbidity
module, based on
number of new au-
tochthonous confirmed
yaws cases reported.
Population data at fin-
est administrative level
are required

Communities endemic
for yaws is part of the
core morbidity module,
based on number of
new autochthonous
confirmed yaws cases
reported.

Population at risk of
yaws is part of the core
morbidity module,
based on number of
new confirmed yaws
cases reported.
Population data at
community level for
endemic communities
are required



Population that
requires intervention
against yaws

Gender distribution of
new confirmed yaws
cases

Age distribution of new
confirmed yaws cases

Diagnosis
Screening with RDT

Population at risk living
in an IU in which TCT is
planned

Proportion of females
among new confirmed
yaws cases = number
of females among new
confirmed yaws cases
/ total number of new
confirmed yaws cases
x 100

Proportion of children
< 5 years among new
confirmed yaws cases
= number of children
< 5 years among new
confirmed yaws cases
/ total number of new
confirmed yaws cases
x 100

Proportion of children
aged 5-14 years
among new confirmed
yaws cases = number
of children aged 5-14
years among new
confirmed yaws cases
/ total number of new
confirmed yaws cases
x 100

Proportion of new con-
firmed yaws cases > 15
years of age = number
of new confirmed
yaws cases > 15 years
/ total number of new
confirmed yaws cases
x 100

Proportion of new
suspected yaws cases
positive by RDT = Num-
ber of new suspect-
ed yaws cases with
positive result to RDT /
Total number of new
suspected yaws cases
x 100

Proportion of positive
RDT= Number of posi-
tive RDT / Total number
of RDT performed x 100
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Data from yaws case
register

Data from yaws case
register

Data from yaws case
register

Data from yaws case
register

Data from yaws case
register

Data from laboratory
register or yaws register
if it contains suspected
yaws



Confirmation by DPP

Confirmation by any
recommended sero-
logical test

Confirmation by PCR

Individual treatment

Proportion of new
confirmed yaws cases
freated with azithro-
mycin

Proportion of new yaws
cases confirmed by
DPP = Number of new
suspected yaws cases
with positive result to
DPP / Total number of
new suspected yaws
cases x 100

Proportion of positive
DPP = Number of posi-
tive DPP / Total number
of DPP performed x 100

Proportion of new yaws
cases confirmed by
any recommended se-
rological test = Number
of new confirmed yaws
cases with positive
result to a recommend-
ed serological test /
Total number of new
suspected yaws cases
x 100

Proportion of positive
recommended sero-
logical tests = Number
of positive recom-
mended serological
tests / Total number of
any recommended
serological test per-
formed x 100

Proportion of new
suspected yaws cases
confirmed by PCR

= Number of new
suspected yaws cases
with positive result to
PCR / Total number of
new suspected yaws
cases x 100

Proportion of positive
PCR = Number of posi-
tive PCR / Total number
of PCR performed x 100

Proportion of new
confirmed yaws cases
freated with azithromy-
cin = Number of new
confirmed yaws cases
freated with azithromy-
cin / Total number of
new confirmed yaws
cases treated x 100
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Data from yaws case
register

Data from laboratory
register or yaws register
if it contains suspected
yaws

Data from yaws case
register

Data from laboratory
register or yaws register
if it contains suspected
yaws

Data from yaws case
register

Data from laboratory
case register

Data from yaws case
register



Active case detection

Active case detection
campaigns

Number of communi-
ties visited for active
case detection

Number of people ex-
amined during active
case detection

Number of people who
present with skin lesions
during active case
detection

Number of people
tested with RDT during
active case detection

Number of treponemal
positive yaws cases
identified during active
case detection = Num-
ber of people positive
to RDT during active
case detection

Number of people
tested with DPP during
active case detection

Number of DPP-con-
firmed yaws cases
during active case
detection = Number

of people positive to
DPP during active case
detection

At community level

At community level

At community level

At community level

At community level

At community level

DPP: dual path platform; IU: implementation unit; PCR: polymerase chain reaction
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Annex 7. Standard operating procedures
forrapid diagnosticand dual path platform
tests in the field

Both RDT and DPP tests can be performed in the field, and kits can be stored at room
temperature. Laboratory technicians (and other health workers) should be trained
well and should strictly follow the instructions of the manufacturer and the standards
in performing the tests. Infection control should be ensured by wearing gloves and
disposing of laboratory waste bags into a container.

Results should be read after the specified time, which is 20 min for RDTs and 15 min for
DPPs.

