KNO\YLEDGL, PRACTICES AND FACTORS INFLUENCING
REPORTING OF NOTIFIABLE DISEASES AMONGC HEAL T
WORKERS IN T\VQ SELECTED RURAL AND URBAN LOCAL
GOVERNMENT AREAS OF OYO STATE, NIGERIA

/\ >
+
BY /

=

OLADEJ! ATILOLA GBADAMOSI &1y
ML CIIL B (OAU), Ife
MATRIC. NO.: 125353

A DISSERTATION IN DEPARTMENT OF EPIDEN{IOLOGY AND
MEDICAL STATISTICS,

SUBMITTED TO THE :
FACULTY OF 'UBLIC HEALTIL COLLEGE OF MEDICINE,

IN PARTIAL FULFILMENT OF THE REQUIREMENTS FOR THE DEGREF
OF MASTER OF PUBLIC 1ITEAL I

IN EPIDEMIOLOGY

ol the

UNIVERSITY OF IBADAN
THADAN, NIGERIA

T
.‘.

MARCIL 2010 TOAN

}

v

_32'_—___
N ¢

N,

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

"84 pN

\

= o i a .= A A &\



CERTIFICATION

his is to certily that Olade)i Atilolo Geadainosi carried oul this work in the Department
ol Epidemiology and Medical Statistics, i‘ocully ol Public Heallh, College of Medicine,

Universily of Ibadan, Nigeria.

"“-_
- el
& i ¥ i & - 5 & e § . i i i i

Ur. M. D, Daire

Scntor Leclurer
MDBDS. M.Sc (Gpid.). & Med. Statistics). MWACP, FMCPH

— ad b T 4= o¢ ¥. Y000 ov ©
’ we-ad TRt

i 42

> B

1" 5k

il

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT






ACKNOWLEDGEMENT

| hereby expiess my profound gralitude 1o my supervisor, Dr. M. D. Dairo fur Jus
guidonce, paticnce and encouragement from the onset of Ilas project lo the completion. |
nlso appcciole the conlribution of Dr (Mrs) Adekunle, my rnaiden supenvisor.

] apprcciate cncoursgemcnl and lhe contribulion of the following E.cclurcs,
Professor Afolabi Bamgboyc, Dr, AKinola Fativegun, Dr. Olulumuiluyo Fowele and Dr.
Adcdokun (all i the Departmient of Epidemtology and Nledical statisties . UC] 1, lbadan.
Also Dr. ljndunola Kayode Titus (IKT), Dr. (Mis.) Peu Esiinm nnd Professor, Scgun
Faturoti (ull i Dcpartinent of Communily nnd Social Mcdicine, OAU, llc-Ife).Special
words of apprccintion 1o iny lecturer and mentors; Professors A K.K Adesunkunni and
O. Lomal,

] nlso express iy deep gratitude 10 Dr. Azcez Aderenni {Dircctorale of
Epideiniology, Federal Minisury of llcalth, Abuvia FCT), Dr. M. O. Ogundeji, CLO,
Peinnuy llecolth Care and llcalth Management (PRIHAEMAC) Cenire. Yemcltu, Ibadan
Ovyo stote.

The following coltcagues were aiso aphrcciaed. Dr. Fosin Onigbinde,Ur Oke,
Dr. Dele Omidiran, Dr. Soji Isaac ijidate, Dr Adcbayo Olusegun and Mr. Femi Dipeolu

Special appreciation (o Dr. Bisi Ayoola, Oyo staie Ministry of Health, Secretarial,
Ibadan, fi0fessor Anlonctic Qlili of Department of Communtty Medicine, Universily uf
Benin, Nigeria, Dr. {(Mrs.) Olumide, icalth Monogement, College ol” Medicine. Mlrs.
Ajuwon, Chiel Librugian, Olatunde Odeku MAedical l.ibracy. College of Mcdicine

University of Ibadan,
The conlrtbution and sssistance of Mre. Nathnnicl, Mr. Tony and Nrs. Yinka are

apprecinicd.
The conltribution of Prol Jesse Biodun Olegbayo was oulstanding. 1 specially

lhank my Jewz] of incstimablc value, Oluseyi and our lovely children
Above all 1 give all glory and honour ta ahntghty God for giving me Lhe patience,

perseverance (hroughoul the programme

Ohaedeji Atilols GRRADAMON]

N

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



ABSTRACT

RReporting of noliliable diseases is esscntial for conlirol and prevention of oulbreak
ol discascs. In Nigeria, rcporting of Nolifinble Discascs by health workers has nol becn
adcquatcly documented. This study was conducted tu assess hecalth workers knowledge,
praclices, and factors influcncing discasc rcporting in urban and ruml communifics in
Oyo Slate, Nigena. '

A cross.scctional survey wns carricd oul among the 210 health weoikers who were
responsible for discase reporting al their health facilitics, The 33 local govemiment Arcas
(LGA) of Oyo Stalc werce stratilicd into rural and urban, out of whicii one rural (Alijio
LGA) and onc urban {Ibadann North LGA), were randomiy selected, All the health
facilities in Alijio (3%9) and Ibadan North (171) were ncluded in the study. Onc
tespondent al cach health facility (focal person) was then selected and interviewed. A
semi-structurcd, sclf- adminisicred qucstionnnice was used to oblain information on
knowledge, practices, pattem and factors sifeciing reporting. The list of discases
included: iinmcdiate, routine, intcmntional and occupaticnally notiliable discascs.
Knowlcdge was assessed on a scale of 50 points with score >30 &s good. Data swere
analyzed using descriplive stalisiics; T squarc, t-test and lincar regression.

Communily Heolth Officers (30.1%), Nurses (26.0%) and [*hysicim:s (16.3%),
constituted the majonty of the respondents. Scventy-two percenl (rural- 14.8% and
uban- 57.1%) were mwvare of the cxistence of discase nolilication system wlule 26 5%
kncw the curren! siiategy for reponiing. Mcan knowledge scose for nolifiable Jiseases
among respondenis was 27.648.4 with group mcans for rutal and urban being 32.048.6
and 26.748.2 (p<0.001) respectively. Aboul cleven percent (11.2%) of the respondents
had gead knawledge of the notifisblc discases. Majority (82.8%5) of the respondents
forwacded their routine health facilitics reports to Lheir respective LGA wltile 17.1%0 sent
theirs to the Minishy of Hcalth, Fifly-six percent of respondcnts sent reports through their
stall’ whilc the rest had their facilities report collecicd by siaff from State Ministry of
Healilt and 1.GA. Matn reasons for non-reporting included: fack of tmining on reponting
(8:3.0%), absence ol legol enforcement (58.0%), ignorance of reporiing requiremenls
(50 0%) lack of supervision (48.0%$) and 'ack of reponing forms and tclephone taciljlicy

¥
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(38.0%). Licalth workers thot were aware of notification systein were five tiines likely to
comply wilh reporting than thosc that were not aware. (OR=5.0,95% C.I = 1.5-17.5).
Reporting of notifinblc discascs was poor among the heaith woikers at the Local
Govecrnment level in Oyo Stote. Lack of training on repocting, absence on legal
enforcenicnt ond ignorance on reporting requirehicnts were major influencing factors

Regular timining, cffective supcrvision and fogistic support 10 all notifinble discascs

reporting hcalth workers are recommendced.

Kuywords: Notifiable diseases, health woikers, reporting sysicin,

Word count: 460
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CHAPTER ONE
INTRODUCTION

Background inforination

Piscose notilicatisn is the official reporting of cilics of notifiable discascs 1o the

appropriate designatcd nuthority (Oycdiran, 1999). It i5 u sysicm of constan 1 inoniloreg

of all uspeets of occurience, spread of discnscs and usc of informnation thus guthercd for

prevention and control. The numbser and types of notitiablc discascs 1o be statntorily

reporicd to the designated health authonty cuch counlry
y arc also refcrred 1o as nricrity diseas<s

and Gilles, 2003; WO, 2000).

| back as disenses are gencrally undcr-

vurics and it inctudes those

under intemationnl hcalth cecommendations. The
because o ftheir public health significance (Lucas

Globully, discasc notilication sullers a sc

teported . Theexient and pattern 1o wirich this undcrrepotting pecuUrs vurcs i‘or exaniple,

in 8 study carricd out by Dos Cnnipos
nly 63% of 1epostable connmunicable

199] in the United Slates of America showed that o
er o period of four ironths, were scually

aud other reseaschers Universily phystcians 10

diseases treatcd ond documented ol oulpatient ¢+

reporicd (0 the siate local health depastment (Dos Camgpos. 1999). In 1994, » S-year -

dcpaunent repost of situation onalysis of noitfiable Jdiscascs reporting in Nigcna beiwcen

1990.1994 by Nasidi and others showed that the ralc of discase reporling had encreased
from 4% in 1990 to 74% 1n | 99.;. The same rcpott shoved
six states of Fedcral Republic of Nigeria scnt their complete tepoit 10 the Federal
n and nccessaty nctson (Nasidi, 1994).

fur underreposting. Conutionesl

that only nine out of thiny-

Ministry of Flealth for de cwneniolio

Severn! factors had been docunicnicd as reasons

are ignoranca, lock of clarification on tesponsibililics and requirements on reporting as

well as multiple reporting channels (Baws. 2003: Abdootanm, 1996) A small
proporiion of undcrreporiing can be explained by confusion of responsibifities of

reporting potients wath noliliable discascs among dilferem health personnel imolrcd 1n

patlcims care. (Dos Compos, 1991}

In Nigerina, pcor knowlcdge and
Yellow fever epadcmics observed in many states of

1£NONINGE of Jdiscasc notafication and suncillamc

syslem is parily responsible for the
Nigena in 1987 - 1990 (F.M.OH,

eprdernic, which claimed more tyjan a thousa

1999}, The devastating cflecr of the sellow fever
nd of lises. led to the sciting v of Usediran

i
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—led Nntional Task force yellow fever diszase control in 1990 (Oyewole, 2002). Also n
Nigeria, disease nolification had been observed 10 be weak and errutic wath a lot of

constrainis astd irrcgularities.

The carliest and the fairly well-estnblished niotification system was the disease
surveillance and notification systcnt (DSN) of 1990. Thc system recognized nine
chudemiic- prone nolilinblc discascs (DSN 001) and a list of other forty discases which arc
of public health signilicance (DSN- 002) (Oyediran, 1999).

The Federal Ministsy of 1lcalth of Nigeria, as o result of those construtnts and
srrcgularilies of noliliculion sysicmy on onc hond and the WHO nandalc (o nizmber slotcs
on another, introduccd a new nolilicolion system; intcgrated discasc surveillonce und
response systcm (IDSR) in May 2002 for all the stales of Fedeeation and Abuja IFederal
Capital teintory, The development was also consequence upon niondalc ginven by the
Worhl Flealth Organization Alsican Regional OfTice to ali aycmber siates in 2002 (\WHO,

|l 2002). Oyo stale of Nigeria had commenced the new systein since six years ago, The
, IDSR sirolegy had been further modified in 2030.

The responsibilitics ond requirements in reporling communicable discases vary'
froin onc countty lo nnother nmong health workers in different countries. This include;
(1) the nature of repotting requirements (ii) reporting sources ¢.g. physicians, laboiatories
and other hcalth care proaviders (iii) incthod of reporting channels (snails, phone and (iv)
definilions of case (Bawa, 2003), Physicion plays a key role ‘n communicable discascs
repatting (o the olficiaily designated heslih nuthority, This should include illness ¢ither
as a single case or epidemic form (Sobayo and Nwachukwu, 2005). In a study carried out
in Beain, South Western Nigeria in 1999 smong physicians in Government heslth
institutions, Ofili, reportcd an obysmolly low numbcer of respondents (11.9%) who had
good knosledye of disease notification (Ofili, 2003). In a similar local study carried out
in Yobe State, northem Nigeria, nmong health workees in 2003, Bawa reported that onls
38 2% of the respondents were nwirre of discase surveillance nnd notilieation sysiem
(Bawsa, 2003). In that study, cighty five pereent (85%) of the respondents who were

awarc of the reporting requirements listed lack of tmining nmong major faclors alfecting

reporting.
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11ospitul infection control officers and medical records officers in reporling in order (0
improve the process (Marrier, 1994),

Communicable discascs still remain onc of the most continon causes of death,
disability and ilincss in Africa Region. Two ol the three healih released tnillennium

development goals (Goals 1 nnd 6) uddress those discase9:

“Milleanivn development Goal *4*; Reduction ol childhood morality of ineasles demh
being @ wnojor component and inillenminn devclopment goal 6 combating 11V/AIDS.
innlare, tuberculosis, and other diseascs’. The Big three: $NV/AIDS. malueis and
lubcrculosis: including epidemic.prone discascs. are important and pusc a3 ihreal lo
husizn survival particularly in developing countrics. It has been nisc obsetved thin poor
surveillonce and notification sysicin which hmd been attributed to inability to deteel e |y

wammg sign of npending outbreok It is onc of the contribitory fiiclors lo ugh

morbidily und imorinlity (Abiose, 2009)-

' Cllcclive diseasc noificalion and survcillance is gemane o prevention and
control  of communicable diseascs and cpideniic in the cornmunitics.  Altitude.
knowledge and practice of health workers. saddled with this responsibility of reporting
need be assessed especially i Oyo Stale where there is no such docurnented study since
IDSR system became operzlional

This study is lhcreloic desigricd 10 assess knowledge. practice of nouf inbl
discases repotting as weil ns cvolunting major factors influencing diseases reporling
among health workers a! the heakh facilities in two randomly sclected local govermment
arcas of Oyo Siatc of Nigerio Findings of the survcy will be disseminoted tu the
Minustry of calth and alt the 33 loca) governenl anci councifs in wrdcr lo unprosc

notifable dissase reporting and sitempl {0 curb the frequency of discasc outbreak

1.2 Statement of the problcm
' fn Nigcria, poor knowledge of discase notification and surveillance had teen

observed and documented scveral years back, This had fad to 1he ficquent discase
oulbreaks cousing 8 lot of preventable deaths Typical examiples were the Yellow lever
epidemic in Oju in lienuc State and Oghwimose in Gy0 State dunng 1987 - 1990 Yetlow

fevee cpiderme (FMOIL. 1996), ond reccnt cnscs of cholera outbreaks 14 the cvmintiy

3

_#——F.-s_——-_

AFRICAN DIGITAL HEALITﬁPiPﬁi(ﬁ imﬂﬂ e qu ln




between 2009 and 2011 ond Avian inlluenza incidents in the country that also led 10

preyentable loss ol lives among Nigerian populice.

