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Operational feasibility of establishing community
reporting systems

T. M. DEEPA,  E. VENKATA RAO,  R. R. PATIL,  R. SAMUEL

ABSTRACT
Background. In developing countries the absence of a credible

disease surveillance system results in an inappropriate response to
an outbreak. Since a functioning and responsive disease surveillance
system cannot be provided immediately, some interim surveillance
system for early detection of outbreaks is needed to institute a
prompt response. This operational research study was conducted
to assess the feasibility of establishing community reporting systems
involving women self-help groups and members of Panchayati raj
institutions through syndromic surveillance at the community
level.

Methods. Reporting was initiated from 8 villages in 4 gram
panchayats of Begunia block of Khurda district in Orissa during
May and June 2005. Members of women self-help groups and
Panchayati raj institutions were trained on structured reporting
guidelines. In congruence with the state disease surveillance
system, weekly reporting was started for comparison where
feasible.

Results. Completeness of reporting was better achieved by
women self-help groups (91.6%) than members of Panchayati
raj institutions (66.6%). Data capture was more complete as
compared with the existing disease surveillance system. Illnesses
among women were better captured and greater ownership of
the public health service was noted.

Conclusion. Establishing community reporting systems
using women self-help groups and members of Panchayat raj
institutions for disease surveillance in India is a feasible option.
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INTRODUCTION
A number of epidemics in the recent past of Japanese B
encephalitis,1,2 leptospirosis3,4 and anthrax5,6 have resulted in
considerable mortality and morbidity in India. The media was the
first to draw attention to all these instances, followed by a
response from the health system. Critics suggest that the response
to epidemics from various health departments is largely restricted
to a fire-fighting exercise7,8 because of the absence of a credible
disease surveillance system.9,10 The failure of our existing public
health system to detect outbreaks in the initial stages could be
attributed to the inadequacy of human and material resources,
absence of public health laboratories, poor infrastructure (roads
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and communication)11 and a large percentage of healthcare being
provided by the private sector.12,13

While it is important to have a functioning and responsive
disease surveillance system across the country, it is equally important
to be aware that there cannot be an immediate solution to the varied
and complicated problems of health systems in developing countries.
A systematic overhaul of the existing healthcare system would
entail huge investment of resources, both capital and human. Until
then, some form of surveillance system for early detection of
outbreaks and a prompt response to an epidemic is needed.

In Orissa, a Multi Disease Surveillance System (OMDSS)14,15

is operational since November 1999, which covers government
health facilities in all 30 districts. The flow of information in the
system has been efficient with more than 90% of reporting units
sending timely and complete reports every week to the state public
health department. This system has made a major change in the
way disease incidence data are collected, compiled, transmitted,
analysed and used for intervention in a timely manner. At the
grassroots level, the multipurpose health worker is responsible for
weekly collection of communicable disease data from about 7–10
villages, excluding attending to health/delivery-related
emergencies and conducting fixed immunization sessions.
However, as it was not realistic for the multipurpose health worker
to visit each of the villages under his/her purview every week, it
was not feasible for them to send/collect complete data (in terms
of coverage) as required by the weekly disease surveillance
system, resulting in failure to detect possible outbreaks early
enough to take action.

To enhance the completeness of reporting at the grassroots
level and to involve communities in surveillance activities, the
United Nations Development Programme (UNDP) in Orissa
piloted an action research study. We report the feasibility of
setting up community reporting systems involving women self-
help groups (SHGs) and members of Panchayati raj institutions
(PRIs).

METHODS
Description of the model
Following an extensive review of the published and grey literature
on community reporting aspects of disease surveillance
programmes in India, field visits were planned to document the
processes involved in 4 established community health projects in
Rajasthan16,17 and Gujarat18,19 between 15 June and 2 August 2004.
Although all 4 projects identified were carrying out impressive
community health work, none of them had diversified into a
self-sustaining, full-fledged surveillance system with all its
components. Data collection was predominantly restricted to the
area of reproductive and child health.

Building upon the lessons learnt from these field visits,
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3 models of community reporting were developed involving
teachers, members of women SHGs and PRIs through a consultative
process keeping in view the characteristics of their members and
their potential. Two models involving members of women SHGs
and PRIs were chosen for field implementation.