The method, including taking a blood sample, should be explained to people with
suspected yaws before testing.

RDT for syphilis (SD Bioline 3.0) for screening all suspected cases of yaws

The SD Bioline Syphilis 3.0 test is an immunochromatographic assay for qualitative
detection of antibodies of all isotypes (IgG, IgM, IgA) against Treponema pallidum.

A video link on performing the test is available at:
http://www.standardia.com/en/home/support/training/Syphilis.htm.

— Take the test kits from the box, and keep the all the items on the table at which
the suspected yaws case is to be tested.

— Write the number of the suspected case on the test kit.
— Wear gloves to prevent infection.

- Clean the finger of the suspected case with an alcohol swab, and prick it with a
needle.

— Collect 20 pL of whole blood in a capillary tube, and drop it slowly into the test
well.
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Add four drops of diluent to the well.
Wait for 20 min, and read the result. Do not wait longer than 20 min.

Positive RDT: test (T) and control (C) lines are present. Negative RDT: only the control
(C) line is present.

Dual path platform (treponema and non-treponema)

A video link for performing the test is available at:
http://chembio.com/products/human-diagnostics/dpp-syphilis-screen-and-confirm/.

The ChembioDPP®SyphilisScreen & ConfirmAssayisasingle-useimmunochromatographic,
rapid screening test for simultaneous detection of antibodies to non-treponemal and
T. pallidum antigens in finger-stick whole blood. As each DPP test kit costs US$ 2.5, it is
best to use a DPP fest to confirm yaws cases that are found to be positive in an RDT,
which cost US$ 0.5 each.

Wearing gloves, prick the person’s finger, and collect 10 uL of blood with a
micropipette.

Discard the first drop of blood, and collect the second.

Transfer the blood to well 1, and add two drops of buffer solution from the bottle
with a red cap.

Wait for 5 min, until the blue and green lines on the test kit disappear.
Then, add five drops of buffer solution to well 2.

Read the results after 15 min. Do not wait longer than 15 min.

Results can be read 20 min after the beginning of the test.

Dispose of all waste and used materials in a bin provided for this purpose.

The instructions in www.chembio.com should be followed strictly.
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Interpretation of results Interpretation of results

Standard operating procedures for collecting specimens from skin ulcerations and
papillomata in children for detection of T. pallidum and Haemophilus ducreyi by PCR

- Identify the lesion selected for photographing, and write the patient’sidentification
number on the test tube into which the sample will be collected.

— Ifthe lesion is dry, moisten a swab or curette (in cases of papillomata) with saline,
and collect exudates from the base of ulcerations with a rolling motion of the
swab.

— If a papilloma is present, the lesion should be moistened and a curette used to
collect exudates or other material from the growths.

— When the sample is collected on a swab, carefully insert the swab into the sample
collection test tube and seal it.

— A photograph is taken on collection of tissue for PCR testing.
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Annex 8. Algorithm for clinical screening
and serological confirmation of a yaws
case

Rapid clinical screening of children
aged < 15 years for skin lesions

l

Rapid syphilis test (SD Bioline 3.0)

| |

Treponema negative Treponema positive

No current or past infection Active or past yaws infection

No further tests required. Confirmation by dual path platform
Refer for treatment of other skin test

disease

l l

Treponema No treponema
Active yaws Past or treated

yaws
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Annex 9. Checklist for planning
Implementation of the Morges strategy
(revised 6 December 2018)

Therapeutic coverage
e 290%

Geographical coverage
- 100%
Initial mapping
= Systematic serological testing of children (aged 1-14 years) with skin lesions in a
purposive active search for yaws cases
Active surveillance
= Systematic serological testing of all suspected yaws cases detected passively and
actively, integrated with other skin diseases when possible
= Investigation of all rumours of yaws cases reported by community volunteers
Criteria for eradication of yaws
e Absence of new serologically confirmed indigenous cases for 3 consecutive years.
e Absence of PCR positivity in any serologically confirmed test (DPP or T. pallidum
particle agglutination assay-T. palidum haemagglutination assay plus rapid
plasma reagin test positive) in an autochthonous yaws case after interruption of
transmission.
= Absence of evidence of transmission for 3 continuous years measured in serological
surveys of children aged 1-5 years.