Globally, discase notificotion suflers a sel-back and undcrrcponing s 2 major
problen. in Nigerio promnincnt associaled foctors of underreporting arc ;gnomncc of
reporting requerements and lack of clunity of reponting responsibilities:  The physicians

wiio play o key role m reporting eie not an exception: The avinluble docunmiented stuthies

revealed gross poor knowledge and non-reporting of physicians.

In oddntion, current reporting systein i.c, The integrotcd discase sueveiliniee and
responsc systcin (IDSR) wos mandotcd hy World l{ealth Orgonizalion in Scptember.
1999 w Zimbabwe, in order lo improve cxisting weakencd suryetliance infrastrictural
system (WO, 2000), In Nigeria, [DSR canie into forece m May, 2002 hy J ederat
Ministry of llcolth for the 36 Siates and IFederal Capital lcitory lo hnplcmcm Oyo
stote of Nigcrin rmplemented the IDSR aboul bix ycars ogo: In many stales of Nigcria
that 18 currently practicing IDSR strategy, which inelude Oya state, have no documcented

workon knowlcdge nsid reporting practice assessnicnt ol her health workers.

1.3 Justilicntion for the stindy
Communicable discases orc the mos! common causes of dcath ond illness in African
Region ond other devcloping countrics of the World {WHO. 2002). In Nigeno. discases
such as Lasso Fever, Cercbrospinal Mcnegitis (CSM) ood Measles conlinued 10 vccur
with incteased frequency in epidemic profothia? and. produced highest cose faality raie
Soinc of the majos causcs of dealls orcs nnlana. Diarrhei discasc. hcoslcs, Pncumona.,
(CSM). Tuberculosss. Cholero and I'criusis (Natioral Technical Guidclincs, 2000)
Majonly of these communicablc discasei were ymplicalcd omong prominc causcs of
undcc-five monality in Nigesia, This causcs include Molorio (2-4%), acuic respumtary
infection {20%%), Diatrhca (16%). Mecasles 16%). HIV/AIDS (5%} and Nevnatal cnuscs
{26%:) (Grange. 2008). hony communicable diseases presents b scrious threat to the well-
teing of Nigenons and somnc of the prohlcins hiad been traccd 10 1gnorance and pour
knowledge of diseasc repotting.

11 has also been docuinented by nany tescarchers an Nigcna thot poor knowledge

and ignoronce of discases notification prucess omong health workess was oty
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owtbreake (Oyediran, 1999). Ofili, (2002) und Nawn, (2001)
d poor kiowlecdge ol netiliable diseascs reporiings amuong

siesponsible {er many discasc

in sepamte studies docwmente

health woikets.
Oyo State of Nigerin which was e
cmie of 1987.1990 (Qghomoso wea) and which had ulso been pracicing the ncw

iflcation strastegy (JDSR) hos no known fecent documented knowledge

assessment study of her health wotkers. The 1SR seportind  strutegy. which whs

mnondated by the World [tealth Osgastzation (W1I0) 1o her metiher staics, wWis
e pait of 1he

introduced and practiced in QYo State since about six yesrs age. 1l wos als
hew that 60% of the stale and local Gevermmeiiy

I1calth swurkers must hsve been irained on IDSI simiegy hy 2010 (I AM.O 11, 20U8)
and survtillance is gremuine o prevention and
e cormnmities, Attitude, knowledge

of the stitfes affected by yelluw fever

cpid

reporting not

targeted nbjectives of the ¥ MO

Fective discuse nutification
cottrol of commmunicable discases and epideinic in th
and praclices of health workers, saddlcd with the res

I assessed.
{n view of the public health

ponsibilities of reporting nced e

sjgniticarce of notilinble disease reporting 1 the

peevention and detection of cpidemic, especiaily 1 highly denscly populaied community

like OYo State. there is a necd for tins gseessiment on tcpoiting prochices
1.3 Rescarch guesiions
I The Research questions ice
1. s tbe knoticdpe of selecred healih
| diseages sdcguote?
2 What i's the paltemn of notfinble d

worbers 1n Oyo state en reporting nolfiable

iscnse® ccporiing armnong healih workers 10 Ui

deavganted authonbes
3  Whai are the factors influencing effeciive: notifiable discases repurting 1o (o

Suate

4 [Is these any compmanson between cursl and urban health workers knowledge
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.S Aims and objcclives of the study’

1.5.1 Genceralobjective

To asscss knowledge and practice of sclected health workers (rom various bealth

- [actlitics tn Oyo State on notiliable discases rcporting.

1.52 Sprcificabjectives

i S on
1. o ossess knowledge of bealth workers in sclected mral and urbas setings

notiliable discases.

1 [ ' g her - o the
2. Todocument pattem of notiliable discascs rcposling among health workers 1

designated authoritics |
3. To identify major focloss influencing clfective notifiaic discases reporling In

Oyo Siate.

1.6 llypotlicses stnlement

| Thelc is no relationship between knowiedge of selected Oyo State hcalth workers

and policrn of reporting nolifiable discases,

2. ‘There is no felationship beiween practice of notifiable discasc reporling to

designated nuthositics ond the place of sclected health workers in Oyo btate
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CHAP'TER TWO
2.0 LITERATURE REVIEW
Notiftable diseases are diseases in which by low eases must be repotied to tie
apprqprialc health authority (Parks, 2002). Discasc nots fication, an essential component
of disease surveillance, is an indispcnsable public health pracitee 1n the control of spread

of communicable discases in the community. Disease notification is a Source of

surveillance data It is the official reporting of specific discases 1o the appropnate
designated authorities (Oycdiran, 1999). In every counurys there 15 a list of certamn
communicable diseases, cases of which inust be statutortly reported to a dcsignatcd
authonty for prevention and control o f eptdemic. ‘[his is also known as nnorﬁ; discases

end it include, those under intcmational reccommendation: A specific number of such

diccascs arc sintutunly nolifiable 1o the community physicians under the liw

recommended by the health authority tiat has such power (Mason, 1978)

2.1.  [llistorical Background of infectivus discoses andl notification

listorically. notification of infeclious discases was the first heahh nlormation

sub-systicin (0 be cstablished (Parks, 2002) In (907, delegale® from some European

nations mict in Rome md agreed that theie was a nced to coordinalc and conlrol
cpidemic-pronc discases Subscquently, Office Intenmiional &° llygicne 'ubligue was
ceeated. The olfice disseminated information in u inonthly bulletin on the occurrence of
| sclected discases notably Cholera, Yellow-lever ond Plaque- In the succceding years'
other discascs of public and intemational concern were added: The inforimnnon was nsed
to monior Ihe occurrence and propress of diseases under survcillance Despile these
coardwnation and monitoring, cpideinics keep occurning and over tliny (30) new
infectious discases were repoited by the World llcalth Organization in 1997 The earlicst
stenmipt 10 control spread of communicahle discascs dated back to touricen century when
plague cpidemic occurred in Venice it 1348 and later spread to Marseille 1w 1377
Isolovon and quurantitic were incasures adopted by Venctian Republie wuthonty 16
wlentify and exclude ship ¢ which had infected peaple an board (Dechlich §994)
In the Lventcen cenluty, records of number and cnscs of death kept a1 the hall vl

Parisl Clatks company which summarized dita [rom London and ndyoiming patishics
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The repost which also includes extenl of plaque in tic carital was published in the
weckly Bill of mortality morbidity report (WMAR) that was circulated to thosc that

require it for action.
In 1662, John Grount, concepiualized and quantilied the paitern of diseascs snd

related the numerical dala in a population lo the causes of the discases. [n 1744, Rhodes
Isinnd passed n bill requiring Caravan kecpers 1o repori contagious Jiscasc among their
patrons. Two years latet. the colony passed another faw’ reguiting repoiting of Sinall
Pox. Yellow [Fever and Cholesa. in 1833, Williams Fom, & medical siptistician, who

worked st the United Kingdam genesnl  office. dereloped duta collcciion and

interpretation f{or health action. lle was adjudged the founder of racdcrn concept ol

surveillnnee and first compiler of medical abstracts. Lamuel Shaituck published duta m

the United Stotcs of Amcrica Notional morbidily data collection om pleque, Smialt Pox

and} Yellow Fever. By 1925, all the states in the United Stines ol Aincrica werc reporting

weckly to the US public ltcalih Scrvice. tn 1907, Oftice Intemational d Flygiene

Publigue was crcated and cominenced information disseminmion in which selected

coinmunicable diseases (Cholern. Plagus, and Yellow Fever) were reporied in the

monthly bullctin (Thacker, | 993)
In 1950, Alexander Lonpmuir ol United Stotes of America promoted o 1CW
n. The depariment whicl niotitors

e

concepl of toniloring discases 1wi the populsiio
communicable diseases in the United States of Amnerica was changed to cemre of discase

control (CDC) some yenr, Subsequently duc 1o futther developmenl on surveillance of

communicahle discise of intcmational imporiance, an approval by the \World llcihb

Organization (WIt0) Dirccior Generul led ta the creation of cpidemiological vl uf

divisiun of co:nvunicable discasc al W10 headquarter in 1965. Diseasc notification and

<urycillance aic interiwined and often described 1ogether. Discasc notificiuion i1s a souice

of surveillonce data
In the middle of twelfth ecnlury. Alexander Langmuir desenibed the concept v

survcillance as a routine process of duin collection. analyses nnd dissemuaaibn,

walchfulness over the disiribution and trends of ncidence throngh o sysicinatic

collection. collation of mnrbidity mid nwrtahty reporl and other relevant daa together

with tinely and regulor disscininavion to thuse that need 0 know. e further desenbed
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surveillance as a banch of epidemiology that has developed into o disc;plinc of 'iis own

in the last three decades  Its principles and incthods have not been fully described hence
reason for scarce literature review on the subject {Langmuir. 199:1)

- In 1968, in the World llcalth Assembly (WIIA) Techuical discussion, 1t was
highlighted that the conttol and prevention of spread of disease* was the principal
objectives of suncillance Discases surveillance ltad been occupying a central posil;on in
diseasc control ¢ffort of man cspecially in the following areas* 1). Survcitlance was 1sed
10 determine areas of continucd {ransmission and to focus spray i'g cfions in avas
withoul malana However. surveillance dota later showed re—einergenee of matanip in
many areas where there was contsol previously: 2). Sutvcillance scves as o comp:w-;
{cvidence-based action) for small pox cradicalion in the world: Sinali- pox had bcc;n

eradicated with the nouification and susveillance activity

Principal Ohjectives uf Discase Suneillance and Nutilicstion

Dechlich, 1994 described principal objextises dand benelits of sugvetllance

include the following: 1). Describing the patleen of discase occuirente and w link with

through; a). Delecting acule changes in disease
g nid quantifying trend and patiern of discase C.B.

the public aclion occurrence and

Jistribution (cpidemic); b). ldentifyin
c). Obscrving changes in e apznts. host and Jactors

sexually transtnitted discases (STD).
intjucnza 1s A

lo asicss the polentind of occusrence example faboratoty scrviees €

lypical example; di To Jeteel changes s
ad control repart of mun) notifiabl

the health practice c.B. cacsarcan scction. ¢)
Discose Invesigiton u c diseases; N, Heulth serviees.

d emdicanon conito] incasuics C.8. measles's 1csurgence m the

praclices. plaing b0

Unitc! Staies; g)- The need for carly rccogitinon, new and re-surgence of infcctions

discases has been illustrated by scveral recent ombreaks such ns Cbolo Virus in Zaice and

|
| PMlanve in India {Jocob. 11)98),

ond contral of spread of nolifinhic diseascs

[2¢pulation
i were undercerfam Wosild Health

Intermational efforts to contcol spread of «liscasc!

Orgamzation (WI110)'s regulations. In 1948, incasares were first revicwad, consolidatest

then adopicd in 1951 as world llcalih Qiganizauon’s Regulntion neticles no 2 as
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International sanitasy regulations (ISR).  These rcgulations covered the so called

quarantinable discoscs namcly Plaguc, Cholera, Yellow Fever. Small Pox. FHouse Butie

Typhoid and Relapsing Fever (WO, 2000).
The Intermational sanitary rcgulations was e
resulations (I11R) anticles 21(a) and {b) which include specilic

resources 10 control the spread o

viewed with certain discases o be

named intemational health
inlectious discases and conditions andct inicrmation \

discascs (WHO annotated in 1969). The I1TR 1949 narrowly focused on the Bovermnient

manogement and rcporting of these three particular discases (Cholea. Yellow T‘ever and

Plaqee). The IHR also requires discasc reporting ¢

global surveillance and advisory role. In recent year there |

o WHO to help the world body witli MS
1ad been n munber of discase

oulbreaks of intermotional significance including most notably sevemi Avian influcnzi

incidence and 1n 2003, SARS.

1he revised 1EIR was odopicd ol
15. 2007. The World Hcalih Orgunization (W110) ployed an

(he World Hea'th Assembly i May 2005 and

cnlered into force on june

advisory rofc In ntonitoring and coonfinating fesponses to these oulbrcaks 1he

regulations builds on Wi 1O's cxperience that the niost efMective woy of addressing public

bealth threat of spreading of discases 1 at theie souree 1 onder to reduce their poteatiatof

spicad. A eQuirenent to rapidly assess and then nolify WH® of cvents winch might

colsributes a potential health emergence of inlermational concerm oafong with a Now <hart

{decision instrument) Lo assis countrics mmake that stalement. dherc 1s recognition 1hat

W10 may lake inlo seeount information trom un-oflicinl ns well ns feonn olTicial sources

in forming ils views aboutaon emcrging 1ssuc and that WO 1m0y imitntc invest igali uns 1l

conjunction witlr incmbes stales (United Stites Slinmron ot Noufiable Diseascs, 2007)
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Rcpulations and legal frameworks of infectious discases potification

Public health laws expand lo mcet the need of the society. At present, there 1s &

conmon recognition that public interest may in ceqain occasion juslily 2 breach of
conlidentiality especially when the objective 1s lo protect the public (Dechlich, 1994).
Example is Europcan cconomic countcies (EEC) where medical profession in tlus country

generally accepts the follc:wing exzeption from the principlc of confidentiality:

When there is an overriding duty to Ihe society,
When information is required by law.

- When information is required for the purposc of research.