Women SHGs20,21 and the PRI system22

An SHG is a group of rural poor who voluntarily organize themselves
into a group for eradication of poverty among its members. A
typical women SHG has 10–20 women benefiting from a micro-
credit system within the group. They agree to save regularly and
convert their savings into a common fund. Some SHGs use the
credit facility available to them for setting up micro-enterprises
either owned by the entire group or by individual members.
Women SHGs are being promoted by the Central Government and
several state governments. Non-governmental organizations and
donor agencies also support women SHGs. All these facts make
women SHGs the most ubiquitous of formally organized groups
in India. In the context of healthcare, reducing the health risks of
women SHG members and their families through health education
and advocacy for greater participation in and demand for primary
healthcare would enable members of the SHG to save on spending
their credit amount on non-productive expenditure.

In India Panchayat is an age-old institution for self-governance
at the village level and refers to decentralized local governance by
elected members of the community. Through the seventy-third
Constitutional Amendment, PRIs have been strengthened with
identified areas of jurisdiction, authority and funds. They have
been assigned several development activities including health and
population stabilization. A gram panchayat constitutes several
villages in different wards, with each ward represented by a ward
member.

Study setting and the period of study
The reporting system was initiated in Begunia block of Khurda
district in Orissa during May and June 2005. Four gram panchayats
(Begunia, Simore, Dingar and Radhakantpur) were selected from
the field practice area of a facilitating local voluntary organization
‘Tapobhoomi’ for the pilot intervention. The presence of a
subcentre at the gram panchayat headquarters was the criterion
for inclusion. In each of these gram panchayats 2 villages were
selected, one farthest from the gram panchayat and the other was
the village where the gram panchayat had its headquarters.
Reporting of health events was done through members of women
SHGs and PRIs. Four paid volunteers (one for each gram
panchayat) from the voluntary organization were entrusted with
the responsibility of facilitating the process.

Reporting guidelines
The members were requested to report demographic and health
events such as marriage, pregnancy, births, deaths and diseases
in the community using a simple prescribed format to the
respective multipurpose health worker at the subcentre. Eleven
syndromes were identified for surveillance: watery diarrhoea with
dehydration (cholera), only fever (suspected malaria), fever
with rash (measles), fever with bleeding (dengue), fever with
altered consciousness (meningitis), cough of <3 weeks’ duration
(acute respiratory illness), cough of >3 weeks’ duration (tuber-
culosis), acute jaundice, acute flaccid paralysis (poliomyelitis),
unusual symptoms leading to hospitalization or death and other
illnesses not fitting into the above categories. Data were collected
in 2 age categories (<5 years and >5 years) in both sexes as per

the reporting guidelines of the Integrated Disease Surveillance
Programme (IDSP).

Reporting was done on a weekly basis. Reporting before the
weekly health sector meeting days (Saturday) was encouraged so
as to enable the health worker to share any untoward instances in
the meeting and seek advice from the medical officer or health
supervisor and plan her visits accordingly. A system of weekly
zero reporting—if no suspected cases meeting the syndrome
descriptions had occurred in a specific week—and instances
requiring immediate reporting were emphasized.

A simple operations manual was prepared to provide a
systematic approach for identifying each syndrome using a clinical
case definition in the local language in accordance with the
reporting guidelines of the IDSP,23 a decentralized system of
disease surveillance launched by the Ministry of Health and
Family Welfare, Government of India in selected states, which
will eventually cover all states in a phased manner.

Capacity building
Volunteers of the local voluntary organization ‘Tapobhoomi’
who were graduates were provided a 2-day orientation training on
the basics of disease surveillance, the current system prevalent in
the state, its limitations in terms of coverage and completeness,
need for capturing health events and their reporting to the public
health system. They were also sensitized on simple case definitions,
need for reporting on a regular and timely basis, events requiring
immediate reporting and tips on generating health awareness in
the community. They were informed about different methods that
could be adopted to ensure better coverage and quality data such
as community mapping, identifying and encouraging involvement
of key persons from the community and identifying sentinel
surveillance sites in the community such as traditional healers,
private practitioners, etc.

The volunteers conducted orientation sessions for selected
members of women SHGs and ward members. Finally, before
implementation, a half-day sensitization meeting was organized
by UNDP at the block level inviting representatives of women
SHGs, ward members, multipurpose health workers of the
respective gram panchayats and important members of the
community.

RESULTS
Based on the guidelines provided, members of women SHGs and
ward members reported vital events and diseases from 8 villages
(considered as reporting units) to the multipurpose health workers
on a weekly basis for a period of 6 weeks starting 5 May 2005.

All reports were received on time and completeness of reporting
by SHGs (91.6%) was better than that by PRI members (66.6%,
Fig. 1). Reporting by women SHGs was more consistent and they
reported more illnesses among women (Table I). Capture of health
events such as pregnancies and childbirth were greater by women
SHGs compared with those by PRIs and the government health
system. The number of deaths captured by both PRIs and SHGs
were the same (Table II).