Planning
Yes No
Strategy and plan in place for > 90% treatment and 100% geographical coverage o u]
of the targeted IUs?
Endemicity of the IUs to be treated established from:
o Routine surveillance data? O o
o Purposive active case search data? i o
o Survey data? i o
Estimated population to be treated calculated? o o
Adequate resources secured to ensure TCT, post-TCT (follow-up active surveillance,
resistance monitoring, TTT) and post-zero case phases activities?
o Funding =] [u]
o Rapid diagnostic tests: RDT (quantities determined according to local cir- o u]

cumstances and resources)
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DPP (quantities determined according to local circumstances and resourc-
es)

Swab sticks (quantities determined according to local circumstances and
resources)

PCR specimen collection containers and transport media (quantities deter-
mined according to local circumstances and resources)

Laboratory identified to conduct PCR?
Azithromycin 500 mg secured for TCT and/or TTT2

Benzathine penicillin (as a backup) and lidocaine 2 mL for anaesthesia
before injection of benzathine penicillin: (quantities determined according
to local circumstances and resources)

Adrenaline or hydrocortisone secured for tfreatment of allergy to benzathine peni-
cillin? (quantities determined according to local circumstances and resources)

o

Logistics for treafing other conditions in the field
Surveillance forms (print and electronic forms) distributed

Information, education and communication materials available (quantities
determined according to local circumstances and resources)

Transport

Advocacy to district political, health and education authorities?

Training of all key personnel planned (for TCT and strengthened surveillance)?

O 0O 0 o o o o

Doctors and nurses
Laboratory technicians
Other health workers
Data managers
Village volunteers
Schoolteachers

Strategies to deal with “rumours” about drugs and any adverse events
clearly stressed during training

Community mobilization

o

Information sessions planned for all communities and schools?

Timetable to visit each community planned and communicated to the
communities?

Importance of everyone taking the medicine to interrupt transmission
stressed during community mobilization and TCT?

Importance of anyone who is missing during TCT to report for treatment so
that transmission is interrupted should be stressed during community mobili-
zation and TCT¢

Strategies to handle “rumours” about drugs and any adverse events clearly
outlined in the communication plan?

Adequate information, education and communication in all communities
(100%)?

Importance of hygiene stressed in health education messages?

TCT (mass drug administration)

e}

o

Azithromycin and rapid tests sent to IU or health centres at which TCT will be
coordinated?

Endemic communities (including schools) are informed of date of TCT?

information, education and communication (posters, radio announcements)

done?
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o TCT completed?

o

IRecords of participants kept safely on site, including registration and treat-
ment records for independent verification?

Therapeutic coverage calculated?
Geographical coverage calculated?

Documentation of refusals and follow-up of refusals planned?

O O o o

Depending on community endemicity after previous round, further TCT
planned?

Post-TCT activities planned?
o Immediate mop-up plan in place?

4-week follow-up planned to assess immediate treatment outcome (cured
or not cured or to identify treatment failure)?

o Collection of swabs from presumed treatment failures for PCR and azithro-
mycin resistance testing planned?

o Treatment of presumed treatment failures with injected benzathine penicil-
lin planned?

o Active village surveillance planned?

o Awareness and information, education and communication planned?

o Depending on coverage, TTT planned?
Management of other skin diseases

o Treatment of other common skin diseases planned?

o Referral of cases of other skin diseases found planned?
Supportive close supervision and monitoring planned by:

o National technical committee for yaws eradication?

o National yaws eradication programme?

o Regional or provincial technical team?

o District and sub-district technical teams?

Frequency of planned supervision and monitoring throughout implementation at
district, regional and provincial levels

o Monthly?
o Quarterly?

Frequency of planned supervision and monitoring from national level throughout
implementation

o Quarterly?
o 6-monthly?

Frequency of planned supervision and monitoring from international level through-
out implementation

o 6-monthly?
o Annually?
Frequency of house-to-house visits by village volunteers planned
o Weekly?
o Bi-weekly?
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Frequency of transmitting reports from health centre, to district, province and
higher level

o Weekly? mi u]
o Monthly? i u]
Review of work at district, provincial and national levels

o Monthly? i o
o Quarterly? o o
o Half-yearly? o o

External quality assurance of PCR samples planned?

IU: implementation unit; PCR; polymerase chain reaction; RDT: rapid diagnostic test; TCT: total community treatment; TTT: total targeted
treatment
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Annex 10. Procedures for finding yaws
cases

Objectives

1. To assess the true endemicity of yaws to guide mass treatment
2. To establish a continuous active surveillance system to detect and respond to
yaws

Note: Depending on the other diseases that are endemic in the area and available
resources, it may be appropriate to consider integrated case searching for other skin
NTDs,! such as Buruli ulcer, leprosy and leishmaniasis, depending on the country. WHO
has prepared guidance on considerations for integrating surveillance of skin NTDs, for
used when planning activities.