Of greater imporiance is the fact that certain measures of corimun cable discases
are impinging on the rights of individusls and also on paticnt, doclor- relationship.
Statutorily. @ number of discases are notifiablc by the local community physician 1o the
' health authority. 1lcnce, there cannol be n binding confidentiality between doctor and

patient. This statutory power goes further than this (Mascn [978). Cavicr statc of somc
comnmunicable diseascs is the most notoriously di{ficult to treal. Individual (Carricr) is
perfectly well yet he is excreling pathogeric organisms. Intemolional health rcgulntions
(HIR) orticles 21 (a) and (b) onnotated cdition were opcrating tegal acls which were used
to cutb spreadof diseases (WHO. 2602).

In Europc nnd Scotland, statutory POWERS (o achicve control of communicable

discascs were contasocd ii Scoiland acls 1897-1917 The coverage power was [of ond

widc and for beyond ambit of individuals. There were also public hcalth acts of infectious

jegulatious 1908 (Mlason, 1978), In Indin, there is Madras public health act {Parks. 2002)
whilc in Nigeria, public health ncts 1957, section 49 (1), 33. 28 ()Y and 3 (13) asc in pliwe

(Oycgbite, 1992)
The nsost ilnportont challenge 10 the coniro! of the inicmntionol spread of disease

is ilic increascd volume of otr iravel ond troffic in lorge number of air passcngers that

could be infected or carvier of comniunicoblc diseascs who gel within hows 10 nuother
I = . N bd a ¢l L]
arca. The cxtent ond the spread of international 1rvel fiacilitalc cxchnnges of infections

beywesn nreas of different Jevels of sociel and economic development and with varying

envirenmentnl conditions. he suncillonce of communicablc discases on on intermativual

or global scalc 15 somcthing morc than the sum of nntionol susvcillanee activatics singe i1

11
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is concemed with the dynamics of the spread of lhe diseases from one country to another.
Prompt and adequate reporting in the only prerequisile for the carly recognition of the

dangcr o fspread of infection and teking necessasy control measures { WHO, 2000).

Development and Orgonization of Notilivation and Surveillanec System
Notification and surveillance of communicable discascs had undergone vafous

developments and concepls over the yeass as a way of curtailing occurrence of cp:dernics.

There are various national survelllance systenis adopied by varnious countrics with the

world Health Organization (WI1O) giving technical supporis on control o€ spread of
infectious discases and conditions o its member stales(WHO, 2000)

Before 1998. the Tonzonio sysiem consisting of Nations! Ilcalth inlorrnation
Management System (NHIMS). Tuberculosisteprosy: TBL. HIV/AIDS, Acute flaccd
paralysis (AFP), surveillance for poliomyclitis, were thosc inexistence.  In Nigena., @
the casliest and the well<stoblished sur cillance ond notification
ention system (DSN 00t and 002) Ilhe

West Afncan counlry,
| sysicmy wns the diseasc susveillance and notili
‘ system rccognized epidemic- pronc diseases which arc ninc itcwms {(DSN-001} also [DSN

002 thot has a list of forty (40} infectious discascs of public health significance The

DSN was the ontcome of the tash loree recominendniions of the ycllow fever cpidenc

1987 — 1990.
In 1891. in London, thc statutory requircments for nolification of ccitamn

infectious discases 1iest ceme into being Choterss, Diphtheria, Small pox and vphod
ha to be reporicd by the head of the family or the Landlord 10 the local authanty

By %99, this system of tepotling spread to the rest of Fngland and Wales in

which the diseuses salistics were collected by the Regisrar-Generol Office. 1us was

done along with birth, death and marnage data. The office was loter known as the utlice

| of populution ccnsus and surveys Today. the main concerm of the modem system 15 the

| spced in detccting possible outbreaks and accuracy of dingnosss is only sccondar) In
I United Xingdomn (UK), the statutory notilication system for infectious discases INOLDS)
2010 - contains o list of 30 (thirty) notifinble lisesses including leprosy. In 2002-2003

outbreaks, SAR was added as 31" in 1998. the Woshl ticolth Asscnibly reviewed the

global spread of infcctious Jiseases ond caine out with 3 new recominend ation

12
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In 2000, World | lentth Organization Afiican Regional Oltice ofiers a protocol for
nssessincitt of the tufrushuciure ond logistics assoclated with recurrent outhreaks of
infectious diseases in many deyvelpping countries (WHQ, 2000), The sysicm had heen

uscd to observe challenges in sccuirent ontbecak of ¢pidenuts occurring m developing

countrics. In Tanzania in 2000, the Miusiry of Health Intvoduced integraled discasc
survelthmice and response systcin (115R)
In Nigeria nnd ptecisely May. 2002, the Fedeeal Ministey of Henlth adupicd Lhe
IDST strategy wid mnndated atl the thirly six (36} states and the Federol copite] ierritel ¥,
Atuga 1o implement (FA 041, 2000). The imegtated discise surveillpnce nd response
(IDSR) secoguized threc Rroups of itfectious discascs or condilions - nancly THS K-l
consisting of live cpideniic-prone disciws; Cholera. Mceasles, Cerebinspinal Meningitis,
Viral lHemornhaging IFever {Or Lasscr Fever) and Yellow ffever 1HSK.002 consisting
of § discasts targcled loF clinvination/cradication and 118K-003 are olher discases of
public health unpertance. Iis consists of diarrhea, dysentery, hepalitis, EHIV/ALDS.
malaria, oncloccrciasis, pentusis, pncinonie, 810, rubcreulosls; Buruli ulcer has becn
recently added. The goal of 1DSR system v.a* to improve local government area o dclec!
anJd respond adequancly to Jiseases and condittons that cause high rates of death and
illness in the communily . It also (0 piovide a cational bass for declsion making (WH©
' 3005). Thére are also specilic occupational notif ablec Jiseascs
| In Nigenio, for iasiancc, there is a list of cighicen {18) occupationa noliliablc
Jicsases being recogrized. 1hey include lcad poisoning. phosphorus poisoning, mencurs
poisoning. mangincse poisoning. arscnic poisoning. angline poisoning, carbon disulphide.
benzore poisoning, cheonic ulceration of the skin. dinthox, silicons, pathological
manifestaiton o radiation, toxic jaundice. loxic anacifti. {or, bitch, bitumen. mincrals oils

arx} p\mﬂ'ln poisoning due 10 halogcrased aliphatic hydrocarbon. compressson it

sickness. asbestosis (Anru, 2003)

Heporting palteru nf noiblfinble diteases
Notifinble discascs” reposiing constitutes an integral pan of public health peacise

and presention ofc pidernics. The pracucing physictan is the key 10 of lative severlleos
of infectionm 41925C3 that musi ensure regoithtg (o the appropriate health sttty thae
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has o brooder perspeclive of iliness i the community, Reporling muy  also come
alirectly theough hospital infection control  praviitioner and hiboratory personnel.
Ducumented eflogts 1o improve communicable discase reporiing suggested inclusion of
1sborntory personnel und ulitization of standind case delinitions ot the health facePics.

Maricr, 1994, also suggested incluston ol medical recond ollicers ind hospitul mfections

contro! praclitioner in order to imprave sepoiting ( Masicr, 1994).
1he rates ond paticrn of communicuble  discasc  reporting  vonEs among!

rescurchels 111 vnrious conmimitics ond vn dilferent Jiseases, In o study carred oul by

Dos Campos und other rescarchers by Pmiversity physicians o 1991 1¢1 the (uited Sislcs
of Amcrica showed that only (1% nf icputable communicahle discases wemed and
Jocnmented al vutpalicit averd period ol lour months, were gctualiy ecported (o the stare
local health departiment (Dos Campos. 1991). in n related sy by ikoyl Clcistc in | 967
on physictun attitudes toward reporting venetcal Jiscascs, survey, showed that the results
observed two groups of physicians, thuse thot faithluliy report cacli casc of vengreal
diseases they treated nnd those tal do nol ccport

in 1994, o S-ycor ut-depth repert of snuotion onalysis of notifiable Jiscases

seporting in Nigeria between 1990-1994 by Nasidi andl others showed tha rate of diseasc

reporting had incicascd from 44%6 it 193010 745010 1994, The same repost showed thas

only nine (9) om of shirty six siates of Nigeria sent their complete report 10 the Federal
\Minisuy of llealth for Jocumenialion mid neccssary oction in a study carricd oul hy
Ofli, in Benin city, Wesier ptut o [ Nigena in 1999 smong physictans i gavertncm
hospitals, obsaved &n abysmatly low' number (11,9%) of physicians thu had grod
knowlcdge of diseose notificotion (Otili. 2003). Bawn, cl.al.. (2003) in a rclased study
caried out vobe state, Northem parl of Nigcris among henlth workers. fnund oul that
only thinty- cight (38.2%) of respondents were aware of diseme surveillance s)stem
(Bawa. 2003}

In Englarul and Wales, doctors have statutory duty to twnils a “projes olficer™ ¢
the local suthotity of suspected cases of certain infections discascs The bist commists of
thirty noufiable Jiseascs including leprosy e regustered medicil fesc tifronct I
Englund amd Wales, have seatutory Joty 1o noilly a “proper ofiicer” fo the local mElwrsts

of suspextod ewras Of ccriain infectious discases The regustered med | [ o tith e
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(RMPY nonnndly fill out 2 natilicution cuslificate imnncdiotely on diggnosing suspected
notifiable discases, This certilicate is to besent 1o the proper ollicer witlin theee ditys of
verbally within 24 hours o the cusc is consideredl urgent, 1 herealtee. the proper uflicer
who ate public health cliniciwns called consultunis s conmunicahlc discases control puss
on 1o the cntire notilication o Health protectinn ABency (111°A) or health protecttin unl
(HRU) (Beck, 1994)

i a study carried out in South Alrlca amang physictaus, Abdoul Karuh. Dileu)
cLal., (1996) repurted overull peor knowlcdge of physicians on nonltnble diseases. A
sitnilar $1udy in Sri-Lankar revealed thal only Tew of those Uit are awie of drseises
solification knes thcir importance. [n Narthern Jrcland study showed 1lias Jospitc varyny
cxpericnee, Jmtior docloriiin accident 1nd emergency' deparinet which diseases weie
notiliable by statute. Another study conducted i furge health district hospituls m Walcs
found (hm B2% ut’ 176 hospital Doctors new Icgal obligation o nottly these Jiseases
Mowever. aver a thitd of those surveyed drd nol know thot food poisoning sud

wterculosis swere notifiahle

Qreanizativa, structurcs, principles  anct et of dlscasc natification anid
survcillance

Thackes. 1993 described four systems of reporiing namcly

Notifiablc disease reporting

1 aboratory-based sunveiblance

llospital-bascd and

Population-basrd surveillance
Jean-Claudc Descendos ctal, (1993) classified surveillance system 33 follows

AMandetaey nolificatiun: involves those discases or condiions which niust by law be

reperted ta heolth authorilies by physicians (ona named basis with paliciy anonymity o€ 3

prerecoded identilicr)
voloniary: There 18 legal obligation bwl physcians. labormorics and oghet agreed

nolify on o collaboratory basis
Sample Based: A coluntiry system for which Jdsa are oMained from & sedeited ssmpdes

of desct iiss (sTTLInEl phY Wcian) services vach Be S 11D clinies of Tah o sriries fae easspiosd

1%
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of a population that is evaluated regularly e.g JIV/AIDS sunvey in Nigena and [unzanma
thal are regulaly carricd oul.

The Basic chaoins of cvents are:

ldcntification of sources of Dab

Data collection and analysis ¥

Data disscinination

dentification of sources of Dolu: These sources will depend on socio-econoinic
condition (medical facilities and personnel and a nuinber of specific diseases brought
under surveillance ol any given time)

In its simplest form, such structure of infupmation would be o single discasc (o 2
complicated type which couldt involve netwotk of medical nonitor g, unil seeking with a
tasge numbcer of communicable discases. In 1nost cases and countrics. suntillanee
aclivilies arc based on structures 1ying betvween the two.

In 1968, the World |[eaith Organization (WI10O) publishcd ten kcy sources ol
surveitlance doto which are regorded as th: teaditiong! sources: they include
Moartality and morbidily dato
I>pidemic reporiing
Case rcporting
Lpidemic field obscrvotion
Survey
Annnnl 1cscevoir
Vector diskibulion studies
Demographic dato

{nvironmental «ota
Aflcr 1968. other sources include tlosmtot ond incdical cote snlislics, Beneril

praciitioner, public healih loboratories reports, disense regisirars. drug ond bioluttic
wilizoiion, absenlceism ftoin school health ond general population siudics ond newspaper
tcpor!s. Suurccs of dots arc usunily based on in-patcni and outpanen registrars wnclading

dotn like ARe. Sex. Addiess, polien’s nosc. dingnostic ueotnicnl s WEIl as ebicuie

([>echlichs; 1994).
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[n Nigeria. the following nine (?) major sources of henith data have been
identilied:
I1ealth facilitics
Primory [{coith Care departiment ol local govemmicnt
Ministry of licalth
Federal Oftice of Statsstics (FOS)
Nationa! Population Commission
Health Reloted mimstsy
United Nations
Mauitilatcral agents
Religious organizotions

Research institutions

({ealth facilities (pnvate and public) orc, however, ver} importont sources of

health dota in Nigena. Such facilities ranges froin healih post, hcolth cenires, specialisis
md teaching bospitals (Oyegbetu. 992). Laborotoiy sources are inportant in isolaling,
identifying and confirming characieristics 2nd reports of pathogens of National public
health importance especitlly STD, HIV/AIS, Poliomyelitis