A comparison was made of the data captured through the new
system with the data captured by the health department through
the existing communicable disease surveillance system (Table II).
The number of cases of suspected malaria reported by the
community models was much higher than that captured by the
OMDSS. Cases of suspected measles were greater from almost
all the villages through the community models; however, they
were not reflected in the OMDSS reports. Two cases of suspected
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meningitis were reported from 2 villages that were again not
reported under the OMDSS. Seven cases of acute flaccid paralysis
were reported by the SHG and PRI groups but none were reported
by the health department.

The members of women SHGs showed more interest in
participating. The number of people approaching public health
service providers (multipurpose health workers and Anganwadi
workers) at the village level increased considerably towards the
end of the study period.

DISCUSSION
Community reporting system: A form of syndromic surveillance
Surveillance serves many public health functions.24 The most
important of these is the detection of an abnormal rise in the
frequency of a disease—an outbreak. Outbreaks of infectious
diseases are typically recognized either through accumulation of
case reports of suspected or diagnosed cases of a reportable
disease in public health departments by alert healthcare profes-
sionals, laboratory workers, or by the public who may bring cases
and clusters of diseases to the attention of public health authorities.25

However, non-specific, suspicious patterns of disease presentations
might be apparent at the community level earlier than through the
traditional disease reporting mechanisms. Detection of these
events remains a challenge for any surveillance system.

Syndromic surveillance is an approach to public health
surveillance that may extend current capabilities to detect outbreaks
early in their course at the community level.25 Syndromic
surveillance systems are being developed locally, regionally and
nationally with efforts being directed at facilitating the early
detection of a covert bioterrorist attack, but the technology may
also be useful for general public health, clinical medicine, quality
improvement, patient safety and research.26

Syndromic surveillance is essentially a proxy for disease
surveillance done using health-related data which precedes a
definitive diagnosis and signals a sufficient probability of a case
or an outbreak to warrant further public health response.27 Currently,
with the given constraints, a syndromic surveillance system does
not replace traditional public health surveillance but seems to be
the most appropriate precursor to a more developed surveillance
system.28

TABLE I. Comparison of cases captured by the two models of reporting
Syndrome Men Women

<5 years >5 years Total <5 years >5 years Total
PRI SHG PRI SHG PRI SHG PRI SHG PRI SHG PRI SHG

Watery stools with dehydration 9 11 29 35 38 46 6 12 34 54 40 66
Only fever <7 days 6 11 23 30 29 41 8 15 31 49 39 64
Fever <7 days with rash 1 3 1 0 2 3 1 1 4 1 5 2
Fever <7 days with bleeding 0 0 0 0 0 0 0 0 1 0 1 0
Fever <7 days with altered consciousness 0 0 1 0 1 0 0 0 0 1 0 1
Cough <3 weeks’ duration 2 4 4 8 6 12 2 1 12 11 14 12
Cough >3 weeks’ duration 1 0 1 0 2 0 5 2 0 0 5 2
Acute jaundice 0 0 5 4 5 4 0 0 0 0 0 0
Acute flaccid paralysis 2 2 1 1 3 3 0 0 1 0 1 0
Unusual symptoms leading to death/ 0 0 2 1 2 1 0 0 3 3 3 3

hospitalization not conforming to any above
Others 7 2 63 66 70 68 7 2 90 90 97 92

Total 28 33 130 145 158 178 29 33 176 209 205 242
PRI Panchayati raj institution SHG Self-help group

FIG 1. Percentage completeness of reporting of events by the
2 reporting mechanisms  PRI Panchayati raj institution
SHG Self-help group  OMDSS Orissa multi-disease
surveillance system

TABLE II. Health and vital events captured by the 3 reporting
mechanisms

Health and vital event Panchayati Women State
raj self-help health
institution groups department

People who approached govern- 20 86 not
ment facility for treatment applicable

Deaths reported 4 4 9
New pregnancies reported 19 34 17
Births reported 12 15 26
Marriages reported 21 22 usually not

captured
Cases of suspected malaria 68 105 25
Cases of suspected measles 7 5 0
Cases of suspected meningitis 1 1 0
Cases of acute flaccid paralysis 4 3 0
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WHO’s call for community reporting systems
The pandemic in 2002–03 of severe acute respiratory syndrome
(SARS) highlighted the importance of strengthening community
reporting systems and systematic verification of rumours regarding
disease outbreaks at the national and international level. The draft
resolution on International Health Regulations29 recommended by
the executive board in resolution EB-111.R13 submitted for
consideration of the 56th World Health Assembly states: ‘To take
into account reports from sources other than official notifications,
to validate these reports according to established epidemiological
principles and, when necessary and after informing the Government
concerned, to alert the international community to the presence of
a public heath threat that may constitute a serious threat to
neighbouring countries or to international health...’