1. Preparatory meetings at national level

A national meeting to discuss advocacy and technical requirements is convened to
decide on the protocol, a proposal for case searches and a provisional budget. The
protocol includes the rationale, justification, objectives, expected outputs, methods,
tools, photography, training, consent (if required), ethical approval (if required), data
analysis, data dissemination, benefits to the community and engagement of the
community, education sectors and the media (multisectoral collaboration).

Meetings should also be held with other sectors, such as the ministries of education and
of social and community development, as schoolchildren are the primary target of
surveys, to explain the purpose of case-searching and to obtain central support.

2. Preliminary planning meetings with regional, district and subdistrict health
teams

During initial meetings with regional, district and subdistrict health teams (including
dermatologists when available and feasible), the objectives of the project should be
discussed, including:
= training (who to train, on what and for how long);
¢ information, education and communication (IEC) and mobilization of communities
and schools;
= method for active case searches (in schools, communities, workplaces), by whom
and how (in every village), house-to-house or at a central location (community
meeting places, schools or both);
= photographs of every case and the results of rapid diagnostic tests (RDTs) and
dual path platform (DPP) tests;
= taking the global positioning system (GPS) coordinates of villages;
= diagnosis (RDTs, DPP test and swabs for yaws in children aged < 15 years);
= collection, storage and transport of samples to the reference laboratory;
= treatment of cases and also of other skin diseases and referral of cases that are
difficult to diagnose;
= surveillance in communities and health facilities; and
= data collection, analysis, including mapping, and dissemination.

tSkin NTDs. Geneva: World Health Organization; 2020 (https://www.who.int/teams/control-of-neglected-

tropical-diseases/skin-ntds). 71



Meetings with other regional, district and subdistrict sectors, such as the ministry of
education or of social and community development and local government officials
should be held to explain the purpose of case searches and to obtain their support.
Meetings should be held with the media to increase community awareness and obtain
their cooperation in surveys.

Training in practical aspects of yaws

Train a core team of health workers in standardized procedures for:
¢ finding skin lesions and hand and foot disability;
= performing and interpreting RDT and DPP test results;
= collecting, labelling, storing and transporting swabs;
= collecting, labelling, storing and transporting blood specimens (if required);
= performing sensory testing of skin lesions with cotton wool or nylon thread;
= dressing wounds;
= taking the GPS coordinates of villages;
= collecting, entering and analysing data; and
¢ counselling people with confirmed cases and building community confidence
by alleviating fear of tests and treatment of any adverse events.

IEC and social mobilization

= Train health workers.

= Train village volunteers.

= Train schoolteachers.

¢ Organize community durbars (including religious leaders and traditional healers)
to discuss yaws, the eradication policy, its rationale and why their full cooperation
is necessary. Encourage open discussion, so that the population can express its
views.

= Develop, adapt or acquire resource materials (IEC, training).

= Ensure that IEC materials are widely distributed and displayed in all health
facilities, villages, schools, market- and workplaces before case searching or
mass treatment.

e Use local radio to inform the population, with standardized messages on yaws
and on the importance of early reporting broadcast regularly.

= Ensure discussion of other locally appropriate points.

Active case search

Every village should be searched (highly recommended)
Start from most remote villages and work back towards less remote ones. The most
remote villages are > 5 km from health facilities and from main, tarred roads.

Step 1
e List all the villages in the district or subdistrict and their populations.
= Make a schedule for visits of the case search team to villages.
= Inform the populations well in advance, and choose days on which community
members are likely to be at home or when schools are open. When schools are
closed or on holidays, a community case search will reach schoolchildren.

72



Step 2
= Train the team in a cascade manner.
* Discuss and choose team members, and define their roles according to national
and district situations.
= Identify the skills or training required to ensure the composition of the team.