Dats Cotlection: The collection of dow is the most impoctant. J1 15 costly and difficull
coinponcnt of surveillance and notification system Ic quality of sucveillance systeimn 1s
only as good as the quality of daio collected This aspeet of quality include sources el
infonnation, identificr, discascs covercd. casc definitions, variables coltected. typc of
teport (individual or suininory), periodically of reporting (daily. weckly. monthly)
amplysis, disseniination ond evoluoton. They also include casc dclimnon, uscfulness,
scnsitivity, cunpleicness, timeliness, representativeness ond acceptahility. Usually a
siandocdized countty [CROTS, summarizing the findings, wcre scnt (v the officiol
reprc eniativencss lor comection before disscinination. A majur challenge doly
coltection and analysis in developiag counuiics is the estoblishing of o denonunatoc Jala
in the target population [his is usually hecause regulor and ncceplabl e censuses are nol
taken. Unifonnity ond reliability of survcillance datn are also ingredients of dnta
collection. Casc delimiions ore isnportant in order tu knoww or identify discose and

improve sensitivity The publication of casc Jdefinitinns o all pasticipanis s cssential vnd
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tis donc in many dcicloping woeld with 1echnical assistance of the World lealth
Organization Case definttions must de simple and understandable (F.M-O°H 1994)
['imeliness and complcetcness: This is the peciods within which data are collected ond
submitied to the designated outhority (timeliness), The specilic numbers of daia to be
subiniticd to the authority wilhin a particular statesl pertod of 1,mc {completentss) arc
cssential fcaturc of a good notilication system. There 15 unusual defay of notilicmion daty
that lead 1o frequenl outbreak m many Africon Countnes- This delay’ of data submi&ﬁun
couh) be in montlts and span between 3 inonths to 6 months: In 1992 for inslance, Niger
State in Nigesin was reporied not to have gent report atall in the dala collected on annual
communicable discascs reperis nationally, Incomplete scporting 15 alsc a commun (cature
in man), developing countrics_ Factors which oflcct dota colleclion end treatment, mnong
others include, duration, case of collection (such as clarity, simplicity, reporing
requircnients for only 1mportant informnnon aud exclusion of smbigumnes (Nasidi.1994)
licedlack on report: Disscminating findings to thosc vwho primarily generated datu 1s

| vrial 1o thic opcration and success of surveillnnce
Regular training, provision of basic working toofsfitemns 10 work with (caleulator.
. » Lipend ure
iclcphones, [agility, writing matcriols, reporting forms as well as regulur stipen

mandatory to the succcss of notilication system (.M ® H,1990)
' "
I'ersonnels: The number and the right iype of personnel 10 handle sunveillznce data are it
.e : . | L. | IL'

short supply innany developing countfce. Alse. where trained heaith data personnel a

irunsfaired, he or she 1s ne! 1aken 10 the approptiate place where !'Tu.: sc.mcc couldI be
cilcetively used, Tite coracquiepce ur outcome of such is lack of satislaciion. incornpicic
cntsics, and non-zntrics (F.NLO11,2002) -

In rural oneas, personsicl shorage is motc ncule and supervision is less There 13
also peubicins of religbility and validity of dota in tenos of quslity, urhan health
iagtitutions produce beiter than qural areas (MO 2002) | |
IJate Annlssis: This is a very vital aspect ot reporting. W Legins at the health focrlit)
jevel, In the data analysis. hcalth workers need 1o ¥now how many: caSes occur, w here
ond when cases oceur, the uffected population ot nisk ond (aclors it contributed to the

imnsmission of diseasea. Analysis book nced be kepl end simple 1ohles. Eruphs, spot
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maps of priority discascs need be displayed on the wall of healith facility. Analysis 1s

usually donc in tenns of time, place and pessons.

Data Disscmination: The hecalth autbority should dissecminate all relevant facts and
conclusions oo collected data (o those who submitted the basic data and to others who
need to kaow (i.c. decision maker), The result should be published and diswibuted 10
focal, rcpional health offices, heallh facilitics and workess on a regular basis and at
interval whose frequency depends on its particular needs. The distribution should extend
nalionally, lo ncigbouring countnes and inicmational agencics. This is because the sptead
of disease globally is usually via international borders. Feedback is vitai ic ieporting of
communicablc discasc. Feedback cnables s testing against cmmirieat expencnces of
headth inanagement (cam and the community. In Nigeria. onc of ihec biggest obstacles 10
bc overcome in puliing an emergency prepascdness system 1n place is the extreme long
lag time before dota passcs from the periphery to the Cenital (Federal Mintsiry of Jealth,
[FhoH], 2008), llcalih workers resent being irealed mainly as data gencralors wnd
concentenling on (imeliness on reporling cxclusivcly could lower momle of workers and
impair Lthe usclulness of the sysiem for mansgeinenl at the lower levels. It has also been
obscrved fronmy n number of countries ibat the quality, coinprehensiveness and timeliness
of repoiting increasc maorkedly when dala is perceived locality as needed for hecalth
sel vices managenient. The cenphasis here is (o stress the promotion of the principles of

usc of data ai the lcvel ot which it is geocrated. In Nigeria, for instance, the exchange of

dota nmong the tirce [cvcls of govemments should be encouraged (Fiviokl, 2008),

[oformition MTew chiarl on integrated discases surveillance and responsc

A standardized informalion patten and gathered dala is usually trcated in o
dcfincd paiicm in oll survcitlance systems and counlries in order 1o achieve its objectives
and goals. Information on ptiority diseases and collection ase based on case detinition ef
the disease:.

Sources of data which are usually based on in-paticnts, oulpaticnt's regisicrs
include data like age, scx, address, paticnt’s nos, dingnosis Ireatment as well as outcome
I'hc foom ol action 1akes would atso depend whether disease in question is cpidemic-

prone diseasc. those noted for cradication/cliinination or of public health imponance
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Epidemic-prone discases are reporied within 24 hours by the health workers and by the
fastest means (o0 the designaied health authonity, Therealler, investigation and

confirmation beguis. Information on epidemic pronc is reporicd weekly using reporting
forms and is forwanled to the local government area (LGA) while other priority discases
ore complcied monthly and quarerly for tubcreulosis and leprosy (Notional Hcalth
Survey, 2002). The point of collection of daw/information 1s usvally a heslih factlity
Sainplc analysis 1s expecicd to be carncd out a1 this Ievei to keep the trend lines of
priority discases and also to know the thresholds for action, The collectcd forms are
collected pcriodically ar the LGA/province level (limeliness) to the eprdcmiclogical unit
where s discase surveillance and notilication officer (DSNO) caivy out dara analysis
which is usually don¢ in ermus of time, place, persons, (age, s=x. distribution patiern of

1he case as well ns population at risk).
The flow thart is esscntially both vertically: and Jiorizontally. Vertical in ienns of
Row higher 1o lover |and viec-versa] and hortzomaily in linkage 10 other units or
deportnicnts  that require nformation for programiming, planning and acuoll, cg
department of nonitoring and evaluation unit sends copices to cpidemiologicol, Rescarch
Statistics and Planning Units as well as other copics to health facilities that comes 1o
|.GA then to states. [Fecdback is sent 1o upper und lower levels of linkage of pnmary.
, sccondary and tertiary levels
, In Nagena, for instince, the Federal Ministry of llealth guidelines requires that a
redicul officer tn churge of gencsnl hospital willun a local govermment atca pruny
li henlth case manngcnicni cominitiee should serve on hospital inanagemient boards in onder

(v cuhonce the tovy of information and prometipn of funcitonal intcgration between 1he

l two systest:s (& M.O.H 2002),

r Irinclpnl uscluliness of diseases inntlfication and surveillance

[ncludes:
Detecting an impending cpidemic and taking preventive/control measuses; use of dista Jur

plmuing, cvaluation and davnmining eMicctiveness of control prageamimes (Qyediran

al 1999), In Nigerio, Oyewole documented that there is o discrepancy: betsveen ollicral
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notification reports and epidemiological investigation findings (Oycwale, 2002) Uses of
noufication include;

Monitoring programmes

Detection ol infections
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CHAFPIER THREE

METIHIODOLOGY

3.1 Description ofstuily arca
The study was canied out in Ibadan North and Alijio LGAs of O¥o Stme of

Nigeria between Februaty and May, 2010. Oyo State was created {from former Westem
State of Niperia. Ibadan is the copital city of Oyo State. Somc of the major towns and
citics are; Oyo, Ogbomoso, Iscyin, Kishi, Oke.iho, Saki, Eruwa, Lenlote, sepeten. [lora.
Awe, liero, Igbeti, Ipboho, Alijio and 1gbo-On, It has a lundinass of 27. 24/ km-. It is
bounded in the South by Opun state, in the Nosth by Kwara State, in the West by Ogun
State and Republic of Benin and in the East by Osun State. Oyo Sintc lias populationof
5.591.589 (NPC, 2006 ccnsus). It is inhabitcd by the Yoruba's and other cthinic gsoups:
the [bos, 1ausas, Fulanis and foreigners.

About 65%% of the population live and work in sura! arco. ‘Mc nain occupalion 1s
Agricultuze and is responsible for about 70% of e revenuc pencration. However. the

people of the state also cnfgge in trading atd minag.

The climote is equatorinl, notably with J1y ond rainy scasons with relatively high
humidity. The dry seasan lust from November 1o March while the rainy scoson starts
from April and cnds in October. Averope dnily temperature ranges behween 25°C (77T°F)
and 35" C (95°F) ohnost thirougl:out the year. The clitnate in the Stotc favours the
cultivation of crops like Muoize, Yam, Cassava, Millet. Ricc. Plantain. Cacao (ree. l'akn
trecs and Cashew

There are thiny-three (33) focal govermment ascas in Oyo Statc. They are
cotcgorized into tiyce; sural, urban and scmi-urhan (Federal Ollice of Stanslics, 1993)
Twelveof the LGAs werc in urban, iw clve in mrol vid nine in semi.urban (Appendix ).
There awe 1560 registeree, completecand functiomng health facilities (Oyo SKION. 2007),
i the stalc compnsing of local. siatc and federn] government owneed heglth instilulions as
well as private hogpituls. About half (786) of the hcalth facilities are in the urbon lucal

govemment reas white the rest are in the rutal comnunitics. Healits workers wwith the

highest medical qualificstions of senior in rank odministes cach of the heafth (actliny

Hicolth workers include doctors, nurses, midwives, Phannocisis and  phannacy
]
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lechntcians, labomtory: scicntists and technicians, community health officers, conmunity

health extension workens, physiotherapisls, inedical record ollicers. ANONOIISLS ¢l

In cach local government area (331.0As) in the statg, a health personnel 18
assigned the responsibility of coordination. collection and stmmarizing notification nil
suiveillanee dots ftoin all the health lucilities. They ore refersed lo as [Niscasc
Survcill.uncc and Nanfication oflicces (DSNO). They also waork in compunction swifl other
henlth assistants whe coondinales tlic work ot ward level (calleel Vocal persons] covering
speciticd number of health fucilitics m coch LGA)

Repnnts of activities of local persons ged 1o the inenitoring ond cvaluanon uni as
well as epicleniologeical nmit in each LGA and feedback reports nre periodically sent to
those who primarily generoicd the reports tie health facilitics fevel. From the LGA,
reperns subscquently get 1o the Staie Ministry of Health (cpidennology, ‘rcscafch.
planning and statistics unils from where fusther copics gel to the Federat Mimsty of
llealth Epidemiological Division (vertical leedibach} Other units @ the stale leve? also
receive capics of such data (Horzontal feedhach) Coilcction. coorc inahon, intcrprelation

and oppropriate achion lake ploce ot the vasinus levels. There arc jreniodical leedback und

action.

3.1.1 Ibagsn North Local Goverument Arca; [t 1s on urban sctung. 11 19 heavily

populated and coverg o large espanse of [and with area of sbout 132'Sm’ with a
populanon of 316,612 (NPC, 2006) The L.GA has 12 political wards with six (6} *¥tes
owned health facsiiiies, |1 primary health centves, mateminy ond 157 puvaie healih
mnstitutipns It al#o hiouses the premicr University of tbadan and apex hospaals { 'mscn ity
Collcge Hozmital (UCIHI), The ’olytechnic tbadan und other instiunions

312 Afijio Losal Government Arca Is onc ol the 33 [ . GAs ond 15 rural. Jobele o the
w and the L.GA covers land area of 685.585m? with estimaicid population of
13461 {male 71.964. {cmplc 68,133 [NPC, 2006} 11 s located in Lhe South |=asom pant

(ihe e Ithasten (10) political wards wills two stotc owncd hcalih conlres. magernity
0

centre md thirty=stx privaie mnstitutions
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3.2 Stuidy Pepulativa e
The sludy population was focal persons or designated slaff for discasc reporting In
selected registered hcalth fatilitics in 1badan North and Afijio local government arcas of

Oyo State.

3.2.1 taclusion criteriag Hlealth workers designated for discase reporting in the sclecticd
registered Health facilittes in Oyo state diteclory

322 Uxclusion criterin; teallh workers not responsible for discasc reportiing outside
registercd health focilities.

33  Study Desipn

The study is a cross.sectional in design

34, Sawmple Sive Determination

The minimum sample size for this study was obtoined by using the formula,

Sample size,

n - Z’ pq /d’

e it the sample size tequired for the wrisct population of healih
workers

7= Percentoge of point in 2-sided normal disinbution and coerespond 1o level
of signiticance (alpha error) = .96

p B praportion of health workers that arc aware of disease surveillance

|

and nolification (DSIN) process i the mrml area

Proportion of health workers that aire aware o[ DSN processin

9
urban ored
d * precision of the study. 4=0.0?
= Percentage of Point in 2 sided nonnal disinbutron and ¢correspund to the
‘L =

| level of signilicance (alpha error) = (1:96)
| By substitution in the nbove sample size formuls,

Yol Stale study finding for health workers that are awnre of disease nonlication wis
I IR, wc.p =038 q=1.036
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Therefore, q =i-p. i.c. Lhe proportion of the health workers that are aware of disease

notilication i urban orca q =1- 0,38=0.62,

‘Therefore, sample size #n
n= 1,96 x1,96 x0.38 x0.62/0.07x0.07
= {85.08

Adjushnent for non.response |

An adjustnicnt for 2 inininuin non- response wONg sespondents s antivipaled . A
n=185.08) which is approsimately
185.08 + 1Y

\ininium of 10% of required sumple size is cstimated \

19. ‘Iherelore, N= samiple size reqnired plus iminimum non ~response i3

=205

35, Sampling Teehnique

A stptificd mndom sampling procedure wils uscd 10 sclect respondents for the

study . thus:
Stage Onc: A sampling
was Preparcd and stratiticd into rusal amd urba

frame of the 31 1.GAS of Oyo State Local Government Arens
5 arcas. Onc rural one urban 1L.GAS wese

randomly sctecied by simple balloin.
Stnge Two: All the registered healih facilitics in the sclected ol und urhan |LGAs werce

inciuded in the study. A henlth worker responstble for diseasc reponing or designated

sta{f in cach health facitity was interviewed

36 StwlySites

The swudy' sues drc ibndan Norh and Afijio l.ocal Government Areas of Oyo Stale nf

Nigeris.