Development of suitable community reporting and rumour
verification systems in areas of high endemicity and a potential for
an outbreak of a communicable disease would thus be useful for
establishing reliable models that could be used nationally and
internationally.

In response to the 2001 World Trade Center attacks, the
Connecticut Department of Public Health (DPH) initiated a
Hospital Admissions Syndromic Surveillance system (HASS) to
monitor a possible concurrent biological attack.30 Similarly, the
Centers for Disease Control and Prevention (CDC) have tried
different models of syndromic surveillance such as ESSENCE31

(The electronic surveillance system for the early notification of
community-based epidemics), EARS32 (Early aberration reporting
system) and BioSense.33 These models provide early event detection
and situational awareness critical for biological terrorism
surveillance and routine public health event management.

Indian experiments in syndromic surveillance systems at the
community level
Syndromic surveillance is not a new concept. It dates back to India’s
highly successful smallpox eradication programme with active
disease surveillance for the search of smallpox in communities
and households, at markets and at religious festivities by networks
of community-level health workers.34 Many community health
projects in India have already tried this and continue to use a simple
case definition in lay language for case detection by village-level
health workers as in the NADHI (North Arcot district [NAD]
health information) model.35

The NADHI model of disease surveillance established in the
North Arcot district in Tamil Nadu during the 1980s used the
district as a population unit, where medical staff working in both
the private and public (government) sectors reported selected
diseases. The monthly disease summary bulletin was called ‘NAD
health information’ or NADHI. It was centred in the private
(voluntary) sector with cooperation and participation by the
government sector. To facilitate easy and rapid reporting of cases,
pre-formatted, printed, self-addressed post cards with postage
stamps affixed were used.36 The current community reporting
system uses community members who are not a part of the
health system.

UNDP Orissa initiative in disease surveillance
Following the super-cyclone in Orissa in October 1999, there was
apprehension about potential outbreaks and epidemics of
communicable diseases. To be able to detect these outbreaks and
to take timely action to prevent and control them, the UNDP in
Orissa in collaboration with the Government of Orissa and
support from WHO and MSF set up the Multi Disease Surveillance

System in November 1999 covering government health facilities,
initially in the 12 cyclone-affected districts. The effectiveness of
the system in the 12 coastal districts led the government to expand
it to all the 30 districts of Orissa in the year 2000.

Orissa Multi-Disease Surveillance System (OMDSS)
OMDSS covered the entire state (population: 37 million) by July
2001. The reporting units are the existing government health units
ranging from the subcentre to the district hospital. Reporting is
done weekly on 12 syndromes. There is a fixed period for
reporting from Saturday to Friday and fixed deadlines at each
level of reporting. Reports reach the primary health centre (PHC)
by Saturday, the block level health centre by Monday, the district
headquarters by Wednesday and the state disease surveillance cell
by Friday. Case detection at the PHC is done by the medical
officer and at the subcentre level by the health worker. All cases
are reported at the suspected level of diagnosis, to maintain
uniform case detection guidelines at all levels of reporting.

Piloting establishment of community reporting systems:
Lessons learnt
The main challenges faced during establishment of community-
reporting models for supplementing the OMDSS of the
Government of Orissa were advocating with policy managers,
developing training manuals and data collection formats, imparting
training and finally in maintaining the motivation of the reporting
personnel.

Development of user-friendly data collection formats in the
local vernacular language, tailored to the background
characteristics of the reporting personnel was the backbone of this
reporting system. Preparing training modules and devising training
programmes through explanation of technical details in a simple
language was important. To ensure regular reporting, sensitization
and feedback played a major role. Adaptation of this model in
other settings would definitely entail formative research on the
target reporting personnel.

Conclusion
Reporting of diseases and other vital health events through existing
institutions in the community is feasible and would ensure an
effective surveillance mechanism until such effective early warning
systems are established by health systems in developing countries.
This would also ensure better awareness and a demand for an
appropriate service by the public health system. Involvement of
women ensures better reporting of illnesses among women folk in
the community. Thus, institutional structures or groups, which are
community-based and in close contact with the community, could
be involved with proper sensitization and motivation in capturing
vital events in the community and in early detection of disease
outbreaks and action. Replicating these systems of disease reporting
on a large scale through proper training and capacity building
would provide crucial data on disease surveillance as an adjunct
to the current IDSP.
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