Team Proposed composition Role

National Clinician or dermatol- Coordinate, support and monitor districts
ogist
Epidemiologist
Laboratory scientist
Nurse
Data analyst
Driver (who can also
assist)

Regional Clinician or dermatol- Coordinate, support and monitor districts
ogist
Epidemiologist
Laboratory scientist
Nurse
Driver (who can also
assist)

District Health worker or clini- Plan, coordinate and support or implement
cian the case search with subdistrict and commu-
Nurse nity team members
Laboratory technician
Person to enter and
analyse data
Driver (who can also

assist)
Subdistrict and commu- Health worker or clini- Plan and implement the case search
nity cian

Nurse

Laboratory technician
Person to enter data
Driver (who can also
assist)

Step 3
Decide on the screening approach (community and/or school)
= Children in school should be screened in schools.
= Children out of school should be screened at a central location in the village.
= Adults should be screened at a central location in the village.
= House-to-house screening can be used, particularly in small villages.
= Take the GPS coordinates of every village searched.

Step 4
Actual screening day (school or community)
= The team should arrive at the school or village early, to set up the place for
screening.
= Meet the village chief and elders, village volunteers, head of the school and
other community members.
* Ensure that the set-up allows a logical flow of the people (enter --> registration,
screening, RDT, DPP, swab collection, treatment and recording --> exit).
= Manage the crowd to ensure order during screening.
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Diagnosis

= Screen all children aged < 15 years with skin lesions with an RDT (SD Bioline 3.0).

e Confirm any that are positive with a DPP test (Chembio).

= For those positive in a DPP test, take swabs from ulcers and scrapings from
papilomas and place in a swab tube without preservative or transport media
(dry swabs).

= Carefully label the specimens, and complete the necessary laboratory form.
The swabs can be transported in a cold box or at ambient temperature for PCR
analysis.

Treatment and referral of cases
Yaws

All DPP-positive cases found during the case search should be treated with a single
dose of azithromycin (30 mg/kg). National recommendations may be for dosing based
on weight, height or age. One dosing regime, based on age, is provided below.

Age (years) Number of tablets (500 mg)
<6* 1 tablet crushed and mixed with water
6-9 2 tablets
10-14 3 tablets
215 4 tablets

* Azithromycin is not administered fo infants < 6 months of age.

Other ulcers

Cases of yaws-like ulcers should be managed according to national treatment
guidelines. Allwill require wound management and treatment with or without antibiotics.
Note: Some small yaws-like ulcers that are DPP-negative in children can be treated
with a single dose of azithromycin. These ulcers are commonly caused by Haemophilus
ducreyi.

Other skin lesions

Cases of other non-ulcerative lesions identified during case searches should be
managed or referred.

Data collection, analysis and dissemination

The yaws-specific register (Yaws/003) should be used to record all cases of yaws
screened, tested with an RDT and confirmed with a DPP test, the details of freatment
and treatment results at 4 weeks. Other forms, such as a laboratory request, should
accompany any specimen sent for PCR (refer to Procedures for collection, storage and
transport of specimens for PCR diagnosis of yaws: guidance for health workers).

Data analysis should include mapping villages by the endemicity of the diseases found.

Estimation of coverage during case searches

To estimate the population covered during a case search, the team must enumerate
the populations of the villages, communities and schools to be visited well in advance.
These figures will be used as the denominator in calculations of coverage.
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Surveillance

After the case search, the results should be used to strengthen the surveillance system
for yaws and other diseases.
Surveillance can be conducted in one of two ways, by:

= active surveillance in a community or village, in which village volunteers record
all suspected yaws lesions in their communities and report them to the nearest
health centre, including teachers who report cases among children; or

= surveillance in health facilities (health centres and hospitals), which is mainly
passive, in which trained health workers diagnose, treat and report any case
and use the appropriate recording and reporting forms. All health centre staff
should be trained in performing RDTs (and DPP tests). Ideally, DPP testing should
be performed at district level to confirm any suspected RDT-positive cases,
although this recommendation depends on the local situation.

In close cooperation with the community or village volunteers, a system of active
detection and response (see below) should be established to ensure that all suspected
yaws cases are promptly followed up by the district health team with the necessary
investigations and treatment.

REPORTING ACTION

] e Central level:
National yaws

eradication
District team programme

District
Surveillance District team:
and response
team

Subdistrict team

Subdistrict/
health facility
surveillance and
response team

Subdistrict/health facility team:

Community health volunteers
Community
surveillance
volunteers

Surveillance, monitoring and response activities from community to national level

Fig. 7. Example of a national yaws surveillance, monitoring and response system
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Duration of case-searching in a subdistrict

Depending on the population of the villages and distances, a team can complete a
good case search in a single village in about 1 day.