3.7 Dats Coltectlon Tool (Questionnaire)

A sell-adininistered scmi-sructured, questionniaire way used 1o collect datn lor

the study. It was pre-icsted in 1 0 health facilities in Lokelu [.GA (non-Participaing LUA}

in OYo State and 10 health [actlitics cach 1n Ayedire and 1wo LGAS in ()sun Stele Le

~ -
Questionnaire wins developed from 1evicw of relevant Jiteratme (MO 2002, AVIT.

2003) and fusther reviewed by a scnior cPideiniologiSt and 1wo cOlleaguts. It included
liona and varablcs (depedent  and  indePendent)  on socio.demographic
seclio
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choracteristics. knowledge, reporting practiecs and major influencing foctors on discasc
reporting. Independent variables included; age, sex. maritnl  status, cthnic group.
oceupation, year of experience aud type of health facilitics. Dependent varnables included
knowledge of awareness of sueveillunce and nolification Systcmi, DWQarcness of cnrrem
notilication system (I11ISR), knowlcdge on (he fifty-notijiable diseoses, uscs of
susveillanee and notification doia, frequency, patiern and means ol sending health facitety
rcports to LGA/ MOM, assessnicnl of knowledge on understanding of (cu(sclfc(cd
notifinble discases case delinitions ond major factars for non- reporting nolfioble
dJiscases. Most of the quesiions in the (Juestionndife were closc-ended with few open-

cnded (see uppcudix 3).

38  Validity and Reilabitity of the Instrument
3.8.1 Validity. -Mus 1s the ability ol a test 1o mecasurs whatl the researcher plan to
incasure  The mstruments were pre-tested in Logetu LGA in Oyo Stale, Obscrved
ambiguiies wete correcied and a preliminery analysis was carried oul belore

admnustering the questionnaire for the main siudy.

3.82 Relinbility. This is repeatability, reproducibility snd consistency of ithe

information. Questionnairc was pre-tested 10 vnlidate questions: Rnndom samples ol
qucstionnaire werce also checked for completeness, consistency ond accuracy” A test-
tetest method was used on twenty (20) health workers in the two LGAs The
questionnnircs were distsibuted W the twenty health «workers in the two LGAs und
collecied same oy All the Questionnaires were svell kept in a locked cupboard for the

pusposc of safety und relrieval for dota cross checking

39 iata Managecusent and analysis
Supenisor and pecr edited yuestionnaires and collccted daa were safely kept

under Jock and key. Inforination obinincd fxom Lhis study was kept 111 a pass wonicd

coinpulet.

Data were cntered into compuicr software: Statistical Package fur Sovial Sviemes

(SPSS - 10) for analysis, Staistics] 1csisi Cli square fest fur tesdiny associations on
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dependent variables, Results were analysedl using frequency distributions for categonical

vatiables and mean, median ond standand deviation forquantitative vuriables:

391 Knowdetge prading

Respondents’ knowledge an nolifiable discases was assessed on three scafes T he
knowledge sfatement questions were uutlined i guestions 1.4™ (contains cleven sub-
questions), 16% (has 1wenty-one sub-gquestiuns) and I7® of the questionnaites (eighteen
sub-questions) totaling SU questions 1n 4ll. Two marks was awarded for each correctly
ansswered yuestions o niake up 100%. Responscs lo questions wilhcorreci or 2ppropriate
option wese scored 1wo full marks while wrong vr inapproprinie responsc 1 is scored | or
0 tespectively. Respondents were graided as follows; 240 (very good) 39.30 (good), 29-
20 (averoge) and <19 (poor), (b) For \mimiedile notifisble discases > 9 (ood). 8-6
tavernge), 5-3 (fair) and <2 (poor).

3.9.2 Disscminntion aof Resulls
‘The results of the study will be disseminated ¢ the health adminisizalors {pennancnl

sccrctary and directors (n the MO1) and policy makers ofhcalth inthe state

3.10 Ethical Approsval :
Ethienl spproval and oilicial perntission to eany out the study was sought from

Oyo Stule Ministry of ticalth, Secretoridt, loadnn (Appendix 3)  Respondenis from
health facilities were approached and well inforned on the study. Copies of Questionadire

with the attached inlformed vonsent (pppendix ]} were distributed and collected

311 Liwitations of the study
The study cxcluded heatth wotkers such as Trulitionat Birth Anendants (TBA)

and viliage health workers (VIIW) whos uperatinn is outside sityetllance [These

worbiers were not agsesscy

N
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Non-response rate:

Some challenges met included: questionnares that were nol completely filled and

very few were not retumed. he bulk of questionnaires that w erc complctely retur ned and

well Filled wese those analysed which madc uf- the total numbcer atlested Lo n e study.
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CHAPTER FOUR
RESULTS

The survey findings are presented as folluw:

e The results of the survey on Health workers socio-deinographic charactcristics, Age.
Gender, Marital status, Professional distribution and type of health facilities.

o Results of the assessment of henlth workers knowledge on nolifiable discases: (a)
(1) Routine (ii) immediale (iii) traditiona! and (iv) occupationally- notifisble discases
(50-Notifiahle discases) (b) (11 - inencdiale notifiable discaries.

e The resull of lindings on repurting practices ol notifiable discascs among rursl ond
urban health workeryi lo the designatcd health guthoritics,

o ‘The results of findings of the identified major faclors influcncing notiliable discasc

reporting among rural and urbin health workers

Compansin of knowledge between rural and urban health workers

Socto-demugraphic characteristics of the study population;

Table 4,1 shows distribution of age. marntal status and type of ownership of health
facilitics of the study population. The lotal number of respundents studicd was onc
hundred and nincty six (196} out of which 35.7% werc between age 40-49ycars with
meap age 1.0 years. Of tiiis propornion, 84.3% were fiom [badan North I.GA and 15.7%
were n Alijio LGA. Maserily (65.0%) of the respondents were females. Above three-
quarter (79.6%) of ihc respondents had mamced prior 1o the time of study in which
128(82,1%) were from [badan No:th while 28 (17.9%) were from Afijio LGA. Majorily

119(60.7%%) of the respondents surveyed were from public health lactlities of which

%0(75 6%) of them were from Ibadan North LGA (lable 4.1). The threestop list of
professionals who participaled in the study were; Community lieaith Officers (38 7%

Nursmg ollicers (32.7%) ond Medical Officers (16.3%6). Olhers included Medical

1 aboratosy personnel (6.0%). Medical Record Officers (1.0%) and Physiotherapists

(2.0%) (Figure 4.2),
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Table 4.1 Socio-demographic characteristics of stndy population (N=196)

Variables Afjie LGA  Ibadan Total
Nortb —
Agein year Freq. n (%)  Freq.m (%) Freq. N(%6)
20-29 3(12) 22(§8) 25(toe
30.39 9(15.3) 50(84.7) 59(100)
40-49 11(k5.7) 59(84.3) 70(100)
>50 years 10(23.8) 32(76.2) J2{100)
Marital stalus
Single 1(3.3) 29(96.7) 30( 100y
Memed 28(17.9 [128(82.1) 156(100)
Separuted/Divoreed §(40.0) 6(50,0) 10(100)
Ownership of tiealth fucllitics
Public 29(24.4) v0(75.6) 119(100)
Pravate 4(5.2) 73(94.8) 77(100)

——— — e S——

IN.B: Numbers of 1espondents in study represent i unit of health focility
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physiotherapst

% )

med. Lab. Scientist

6%  Medical
i record officer
d%l

Figurc §.1:  Respondents’ professional job description
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4.2  Comparison of mwurencss of disease survelllance with study locativn of the

Respondents
Table 4.2 shows result of knowledge of disease surveillance of headth workess when
compufed wilhh the sludy locations. Majority 141(71.9%) of the health workess were

aware of the existence of discase survesllance of which (79.4%) were from 1badan Norih

LGA (urban).
Toabic.l.2 Compurison of unwurcneas of diseuse surveillance with study location
of the respondenis
_Swil}' Locntlon Awarcness uf Disease Sun ciﬁ;ulcc N/ t'lii-sq;nnrc_ -
Yes Nu Totai
I Fret. (%)  Frea. (%) Ireq. (%6)
R — = S L —— e v
“Ibadan Nosth LGA 112(68.7)  SI(31.3) 163(100) 4 =13.167
l Afijio LGA 29(87.9) d(12:.1) 33(100) -value = 0 001
Tojal 141(71.9)  55(28.1) 196( 100)
| SN S— — —
|
|
1
|
12
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Respondents' knowledge of current surveillance system

Table 4.3 shows the respondents knowledge of current feporting system. Less than
half (26.5%) of the respondents conlitied tht they weee aware of the current discase
reporting system ([DSR) of which 39.4% of thesn were fiom Afijio 1.GA and 60.6%%
wele [rom Ibadan Notth,

A considerable number of the study papulation (35.7%2) were still ustng the old micthed
o frcporting (DSN) as the lime of study (p=04U3).

N.U:  Respondenls® knowledge about cusrent disease surveillanee was seores based on

the number of the respondents who dectused their awareness and never aware.

Tablc 4.3 Hcalth workery knowl{cdjc nbout different types of current divease

sarveillance

S _— S —

-ﬁu'd,- I_ocatinon : Types of sumillnuaéc?):lcnan __('.'hi-muarc |
DSN 1INDSK D't kmow  Toutal
Fred. (%) Freg. (%) red. (%) Freq, (%)
— —
Alijio LGA 1.4(42.4) 13(39.4) 6(18.2) 33(160.0) ¥ =7002
lbadan North 56(34.4) 19(60.4) 68(5.0) 163(100.0)  P-value =003
LGA
Totzl 70¢25.7 52(26.5) 74(37 8) 196(100)

e ———————
— —
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Level of knowlcdge of Lealth workers au 1hie notifinhle diseases

Toble 4.4 shiows the asscssment of level of knowtedge of health workers on the S0-
notifinble diseases wilh study locations of respondents. Very few (11.2%) of the
respondents in the study had good knowledge ol notitinble discases with higher number
ol ibadan Nonth LGA workers, Of thosc that were graded good knowledge, respondents
lroi ibadan North LGA had o higher value (Table 4.4 nnd chopler 3.9.1)

Tahle 4.4: Level of knawledge of healiliwaorkers on the notifinl:le discuses

e

[Location Knuwdedge of natifiable discascs

Good Average ['nir Pour Tutul (%)
Knowledpe  Knowlwdge  Knowledge  Know lealee
Frog. (o) Freq.(%e)  [rey. (%) Freq (4)

Alijio LOA - 8(24.2) T 16(48.5) 8(2.12) 13.)) 33(100.0)

Ibadnn 14(8.6) 75(46.0) 68(41.7) 6(3.7) 163(100.0)
| Norih LGA

Total 22(11.2) 91(46.4) IH(J8.8) 7(3.6) 196(100)
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1.5 Knowledge of immediale notiliable diseases

fable 4.5 shows percentage distribution of health workers knowledge of itmmediate
notifiable discases. The (ive top fromt the list of notiliable diseases identilicd by the
respondents were Poliomyelitis (Acute Flaccid Paralysis (83.1%), Cholera (73 0%,
HIV/AIDS (59.7%), Cercbrospinalmeningitis (45.0%) and Ycflow Fever (45.0%)
Similarly, respondents from Ibadan Nosth LGA could beuter idenlify cach of the discases

in question than their covnterparts from Alijio L.GA (Table 4.5).

W mm—

Table 4.5 Knowledge of immedinte nutilinhle discascs

Jmmedtinie AMiji Ibadan Teml  Relative
Notifinlslw LGA North
Disensc 1.C:A

Fred. (%) Freq. (%)  Freq.(%) Ired. (%)

“Cholera 25(17,5)  118(82.5) 143(100) 73.0
Cercbrospinal 19(21.3) 70(78.7) 89(100) 45.0
Mcningilis
Yellow fever (lassa) 15(17.2)  72(82.8) 87(100) 45.0
Viral Hocinochaghic  3(15.8) 16(84.2) 19(100) 9.7
Fever
Anthrax 4(26.7) 11(73.3) £5(100) 0.7
Rabics (Humnn) 2(286) 5(74.4) 7(t00) 3.6
Plaquc
Parstyphoid 2(133) 13(86.7) 15(100) 7.7
Acute Flacid 20(15.9) 138(84.1) 164(100) $83.1
(Poliomyclitis) - w1 m

Muliiple ré;i’-""“’
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il i ' o . . .
Knowledge of heaftth workers oo inuncdinte netifialale  dissaeases upd  study

population

Table 4.0. shows istribution of health workers on knowledge assessment of immedinte
notifiable d1s. cases. L ess than holf of the respondents that teok part in the study had good
knowlcdpe of the iinmediate notiliable disciscs (10.8'6) of which €6.7% of ther1 were
{from Afijpjo LGA and 33.3%0 Irom Ibadan Nesth LGA . Among the respondents thot were
graded (avemge ond fawe) in knowledge, 55.8% and 8.6%6 respectively, Ibadan North
LLGA worker had the lngher volue. With this result, it was sliown that was associanon

belween knowledge of noliliable discases and the location of the respondeats. This
depicts that urban dweller have better aceessibitity and adoption of maovation thon riral

dwellers which could be result uf distonce to informanon devices

Tablc 1.6 Reliutivaship etween knawleldge of notiliable discasc and the study

populativn location

l.ocalion Knowledge Chi-sdunre

Goud Averape Fair Total
Knowledge  Rawwledpe  Knowledpe  Freq, (%)
Fredg. (%) Frew, (%o) I'teq). (%)

— e —

Ao LGA  22(667) 1133 000 33000 y'=11.23
Ibadon Notth $8(31.3) 91{(55.8) 14(8.6) 163(100) P-value = 0002
LGA

Tolal 20{40.8) 102¢52.0)  1(17.2) 196(100.0)

———
= ———————
e — —
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Knowledge of case definition for ten selected notifiable discascs

Figures 4.3 depicts outcome of knowledye zssessment of respondents on the ten(10)
selected notiflable discuses. The live top discases on the list as identified and well
undcrsiood notifiable diseases included. Mblaria (84.2%), Cholera (79.6%), Measics
(71.4%). Hepatitis (61.2%%), Poliomyelitis(Acute Flaccid Paralysis) (52.0%), Nconatal

Tetonus(48.9%). Others were Yellow fever (18.3%%) Cercbrospianl meningitis (16.7%),
Leprosy(16.3%) and Dracunculiasis (] 1.2%) {see ligure 4.3)

\ 80.0% | 84.2%

79.8%
Il 80.0% S ¥
60.0%
| S2.0% 49.9%
| $0,0% \
. 40.0% | b
4
30.0% - (
> 18:3% 16.7% 16.3%
20.0% 11 2%
| 10.0% \

0.0% - 7
< " > > ot ot ) Pt
‘b' ‘;t' 2° '.g- i;-.':- o K 4"& qt" ?,.
A A L N A voE
<+ o + > 0 "y Ny &
by -._"‘ 't. » ..“P
q° o & 4
.ﬂﬁ Q& Q
™ o
)
&
<

Figure 4.3 Knowledge of cast definitions for notifiable discases
ure 4.3;
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Respontlients’ knowlcdee on use of sunveillance data

L

I'able 4'7 shows percemtage distribution of health workers on the use of sunveillance dat
Most of the respondents that declared that they uscd the sunvcillanee dato were frurn
Ibadan North and bascd on the items considered such as paticm of discase occurrenee
(84-7%), Record purpose (83.2%); Inslilute preventive incasures (82 8%); Monttoring of
control programme (82.5%), Noiificalion to lngher centee (82.3%) and Prevention of

cpidemic (82.0%) in that dJescending order. Lligh respense rate in both groups shows
understanding 1 the use of notification dota.

