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Closing the Gap Between Outbreak and Alarm:
National Event-Based Surveillance

Timely detection of public health threats re-
mains a challenge for conventional indicator-
based surveillance systems, which primarily
depend on routine reporting from health facili-
ties. These systems may fail to capture early,
informal signals emerging from communities
and non-health sectors. Event-based surveil-
lance (EBS) addresses this gap by systematical-
ly identifying, capturing, and verifying such
signals to facilitate rapid public health action.
EBS has been successfully implemented in sev-
eral countries, including Vietnam, India, Ghana,
and across the African region, demonstrating its
value as a complementary approach to indicator
-based surveillance (WHO,2014).

Two systems, one purpose

Sri Lanka's Epidemiology Unit has run indicator
-based surveillance for Several decades for the
Communicable Diseases, a system built on rou-
tine, structured reporting from health facilities.
It is thorough, but by design it only counts what
is already defined and expected. Event-based
surveillance fills the gap: it captures formal
signals, rumors, media reports, and informal
signals of anything unusual, verify them quick-
ly, and feeds confirmed threats into the same
response pathway. The International Health
Regulations (2005) urge WHO member states to
complement both systems together function as
a single early-warning mechanism , precisely
because indicator-based surveillance alone
tends to miss the unexpected events especially
at ecarly stages (World Health Organization,
2014, 2016).

Until recently, Sri Lanka's event-based signals
were captured informally, largely through the
Medical Officer of Health (MOH) and hospital
network and ad hoc media monitoring, without
a standardized reporting system, dedicated staff
training, or consistent coordination between
health and non-health sectors. A new concept of
Event based surveillance from the Epidemiolo-
gy Unit sets out how this gap is being closed.

What has been built

The new EBS package gives Sri Lanka, for the
first time, a single structured system for manag-
ing early signals nationally. Reports can now
come in through several low-barrier channels: a
dedicated WhatsApp number, a mobile and dig-
italized electronic Event Based Surveillance
(eEBS), an email address, and a public Face-
book group, alongside a direct link to WHO's
Epidemic Intelligence from Open Sources
(EIOS) platform for relevant international sig-
nals. Every signal that comes in, whatever the
channel, is routed through the same workflow
triage, verification, event creation, rapid risk
assessment, response, follow-up, and closure
with clearly assigned responsibilities at MOH,
regional, and national level (Figure 1). Further-
more, an eEBS is design to create a electronic
registry, recording and tracking each stage, re-
placing what had previously been an informal,
largely undocumented process.
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Figure 1: Event Based surveillance
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Testing it on the ground

Before scaling the system nationally, the Epidemiology Unit
piloted it in six MOH areas of Gampaha District. The pilot
showed that the different reporting channels worked together
in practice to support surveillance at subnational level, and it
surfaced practical lessons that are now feeding into national
rollout. Capacity-building for both health and relevant non-
health stakeholders by covering signal detection, verification,
risk assessment, and use of the digital tools is planned for the
alongside standardized operating procedures. A formal evalu-
ation of how quickly and complete signals are being detected,
along with cost-effectiveness, is planned once this next phase
is complete.

What other countries have learned

Sri Lanka's approach echoes what has worked elsewhere. In
Vietnam, a community-based EBS pilot found that ordinary
community members, not health workers, generated the larg-
est share of reported signals, with a median of just 4.4 days
from an event happening to a health-centre response (Clara et
al., 2018). Ghana's community-reporter model similarly
strengthened the country's compliance with global health se-
curity targets (Merali et al., 2020). In Kerala, India, a 2023—
2024 pilot extended EBS into private hospitals, a sector pub-
lic surveillance often misses and picked up clusters of febrile
illness that routine reporting alone would not have caught
(Vaman et al., 2025). Across Africa, Kenya's electronic EBS
tool identified almost 8,800 signals and over 3,000 verified
events in just 15 months, and the continental EBS framework
has since shifted toward standardized event-management sys-
tems and closer collaboration across the human, animal, and
environmental health sectors — a One Health approach (Mercy
et al., 2023). The common thread across all these experiences
is the same: multiple accessible reporting channels, a struc-
tured process for verifying and acting on signals, and a trained
workforce to run it.