Budget items

= preparatory meetings at national level;

preliminary planning meetings with regional, district and subdistrict teams;

= training of health workers, village volunteers and schoolteachers;

¢ |[EC and community mobilization;
= case searches;

= supervision;

e transport;

= RDTs (total population x 42% x 30%);

= DPP tests (10% x RDTs);

e azithromycin (quantities according to DPP results plus another 10% to treat DPP-

negative yaws-like ulcers);

= other supplies and logistics (see checklist, below);

¢ |aboratory confirmation by PCR;

= technical support (consultancy, monitoring, supervision and laboratory); and
= data entry and analysis and report-writing.

Checklist for yaws field work

IEC materials (posters and booklets)
azithromycin

rapid tests ([ ] RDT and [ ] DPP)

lancet

alcohol swabs

gloves (disposable)

cold box for storing samples

cotton swabs for collecting samples from
lesions

curettes for removing scabs from papillomas
dressing materials (normal saline, gauze,
cotton-wool, bandages)

sharps containers

plastic refuse bags

recording forms

markers

O o o o o o o o

O

[m]

O o o o

0O 0o o o o o o

O 0O o o o o o o

snacks and drinks

disposable cups for administering azithromycin
camera or mobile phone with good camera
GPS or mobile phone app

plasters

scissors

other common medicines (e.g. paracetamol,
antimalarial, antifungal)

disposable tissues

antiseptic solutions

soap

sanitizers

venous blood collection tubes

butterfly needles for blood collection

needle (23-G) and syringe (5 mL)

fourniquets for collecting blood

DPP: dual path platform; GPS: global positioning system; IEC: information, education and communications;

RDT: rapid diagnostic test
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Example of budget items for similar activities by other programmes (for guidance only)

Advocacy (and media briefing)
Data management
Specific drug supply
Supervision

IEC and social mobilization
Baseline prevalence
Mapping

Monitoring and evaluation
Mass drug administration
Planning and organization
Training

Vehicles

Communication and IT equipment
Accommodation equipment

Mass drug administration and IEC equipment
Travel and transport

Vehicle fuel and maintenance
Accommodation and sustenance

Mass drug administration and IEC consumables
and other charges

Drugs (other general for adverse events)
Communication
Personnel

IEC: information, education, communication; IT: information technology
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Examples of activities and items included in costing for other programmes (for guidance only)

Activity

Pre-meetings
To sensitize communities and schools
To plan surveys with local teams

Training
On-the-job training for local staff

Survey
Implementation of survey and data collection

Post-survey meetings to inform district health
offices of results

Confirmatory testing
PCR on selected swalbs for confirmatory and
resistance testing

Survey design, data analysis and report-writing

Other

Iltems to be budgeted

Meeting facilities (meeting materials, handouts,
pens, writing pads, coffee and lunch if applica-
ble)

Supplies

Honoraria for resource people

Per diem and lodging

Travel

Meeting facilities

Supplies

Food

Honoraria for resource people
Per diem and lodging

Travel

RDT and DPP

Supplies for using rapid tests (gloves, lancet,
alcohol swabs, cotton balls, sharps containers,
biohazard bags, efc.)

Swabs

In-country transport of RDTs

Drugs to treat positive survey patients
Social mobilization of communities
Stationery

Per diem and lodging

Food

Travel

Vehicle rental and/or fuel

Prepaid phone cards

Snacks for survey participants

Meeting facilities

Supplies

Honoraria for resource people
Per diem and lodging

Travel

Meeting facilities (meeting materials, handouts,
pens, writing pads, coffee and lunch if applica-
ble)

Supplies

Honoraria for resource people

Per diem and lodging

Travel

Support for survey design, data collection and
report-writing

Ethics review committee fees

Overhead costs for local nongovernmental
organization support

Translation costs

Contingency costs

DPP: dual path platform; RDT: rapid diagnostic test; PCR: polymerase chain reaction
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Yaws mainly affects children living in poor communities in 15
countries of the World Health Organization (WHO) African,
South-East Asia and Western Pacific regions. The disease is
targeted for eradication by 2030.

This manual provides guidance for countries on how
to implement surveillance activities, and monitor and
evaluate the achievements towards the interruption of yaws
tfransmission. It is intended for use by programme managers of
national yaws eradication programmes, partners involved in
the implementation of yaws eradication activities and WHO
technical staff who provide technical support to countries in
the eradication of yaws.

Eradication of yaws: surveillance, monitoring and evaluation.
A manual for yaws eradication programme managers
should be used together with Eradication of yaws: a guide
for programme managers, Eradication of yaws: procedures
for verification and certification of interruption of transmission
and Summary report of a consultation on the eradication of
yaws.