Tablc .70 Respundents kunwledge on use ol surveillance dots

SN PParposc of Afijio  Ibadnun Total N p-value
notificutlen LGA Nu‘rih Nk %
| e No&% LGA
surveillance No&%
| Pattern of 2.4(15.3) 133(84.7) 157(100) 2.527 0213
discasc
OCCUITCNCC
2 Instilule 27(17.2) 130(82.8) 157(100) 2,542 0.092
preventive
measurcs
3 Preventionol  34(18.0) 141(82.0) 172(100) £.521  0.468
epidemnic
. 4  Record 29(16.8) 14./(83.2) 173(100) 5.06f 0,002°
Purpose
5 Notification io 31(17.7) 141(823) 175(100) 0430 0552 1
higher contre |
6 Monitoringol  29(17.5)  135(82.5) 166(100) 11805 0003¢
control |
pProgrmmme : .
*Stgnificant (<0.05)
Mulliplc Responses
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SLAVA SN .

AFRICAN DIGITAL HEALTH REPO_SI;I'(‘)R.Y PE.RO'iJEi'I I'.‘r ; 1 'r- \ 1 ‘: ¥ \ 'F - '. 5




Pattesn of forwarding health lacilities reports (o higher autborit)

Figure 4.3 shows pattem of reponting practice of notifiable disesses 10 the higha
authority (LGA™MOH) by’ the respondents Eighty -three percent (82.9%4) reponied direetly
©o Local Goverminent authosity (epidemioiofy unit), eleven percem (11.6%6) sevu reports
to the Ministry of Health while (5.4%) sent to othern.

2 MONMN
¥ LCA
» OTHERS

. Pattern of forwarding healih facllities reports to bigher nutharity
Figurc 4.3:
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Reporting practices: (Continucd)

Comparism of discasc reporting pattern in the studivd sites

Tablc 4.8 shows perentage disinbution of respondents, frequency of reporting and study
populal;mr Fifly-three pereent (53.7) of the tespordents sent report on monthly basis
with e\ﬁj;o/lbadnn North rclative lrequency (19.1) 1o (80.9). Founeen percent (14.3) uf
the respondents sent report on weekly bists with (52.0) 10 (48.0) Afijio/ibadan North
proportion: Uwenty-lwo (22.0) pereent ol the study population did not send report at ¢l (o
LGA/MOINL These respondents were in fbadan North LGA {urban)

Tablc d.8:  Percentagie distelhution of hicalth workers on reporting to LGA/MOIL

nwnd stwdy popnintion

— e

Pl"rcqucncy of rcpurlilm__ Slml,\_'lucullun Fotal .
4. o Freq. (%) Relative

to LGA/ MO Alijio lbadan North i

LGA LGA Frequeucy

Fred. (%) Froy. (W) -
Weekly 13(52.0) 12(-18.0) 25(100) 143
Monthly 18(19.1) 76(80.9) 94¢100) $3.7
Quarnerly 1(16.7) 5(83.3) 6(100) 34
6-Month 0(0) 2(100) 2(100) 1.3
Don’r send () 39(100) 39(100) 22.3

|
i

A0
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Means of sending report (0 LGAJMOLL

lable 49 sliows Uie mcans of sending licalth facility report 10 the LGA/MOLL among
study population: Sixty -five percent (65.0) of the study population sent Uicie healih
fnc;lit)' report 10 the {LGA/MOL) periodically through their healih facility staff while
thinty-live percent (35:0) respondents had their report received or collected by the stafl’ of
LGA/MOILL- The proportion of Alijio LGA o Ibadan North LGA respondents that sent
Lheir health (ucililies reports through their stalf were (32.6) to (67.4) svhile respondents
that had their repoits collected by I.GA/NOEL stafl were (6.3) to (93.8),

Table 1.9 NMewny of sending repont to LGA/MOII

Nenns of sending Study location RRelative

repovt lv Aijlo lthadan :P:":"":;c“ 7 I"-vatuc
LGA North LGA  Fred- (%)

LGAMNOII

Freg, (%)  Freg. (%)

Report delivered — 0326)  €0(674)  2965.0) 1208 0.001

by healih focility
Report received by

3(6.3) 15(91.8) 48(35.0) 1208 0.00!
sialf LGA/MOMN

= —
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Reporting of epidemtic pronediscases by study locativn

Table 4107 indicates perceitage distribution of respondents thnt ever reported eprdeinic-
prone noulinble discases to their LGA/MOINI, Twenty.four (24.0) percent of the study
populmion evee reported chidemic-prone notifiabie disciases o eithier 1 GA/MOU while a
signil'lcunt number (75.5) had not seat. (27.1}H10 (72.9) were the lredrencs percentages of
Alijo LGA respondents 1o Ibadan North 1.@A that had sent ieport 10 LGA/MOI

Table 416 Reporting of epldemle fane diseases by study lncatlon

Ever reported epldembe- Study location Tote!
prone diseases Aljin hadaa 'req. (%) e P-value
1.GA Norths £.¢, A
e Ireg. (%) Freg. (Ye)
Yes 1327.1)  35(72v) aR(24.S)  R.1002 00i7
No 20(11.5) 128(86.5) 148(75.5)
Tolal 33(16.8) 163(83.2; 196(100)
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ichorting uf epldemte prone discnses hy studs loeatlon

Table #4410 indicnte’ percenlage distribmion of respondents that ever reperted epidennic-
prone notifinble disenses (o their LGA/N@H. Tweaty-four (24.0) percent of the sludy
populution evers- reported cptdemic-prone nonlinhle discases to clthee LGA/MOLL while o
significant mamber (75.5) hadl nat sent, (27.1) 10 (72.9) were the Iteduency pereentages of
Alipo LGA respondents to bk North LGA that lugd sent report o LGA/MOT

Table 4,10

Lver reportei epidemic-

pronc discnses Aijlo
LGA
- Ireq. ()
Yes 13(27.1)
No 20(11.5)
Tolal 3)16.8)

Stady Inention

Reporting of epldemic prone diseases by study location

Total
Ihadan Fred (%) 2 I'-value
North LA
Vreg. (%) )
35(72.9) 48(24.5) 810802 0017
128(86.5)  IN%(75.5)
163(83.2) 196(100)
4]
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Feedback report from LGA/MOII

Table 4:11: shoWs percentage disiribulion of tespondents thal ¢ver recejved feedback
from previous report senl LGA/MOILL 1wenty-four percent of the respondents received
fecdback report from LGA/MOH: The percemtages of respondents that had feedback

repoit were (25-5%) 1o (74.5%) Afijio 1o lbadan North LGAS. A sigiificant nuinber ol
tespondents (76.0%) of the studied population had never reccived feedback report and

majority (85.9) of this tespondenls werc in 1badan North LG A (Urbun) i°=0.017.

Table J.11: Distribution of feedhucl report from LGAMNION by study paptlation

Bver reecived Study location
feedback Alijio thadan Total » Pt
report from LGJ:\ North LGA Feed, (0/0) / I’-value
LGI\/}‘[O“ l7rtg. 10/',)' Fr“l'_.(oél.__ . m_
Yes 12(25.5)  35(74.5) 47(24.0 £.100 0.017
No 21(14.1) 128(85.9) 149(76.0)
Total 33(16.8) 163(83.1) 196( 100)
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Relationship between periods of dispatch of facility report v LGAMOIN and the
Study population (Timcliness)

Table 4.12: indicates percentage distribution of e of sending nionthly repont of health
{acilities to LGA/MOIT and the study pepulation, Fifty percent (50.0) of the respondem s
sent their health lacilities monthly report to 1.GA/MOII within the fiest week (seven
days) of the following montit while three pereent (3.1} of the respondents sent report aller
another four weeks. Frequency pereentnge of respondents that sent repoint within the lirst
week of the following month between Alijio LOA and Ibandan North LGA tespondents
were (8.4) to (81.6). Eighteen pereent (18.0) of the respondents senl report (o I-‘.iz\’thll
between 1* and sceond week, (16.3) pereent of the 1espondents betvcei sccond and third

i "pOIt Wi third und
week of the following month while twelve pereent (12.0) sent 1cpoi within

y r : Is wete
fourth weck. The proportion of Alijio LGA to Ibadan Neah LOA responden

- 1G alier a month was
similar in all the above (1;7) except that icport sent 1o LGA/MO!

(1:2) '=0.004

i itiey cepors Lo
Tabled.12 Relatjonship between periods  of ispaich of facility’ ¢l
a c . : : ’

LGA/NMOI and the Siudy populetion (Ti_m_cliucss}

—

= 'S(_uﬁ,_l(;culion

Time of scnding health

Total e p-value
Nart
facilitics rcport (0 AMijio :b(‘.u:“n b t'req. (%) £
o\ i
i [:C: 0/. chq‘ (%) e ——— =
LCA/MQOI in dli)s | reel. ( ) 98(50.0)
<Tdays
6(18 4

aie7) 1083 e i
1-14 i.].'-'l}-g “ : 3’“63)

412 5) 18(87.5) -
15 -21 days . "

iz 11813 230
LAk - 6(3.})
>28 days 2(33:3) = Yo(100) 812 0004

3316 8) t63(832) F90( 1
Total e —————

A
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Major Mclors for not reporting netifiuble discascs

Tablc 4.13: shows percenlage [tequency distribution of major factors for non-reporiing
potifiable discases and study population. Lack of training on netilication sl survetlfance
(84.0), lack of legal enforcemicnt on healily facilities ond heahh wockers (55.6) anl
ignorance of reporting requirement (30.0) were e principal three factors identified for
non-reporting notifiable discases by the respondents. Lack of supcrvision (48 5) of health
workers and liealih fucilitics on repoiting, was loifowed by absence of teporting forms

(38 6) and tclephone number at the health fucilities (38.3).

Tadle 4.13: Relntionsliip betw con Respomlents and distributivn of mujor fuctors

for non-reporting

SN s\_lﬂjbr_l'n_clo_r_l';r nu- Study bucntion S

repurting netifinble oty "t IP-value

I-I u. gy Aflijio thadnn ——  erooq. (%) A

discascs LCA North LGA

Fred. (%) Frea.{%} = B
1  Lackoftraining on | 0046
2, = $(84.0 6.167 :
iscases notification and  23(12.2) 144(87.8) 164(84.0)
survellence

li  tackof fcgal 109(55.6) 10361 Q.006

1 92(84.4
enforeccmienton henlth 17(15.6) (84.4)

workers 6167 0.046
m Ignorance of reporting 16(16.) 82(82.7) 98(50.0)
requirements 78.9) 95(48.5) 799t 0018
v L ack of supervision on 20(21.1) 15(7%. 5750 0055
healdh facilitics 17Q22.7 58(77.3) 75(38.6) .
Vv l.ack ofvcl:‘\fting foms 4 57{77 3) 75(383) $612 0.052
Xi  Lack of telephonc 8227y SHORD T
number

Multiple responscs

4%
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Summaty of Results

The mean age of tiic respondents for the study was 41.0 & 9.2 years. Malonly
{79.6%0) were marricd at the study peiiod and weee from Ibuslan North LGA. Communnity
Health Officers, Nursing and Medical OlYicers Jominaled the professivnnl group.

Majority (71.9%) were aware of exislence of diseases surveillance ol vhich
(794%) were from Ibadan North LGA. Respondents® knowledge of current discasc
surveitlance (Y1DSR) was poor as only 26.5% knew the current reporling systein. Afijio
LGA workers had o higher value (p= 0.03), Knowledge assessment scale was drmwn 1o
assess tie knowlcdge of the respondents about notiliable discases nnd those who scored =
10 points was 11.2% which shows that there was shallow knowirdge of notifiable

diseases among the study population. Majority of the respondents forwarded their Leafih

' A boul
{facilies reporls (O 1.OA cpidcmiologucal units on inonthly and uarterly basis. Abe

two-third (65.5%) of the respondents sent repotls though tacir lacility stoff. The ume

n of retums was wthin seven days.
reposting  Wolifiable Uiscases among the

interval for collation ond submissio

A peth I
Major identified factors for no | : -4
dents included; lack o[ training on notification nnd surveillance (8.5.0%). lack 0
responidents included;

. of
legal cnf t on heahh facilities and health “orkers (55$.6°) 8nd ignomnce o
cgal cnforccmen

repotting requircmcts (50.0%0).

b
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CUAPTER INVE
DISCUSSION

Previous studics on natifiable diseascs reposting have addressed  niainly
physicians in reporling process on notifiable diseases (Olili, 2002; Al-loharam. 2000:
Abdool Karim and Dilaj £996). Only few studies cxomined causes of uider reporting of
notiliable discascs amtong hcalth personnel. 1his study examined knowledge ond
reporting prictices of notifinble discases among phy sicians and other medica! persunne
tnQyo State and identificd imajor fuctors militating against cllechive Jdiseases rcpuriing

A strikingly high response rle (93.39%) was recorded amony the health waorkers
siudicd, This is rcmarkable when compated to findings in some availuble revicwed

LI o
litesature (Al-laharam, 2000; Bawa, 2003) that recorded dowwer rates, 71.0% and 25.0%

respectively. This was possibly due to sufficicnt bricling of respondents on tlic objectives

IRy N . I
and benefits of the study and assurancc of conlidentiality. In addition, troincd rescafsc

i » ar Ci 1 to high responsc
3ssist ants who were used (o the terrain ol the study arca olso contributed g P

fale.
¢ charcteristics of the studicd healtl workers

(35 %) of the respondents ‘here between 10-49 years
'l ' ‘
5%) with morc female respondents

Socie-demographi

A sizeable number
Marricd individuals Predomninated the stuxly ol Tm \
(63.0°%). Thc female pr epondcrance Was e ne '. . - Maiority of the heahh

. , i« gender domimation (Ofiti, 20021 THalort

LW s hvexs MG g_ 7%) and were concentrated in lbadan Nonh LGA
o g esl‘dially snder locs] govemamtent AICa, Were
esh wrivorkshops and know irpwrtance of

ble PredisPosition: (Fatiegun, 2009) tepoited that
favouro

impact with Jisease reporling. This he observed
l in Osun Swle in Nigesu (l'atiregun

from Some revicwerdl studies

facilitics survey ed A
(75.6%). tHealth workers In publie facit

{ d Scmnin
likely to have recened sonic troimng an

diszases ceporting hence their
health facility by type could have difce
during assessmeni of PSNO ©n Macs!
2009) Tan, 2009 documented the tmpo
repotting (Tao, 2009).
Communay Heslth

Physicians (16.1%6) constituied

es reporiing

h disease
[ private-pirteessinp Wil
rtance Of role ©

Nurses and Midwires (33 0% and

.
- et pepulation The plysicians, who

majorty of the $tudy
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. .r - . :
play a significantrole in discase sepatting process, were relatively few i this study. This

was similarly obscrved by Bawa, (2003) in Yobe State study where physictans wwere

second 10 the list of professional group thai participated (6.2%).