Why this matters for Sri Lanka

Public health threats rarely stay within neat administrative or
sectoral boundaries, and Sri Lanka faces risks that can origi-
nate from human, animal, or environmental sources alike. A
functioning EBS system means that a cluster of unusual ill-
ness, usual illnesses in unusual pattern, an unexplained animal
die-off and behaviors, Environmental and chemical events, or
a worrying rumor circulating in a community has a defined
route into the health system and a defined response once it
arrives, consistent with the multi-sectoral, standardized ap-
proach WHO has called for since the 2005 revision of the
International Health Regulations (World Health Organization,
2014, 2016). The Epidemiology Unit's four pillars for sustain-
ing the system structured training of trainers, digital tools that
reduce the staffing burden of real-time monitoring, clear insti-
tutional guidelines and leadership backing, and genuine multi-
sectoral and community participation are designed to keep it
running well beyond the pilot phase, mirroring the pathway
by which Vietnam's EBS tools were later adapted for use in
India, Cameroon, Ghana, and Kenya (Mercy et al., 2023).
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Table 2: Selected Vaccine Preventable Diseases & AFP 29th June- 05t July 2026 (27t Week)

Difference
Total num-  between
ber of cases the number

Number of Number of
cases cases
during during

Total
number of
cases to

No. of Cases by Province

Disease

current same date in to date in of cases to

week in week in 2026 2025 date in 2026

2026 2025 & 2025
AFP! 00 00 00 00 00 00 OO0 O00 00 00 00 39 31 25.8%
Diphtheria 00 00 00 00 00 00 00 OO0 00 00 00 00 00 0 %
Mumps? 00 01 00 00 00 00 00 O00 O1 01 02 74 83 -10.8 %
Measles? 00 01 00 00 00 00 O00 00 06 07 00 27 02 1250 %
Rubella’ 00 00 00 00 00 00 OO0 OO0 OO0 00 01 00 04 -100 %
CRS2 00 00 00 00 00 00 OO0 O00 OO0 00 00 00 00 0 %
Tetanus? 00 00 00 00 00 00 OO0 O00 00 00 00 03 04 -25 %
Neonatal Tetanus? 00 00 00 00 00 00 00 00 00 0O 00 00 00 0 %
R HiS 00 00 00 00 00 00 00 00 00 00 01 00 04 -100 %
cephalitis®
Whooping Coughz 00 00 00 00 00 00 O00 OO0 O1 01 00 17 12 41.6 %
Key to Table 2

Provinces: ~ W: Western, C: Central, S: Southern, N: North, E: East, NC: North Central, NW: North Western, U: Uva, Sab: Sabaragamuwa.

Data Sources:
Weekly Return of Communicable Diseases: Diphtheria, Mumps, Tetanus, Neonatal Tetanus, Whooping Cough.
Special Surveillance: AFP, Measles, Rubella, CRS.

AFP* = No Polio cases
Mumps?, CRS?, Tetanus?, Neonatal Tetanus2, Whooping Cough2—Clinically and/ or laboratory confirmed cases
Measles?, Rubella3, Japanese Encephalitis®— Laboratory Confirmed cases

AFP—Acute Flaccid Paralysis
CRS = Congenital Rubella Syndrome
NA = Not Available

AFP and all Vaccine Preventable Diseases except Mumps should be investigated by the MOH Personally.

All patients presenting with fever and a maculopapular rash must be
promptly notified and investigated. Blood samples and throat swabs

should be collected at the appropriate time window

Comments and contributions for publication in the WER Sri Lanka are welcome. However, the editor reserves the right to accept or reject
items for publication. All correspondence should be mailed to The Editor, WER Sri Lanka, Epidemiology Unit, P.O. Box 1567, Colombo or sent
by E-mail to chepid@sltnet.lk. The Epidemiology Unit should be formally acknowledged in all resulting publications as the primary data
source.
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