Level of awireness ol disease surveillance among the healih workers

Tiwre was a high leve! o awareness of discase surveillnnce amang the health workers
studicd (71.0%) wilh higher pcrcentage among Afijio LGA (87.9%) Similurly, Uns
finding was higher than those obsctved among the health workers in the svailable
reviewedl tocal literature (38.3%) by Bawna, 2603 in Yobe study, Northern Nigersii { Buwa,
2003) and OIili, (2003) with 67.0% wmuony physicians in Benin City, South westcrn,

Nigerin(0fili,2003). IHowever only 1weniy-six pereent (26.5%5) of the heaith wotkers

siudicd knew the currenl reporing sysicm (1.c, imcgraicd discase surveillance and

iesponse systcin; IDSR). This finding was also similar lo thot of Bawa. (2003) despire the
study (38.0%) (Bawa, 2003) IDSR had been

2002 for oli the Swes in Nigcna. Oyo Sule

dilference in localions and time of

impieinented by FMOM since May,
s ago. [l was expected thal the level of

commenced the implementation about $1X Jed

awareness wouid have been higher thon ‘what was obtained n this study.

Knowledge of notifiable discascs

el ol 1§ on noliliable discasc
I'he mean knowledge <€0re n

re with ruial health

on immediaie nokifi
) higlier score than those in Ibadan North

s exanuned \was slightly above

workers hovipg 2 higher valuc (Table 4.5)

" I sC
average of the total sco Jble diseases was also tow (Table

The health workers knowled

4.8), Afijio LGA hcalth workcrs (rural) had @

LGA (p=1.001). The reason for this was ot clea
N c nonhable

- # Or inuqui-“ _— .
ficntion . as finmedtate nalifiable Yiscases by the

EkL mosily l:nov
o ; Plaquc were least recognl

latler Were hol vesy

¢ nnd further assessment nced be done
discases shewed thal Cholera.
The respanse 1o (denti
Poliomyelitis and [HV/A

health workers. Anthrax.

) J yed or hnown is
Rabigs (1fuman) 40

was probably becausc the

cASCS. This n: 22). 0 small nunber of e

c \\'Ofu- Oﬂly cl
a good knowlcde

< LOA workers

immedinte notiliabte dis

common in this pant of th amined. OF this Proponiuie. a

health workers studicd. had

hither percentage of Al
T [.GA \\ufkm

< nfdiseases €%
(hat naticihated had & Snowladip

g was dmilar 10 tht Misdong By

tmpared to Ibadan Nort
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Ofili, (2002) asmong physicians in governnient hospitals in Benin City, Eastern Nigeria
in 1999 it which 11.9% of the health workers (physicians) siudied hod good know lchc-
of notifiable discases, using same checklist of notifiable discascs. Al-lsharam, 2000 also
documented low percentage of knowledge asscssment wmong Synan pacdiatrictans

studicd in 2000.

Reporting I'ractices
Mojority of the henlth workers 174 (82.9%) swdicd scnt their routiic healh

facility reports corrcctly to their local govemment arca council (cpidemiologic anit) for

onward teansmission to State ond Vederal levels (ligure 4.3). This conioms with the

conventional 1DSR policy. This paticm was similnely docuniented by Bowa, (2003) in

which 65.8% of the purticipans scit repor: (0 the Jocal goveminei orea and less thau

23.0%% of the reports sere sent 10 MOIL. This was ex

collection, unalysis. intcrpreintion und nccessary geiion

level. The whole essence of IDSR stralcg) is ability 1o delee
he local community Jevel in ordee (o

preted as treatment of such duia,
would be taken in tams ot this

L ap upsurgc or acule change

in the threshold of cpidcimc-pronc discascs ot
asures (WHO, FMO!!, 2002).
study tha
A and MOH (Tsble -1.9). the routine

| within first one week of the following

nstitute control e
Many of the health workers in this
fasility reports on momlbily basis to her LG

tonthly reports were foswazded to LGA and MOt
ercent of the study population
. A could b a potenti
cks had cver repored cpideinic prior 10 the
hod a feedback teports from the LGA from
vation.drven indicatur i

Bawa, (2003) and Al

t declased sending their routine heal¢h

This was Signilicani 8s 2 delay or
month by gbout fifty
sen reports fo LG
health wor

ol risk of oulbreak oran oven
[ai lure 10 promiptly
epidemic. Only, 24.5% of the

study (lable 4.10). The Some
This was U

simiborly

ligure 0130
{te low 28 this (s 8 Mol

pievious report sent O them.

reponting, Low fecdbock report Was

1 RO use of sungiiluncc dola was aprropnole BS the
c

10 th
{{calth workers response o s i derstanding of the purjrosc/objective
|
a: and Prevention of cpidemic,

Jocumented by

of the surveillance. FHlowevers

which was the principal purpose ¢

9
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Majority ol the respondents indicatcd that designaied stofT at their health facitity

routinely forwarded reports to the LGA (65.0%). This poltemn was similosly weporied by

Bawa, (2003) and Al-laharam, (2000) in w hicli designated health facility stoff prenanly
submilted their report to the designated authorilies. It is ohvagusly iinporiant that succcss

of reporting depends on- active panticipation of the individuals imulved at this ernngal

level.

Faetors assovintcth with not-reporting of nutifiuble disvinscs

Major identificd lactors for not reporing noliliable diseases as indicnred by healih

workers were; lack of tmining on suncillance and nonlicaien (84 094}, lack of fegal

alth workers ond health facilities (55.6%). lL.acl of raning svas

y Bawa, Ofili, and Al-laharun, (Bowa , 2003, Ofili, 2002 ond Al-

laharam. 2000) Absence of reporting foums al the heahh facilities consululed an
‘This W8s documentcd by Dairo, (2010) and Hawa.

bers of the designated authorities W
,, {2003), Waldah, (2001

cnforccinent on he

similasly documenited b

hindrance lo effective reporting.

(2003). Ignorance of knowledge of telephone DU

reporil Wi
contdet, was similarly documcnted for nol T€pOTING by Bt

and Al-laharam, (2000).

Conclusion | |
Jifiable discascs is an esscntial public hcalth psactice for the

8 '

demic in the comipunily

had not been Propetdy documcitted

praclices and Major faciors aflectmyg
two .GAs, Aijio ond
n Oyo Stile

Reporting ol M

e Globally. €1 has a lot of
orevenlion ol €pl

carly delection ond

sclback including undesic Porung. couses 0f \:dhlch
— .

cled o cxamiic know

g N { health workets from

fiable di sefected
notifiable discascs reporting émons fe<

}
Ibadan Noith. randomlby selceted from 4 .

ol nouli
dcn“' kno\\ICl’gC :
al ot N eation pruccss. It,e tnajuatd of the respondents

loco| Bovemment areas i
ghle iliscases wwas POl

Results show

‘hspilc high level of awarcness of nollh.
r health facilitics Peutine

Local Goyvemment Arca

studied sent the |
which was approprialc:
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disrase process, ig i '
ts'ase P S, lghorance on reporting requirements, lack of tcponting forms. lack of

legislation and supervision on health workersand health facilitics

lecommenlalions

The lollowing incasures arc there fore, proffered toward a sustasiable improvement ol

notifieblc discascs reporting in Oyo Stalc of Nigeria.

1. Regular sustoinable training including workshops, scminars cte. on notilication und
surveillance process. This must be inandatery for all relevant LGA health workers
and private scctor health workersin all registcred health facilities by the iocal and
statc goverrunents. Emphasis mitst b= mode on the key role of physicians,

objectives and benedits of the notifinble discases reporting and the consequences

of ncglect, delay or failureto repon diseascs.

2. Emphasis must be on supcrvision and monitonng of ali LGAs health workers and

health facilitics in the statc.
3. Copy of standard casc definitions for
JPhOi
t be c0mp|cu0usl}’ displayed fespicchn cly o1 all

prinrity discasce (guidelines fur reportable

notifiable discases) and the ic! e numbers of designaled guthonlics to

contact, both LGA and MOJ |, mus

registercd health facilitics

4. Reporting forms, IDSR 001,002,003 an
vailable at all registe

I other relevant forms must be adequaiely

d farly b red healih fucititics. AR ngrecable and cost-
and rcguiar ¢ i .
g 4 g fonns must be reached ot fonns to be

clfective straicpy of nroducing reporlin

available ot health facilities-

r imean of sending fecd
+s of data by

[evant 1o the sysicm

back fcpori 0 the health Jocitines thal
e rcgUIa the | GA/MOIL Thas wdll e

generaled the data,
nd make the workeTrs f€

by primary generdto

as a molivatton 0
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APPENDIX ONE
INFORMED CONSENT FORM

My name 1$ Dr. Oladen Atilola Gbadamosi, | am a possgradusie student of ficld
epidemiology in the Depaniment of Medical Siatistics md Ensironmental Health in the
Faculty of Public Health, College of Mecdicine, University of lbadan. | am canying ot a
shady on knowlcdge, attitudes and practice of Notifiable disease on health workers in Oyo
Stote. {he infonnation you will supply would be used in thw development of policies and
stiategies in the control of communicable discase in Oyo State specifically and *agens m

general,

You arc fice to take part in the programine and you hsve the nghs 1o withdraw a1 ams
time you choose to. | will appreciate your help in responding to the studs

Thank you.

Consent.

explained 1o me and | fully understand the content of the

Now that the study has becn
study process. [ will be willing ic take part in the progrunme

» snbd phe voopptmie Slﬂ“ﬂlm ﬁr mﬂici‘““ldﬂ]ﬂ
Signaturc/thumbpring of inlerviewer

YR L LA 04 00 oo b0

M atore/Giomoff Wiincsg/nic
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APPENDIN TWO

QUESITONNAIRE
My nwne is Dr. Oladcji Atilola Gbadatnosi, | am a posigraduate student of lickl
epidemiology in the departnient of Medical Statistics nnd Iinvironmental 1Health

(EMSEN), Faculty of Pudlie | fealih. University of Ibadan, Nigesia,

Tluss survey is to assess the awareness and expericnce of heplth workers in public and
pavete health facilitics in Oyo Statc on Notifiable Discase Reporting. It would 2iso assist
the policy makers in devcloping steategies and measure (o improve reparting and

ultimately in the formulation of pscventive intervention and contsol progriinme

I'leasc help [t the questionnpire.
Do not writc your names on the questivnnaite. The infereiation you give shall be isealed

with utmest confidentiality, Your participation is voluntary

Thanks for your coopcration and participation.

Pleasc jndicate your responsc by miking *x' erticking

) ifi Disease Reporting among Health
On Knowkedge' Altiludes and Practce of Nolificabic

wotkers jn Oyo Stete, Nigena

SECTION A
i "\8!- last bisthuday" S Lo
d Sex:

a Male D
&

b. Femalc
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Marital Status

Single
Marticd
Scparated

Divorced
Widowed

Profession (pls indicaic)

Designation: .. ... «coamuneere cenmsrerones

a. Medical doctor (gencralispecialist)
b. Demal surgeon

c. ST nurse nidwives

d. Staff nurse

c. Auxiliary

L. Physiothcrapis!

8. Community health olTicer scieniistitcchnician
h. Medical record ofTcer

. Hospitn! infcction conire) Officer

i Primary health care Woiket

k. Otheis (pleasc Specify)

Year of experience ON present j0

b as health Workers: .-

& j@0ePcnrystle

Date 0 APPOINIMCAL: cor-reesrt st =0

focilities (indicate b ne)

T'ype ol your health
a. Primary

b. Sccondary

C. Terfiney

d. Privatc

c. Public

f. Others specify
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o Indicate the local goverminent area and headquaner to which vour health faciliy

belongs
LGA
b. Headquarter

SECTION B
Kaowledge of Health Workers on Notification
10 Awareness of discasc surveillance system: (Integrated diseise sumeillanve and

response (DSR) or Disease survcillance ard notilication {IDSR) indicale

a. Yes
b. No
c. Pon’t know

Il.  1f yes. in above. what does il EENSA L4 s s daatfonsssys

's cumvently practiced in Oyo Stite: Tick approprintely by

122 Which of the system
making *x’ in the correct box?
13 o DSN
. IDSR
b. Don’t know

; 1fi i \ u‘c' IJS".g
l \VI i I | (l nOlifl lbly 'C(Iuixcs immctllﬂlc llOllflCD(lOﬂ] ]|Ck applop“ .“

the box i front ol cact 5 No Dot know
i e ' |
1. Choleta : N i, Dan’\ know
: No. '
2. Acute flaccid parolysis 3% :: No iii . Don’t know
Cercbrespina Meningilis ) Yes ii' = sit. Don't know
3 Vcll\\\\ fcvcr {] nssy (C\'cr) . ycs il ND- |'|'|. |)\)||'| k!](l\\
4 i yos ' :
L. Viral hacmetrhagB!c fover i ii No i Don’t kaow
), yes . T
3. AIDS P it No. i1, Don’t knoy
. i Don’ 1t know
6. Anthirax ii. No. ii Don
. i yes i1, Don’Lknow
7. Rabics(1{uman) =3 i No
8.  Small AR N iis. Dan*tknow
- pOx . . L
1. )¢S
9. Plaguc ,
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10. Typhoid & furatyphoid i, yes ii. No, ifi, 2on'1 know

15.  Of tite list above, which of them s in epidemic-prone group i ¢ [NDSR.0017

1A ther) Ut pICOSE o IR o ke reve s o B T Ce ST Th1 - e Ma A E ST e A S

16.  The following is o list of notilisble discasc, Indicale those that are in the list of

routinc notilinble discasc in Nigeriu.

l. Cholera i.ycs it. No. i, Don’l know
a2 Measles i, Yes ii. No. i, Doa't kow
. - . . T Doo’l &
2. Cerebro spinal mcningitis J.yes 1. No iff; Do’ knew
1. Yellow fever (Lassa fever) i. yes it. No. iii. Jon‘tknow
. i 1 . Don't know
4. Viml huewmorrhaggic fever ). yes ii. No »
o ii. No. iil, Don’t know
5. Poliomyelitis I yes i1. No L
f e it 11 Don’t kiiow
6 Drcuncutiasis 1.yes it-Na _
i. yes it. No. ni. Dan’t kaow
o i.)es ii.No iir, Don’t know
8. Nconatal tetanus : i B S EL L oy
. [ o . ’ :\‘ . .
9. Lymphatic filonasis B o o
» " 3 i cs i v
10 Phcumonia in child =5y ' 3 o e —
11, Diomrhca in child <5y \. y&s L (55 Do Refost
: i -
12 | L Y¢S e
HIV/AIDS L yes is. No iii. Don’1 know
13. Malaria ' 2 iil. Pon’t know
14 Onch NN |, yes i No. 3 Lo
nchoce rcinsis ‘N i :
. 1i. Noy
1S, Sexual irunsmiued disease 1 yes Syt % 3oy My
16 Tubcrculosis e i1, No i1 Don't kKnow
44 Yoy | =
17 Diarrhea sith blood (dy“nlcn’" :cs i1, No i1, Dot know
18. Yertusis . it No. i, (on’y knas
'I-)'cb - . \I .
19. Hepatitis B e i, No iii. bun'rknow
b W ~ & 0 sie
- Vlague t )ul‘-ﬂioun\ discose ligate which ot ;A
: : . y lise of {18 :
r I i 4 lincsise i Nigena I RIS
no1ilinble occumuonn] = .| Iy Nu "
Yoo

b lend Poluming
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2. Phosphorus poisoning b.yes 1. No. ni. Dotr't know
3. Mercury poisoning I yes 1. No. iit. Don’t know
4. Mlanganesc poisoning 1. yes it. No, ii1. Don't know
5. Arsenic poisoning ). yes ti. No. 1i. Don’1 know'
6. Aniline poisoning 1.Ycs t. No. ii. Don’t know
7. Carbon disulphidc i. )'cs ii. No. 1ii. Don™1 know
poisoning
8. Chroine ulceritionof ). ycs ii. No. i Don’t know
the skin Benzene poisoning 1. Yes ii. No, iti. Don’t know
& i i i, yes ii. No, iin. Don’t know
10. Silicosis i. yes ii. No. in. Don't know
)1, Pathological L. Y& [hie e ey S0
Manifestation duc lo
Radintion L Mo O eiaar
12. Toxic joundice T')cs e N fern
o ToE: Qnokamicd l EfCS ii. No jii. Don’t know
14. 'rimary cpithelimatous L3F _ ' \ ' i Don't know
15. Ulccration of the skin . yes P
Poisoning duc 1o
tlalogcnatecd aliphntic i No. i Don’t know
16. |lydrocarborn ‘ ¥es it No iii. Don't know
17. Compression nir sickness ' M i+ No. i}, on 't know
18. Asbestiosis a2¥°
CASE DEFINITION OF Ll ndord ¢t of crijcria used o desenbe if a persen

be cohsidceed for veporing. 1t could b

a particular case con nurse) Is imolved ik

Doctor/Stafl
e case definitton issue for

has g porticular diseasc Of

clinicn] casc definitien ! . case fits 1t
survCiflance casc defimbo

surveillance reporting.
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For the following listed discase. indicate your knowledge for case defintiton fur

each discasc 1.e. what symptoms or complaints by palitenls presenting a1 your health
facility would indicate or point to the discase.

1. Choleta...

esdtevovrrae bosnse ®R0¢ idboii®*® goivioorvaIOBD jora ivocgeivtes o

2. Measles. .....ovvveeniiiiaennnsinonnes £0e. b aqaise . e
3. Ccrebro SPinal MCNIREIIS . .ocuu.sionivrriretecienrrtonnrsrnscersossses saaeionssniosriorss
3. Yellow fever (10852 f6VCT) cn e ioniie it e vieieecaenrenaane s

I{tpa‘i"S. l"...&‘...!o-l---?.‘...lll'citcvcvtﬂ'.0“0‘.‘0!--'. sesdprcsoerves "o lgigle se e .

PO’iOlnyeliliS~0‘0‘---0......--. set@csstssetocsse s0riVeq e ttgiETane i OB POa@ POl 44T E M0 bdOOF LS T HEE

S

6

B. LLOPIOSY sevneneneeensbamsrassaseonensstsbusiosutnsnnstetsretaayiy Seanes pmme s st e
9

Nconat;'] ‘CtaHUS................ e e ' 0eavaere - no-“‘.“.. AT

10 IV IR0 Lo e ¥ 54 s 55 oW ab 4 Mg -- So o= ppr g mie méh 5 e Rfoocha s

19. Do you believe of supporl usc of case dehipition in reposling discase i Heallh

Aol
facilities especially where there afe o cot ors
No i  Doal knoss

e e

) yes. f | .. |
20. Staie your reasons(s) for your choice in 195 e mearamrsnees
e o iieeeeepentayesasieRs g
LE 1L USES OF DISE \S!-ISUIWEILLI\\CI DATAVINFOIM
GE OF TIE o

f the oplions You fecl is correct

21. Pleasc indicaic against 4nY © nitya.yes. D No c. Don't know
: i the community - == :
1. Pallern of discasc occuFence In K. No c. Dor’t kaiow
i, Ycs '
2. Institulc preventive ineasue 5. yCS b, No ¢. Don’1 know
3. TPrevent epademics ayos. b.No ¢, Don’t know
4. Record purposc , b. No <, Don’t kwow
: a.yes. .
5. Notification to higher putli OFIty g @ 3¢S b. No ¢. Don't know
cestal
ammmes fo1
6. Monitonng of conlrol PrOg
discasc '...i“..||..oo‘|d-‘I-i-l------u. 0id o hEFES =
7 Ot}’crs (picusc SNCi[‘)‘)". '.."". . . ,_H__....r 1||-lr.-|. e s

a9
XY
*olsgo ua® iesetés 200 O
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On cpidemic-prone discase (IDSR 00) § o those DSV (001

¥1 Raqsres urgent nobf{icatioo Lyt  b.No Rt Ty e
23 Confirmation if labor@ory saviitable ayes B No c. Ba’t know
24, On data foem. il is casy o fill avs b N c. Dxan't hamoo

25. Do You consider filling of fovm tme waming®a yes. b No ¢ Don't know

SECTION D
Percesption, Pmclice regarding discase Notificatyon

26, What is Epidemic?  Stalc in your own undosianding pleasc

. . & il W Y9 B
L 2 & ® & (T =TSR N ¥ L ¥ .-
t--..-cbv.o-lo----‘I.-.ooo B °

27. Have you ever reported an epideric aves. hNo ¢ Dom'l Lm;
el h |
28 Please stote the Year and mobabc ihe  mond o7

nb‘\'c.-. io iTogmn i s @ 8 @6 @ EpE OO

Facabitee: b
29 What is the frequency of forwanding eouline reports al your health fmihine

A Don’l send

. Weekly 3. Quarterly 5 et
Others.

2. Momthly 4 g-monthly &

1o highet level from
30. What is the usua! Tncans of (orwarding your repor of Tium [0

one
your health [actiiy? Tick the approprisie

31. Delivercd by ilealth facility staff

‘ h‘ght‘ CCNI’C "
32. Reccived by staff from  pidemicgrane Jiscase belore

32, | jave You ever sent fepent o
[)nu" L'l'ltlt\

ayes, b, No, ¢

( oyonthd
34, Docs your fealih faciity send 65 ‘

g, yes. b No. &

35. Timchiness: within what »
from e ’D‘l"

yeur romine disease data e e

YT L lnirﬂﬂ th\ca“cm“‘ﬂc
(' ()Af&")! I) 4 -Iu’“nc;‘ n fC'\(l"l"g?

3. What «dn you underst

y toutine basis?

Do’ | know

od 0 lime (Weeks) Jues youe |
a of the manth 1© the higher venler ic

health facility sutini

&2
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On cpidemic-prone discase (IDSR 001) or thase DSN (001)
22. Requires urgent nolification

a.yes.  b.No c. Don’1 know
23. Confirmation if laboratory is available a ves. b No o Pontt'knoh®
24. On data form, it i5 casy Lo lil] a.yes b No c. Don’l know

25. Do you consider lilling of form time wasting” a. ycs.  b. No ¢. Don'l know

SECTION D

Ferception. Practice regurding discase Nolification

26. What is Epidemic?  Siate in your own undersiending pleasc ... ....on e

Aniidacesecdtd il L .

dem , c. Don't Know
27. Have you ever rcporicd an epidemic a.¥¢es. b.No

- the
28.Please  swule the  year and probabic  the  month for ¢

nbovc-:-. TTT1l .ocoo.a---..--v‘°""'.-'."’ SR 'h r Ii'i ; 'l
' silities o
29. Who! is the frequency of forwarding foutine reports ot YOUT Aeali

higher centre?
1. Weckly 3, Quarterly
6-monthly

s, Don't send

6 Olhers, ... coovee
2. Monthly l,

JJing your fcport or retum to higher level from

30. What is the usupl means of fonwva

your healty focility? Tick the appro priaic One

31. Delivered by Health facility staff

rcenlie

32. Reccived by stafl [rom highe idemicprone discase belore?

31. lave you cver Scdl reporton €
. No. ¢ Dot know

a. Yes. % y d
34. Docs your health {acility SC
a. ycs. b. No. ¢

3S. Timeliness: within swhat g
data from ihe 1o 80}

. |y |
rongne basis:
on nonthly
nd fcm"

Don't know

4 of line (o€
peroc of the month to the

ke) docs Your health facility subuni
higher<enler 1 ¢

your routinc discasc

(LGAMOLL) oosiseeint™
36 Whalt do you 1||:dc;$!0m| b

Th
TILE
TR
..bl'l"'""i
&
L)
pnawe
TLE

y the tenD nn

cliness in reporiing? Cilve an eamnple
]
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.I."-.... b d B0 @9 0a000 4,40 CEpEt v iePun 00 oiig,

CEQOd P ITEBABEF R R AR T 0P VO LB 0 AAG0Fjoss anig ade Enai]

37. Whot do you understand by the term completeness in reporting, Give un

cxalnp]c-o-..-......... Loiamg o e 00

s H00sbs0obe rioe I pmmrld i AwasammqProomee EPoo)Potd B doeumoe

38. A regular interval tmining for all relevany health wotkers volved 1
communicablc discase reporting will improve the control and prevention of
discase outbreak. State your opiniur on this stalciment using the oprions below
0. Strongly agree  b. agree c. weekly pprec d. disagree

c. Strongly disbpree

‘ junce wi Loy
What are the possible reasons for run-rcporting Of compliunce with repaftiiy

req

uiremets?

Pleasce tick the approptinte option below

39

40.
J¢1.
42.

42

43
A
435
16
17
43

49, No trcatment €xist

SO. Other 1CDSONS (wose- 1o """

0 ' I3 ¢. Dan’t know
Did not know Low to report notifinblc discase n.yes  b.No

' ., b.No ¢. Don't know
Did 110l know il was a rcpatable discase a,yes

r
.. Don 't knaw ‘
3 VS b. No Lt '
Reporting {oo 1ime-consuming : ;; e c. Pon't know ,:
by somcbady 8. J< :
Though case could be reported :
clsc c.g. microbiologist a.yes, B.Nv ¢. Don's know

Lack of forms, on lephonc of no &t health

facility or of outhority (o teport © b No ¢ Don't know

p. y¢S.
Lack of supervision Sives b. No c. Don’t know
lack of definiic fswuction Of & n :.:.ﬂ b. No c. Don’t know
: jonship < b )
! . patient elatio” Don’t know
Report violates doclor-p® « b.No c.
. yes.
Paticnt’s refuse permission 10 iR yes. b No c Don't know
s | - nl
Reportable Discasc 100 Expensive - b No ¢ Don't know
) (] S 8
Paticnt may begin treathent q yes. b-No c. Don’t know

fOl cC"ﬂiﬂ dlSﬂ&Sc

e
ave

ey e A ] v i 'c n‘r
does your lwealth facilitics send roulitc rcpo
0es )
gher centfe

MOt

s1.  To which hi
1. LGA 7.5

3, Qlwers
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SECIUION E

Opinion/Perccplion on inclusion/ involvenicnt of suggested heafth workers
Do You believe or expect thot any of the following health personnel when imvolved in

Jiscase reporting would improve discase reporting system?

52, 1. Medical Litboratory technician a_yes, b.No ¢ Don't know
2. Medical record officer a.yes: b.No c. Don‘t kniow
3, tlospitnl infection control officer o yes:  b.No c. Don’t know

53.  State reasons for your choice for

a. Mcdical Inborntory scientist
Reason
T4 v RS b di S T e 1S - g
Reason
Reason :
i nese h S R NN, O BRI AR <SR S : !
S9.  Medicnl record officer I
Reason ]
Recason )
R i o BERTIPORRY S
Reason S
R o saupsansdEgEenanAte s
55, Hosphal infection contro} office!
Reasor .
Il R e T 1 e 4
Rtm“ : e Ll
2 v ,e . - Jiae-soape’ el '.
Reason "ot
Thank you.

A

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT




APPENDIN TIIREE

Letter of Eihical A pproval

WLEC“AM""" ----- o8 ove 151.[""0""‘,. EkdE#

Wy -

MINISTR I HEALTH

DEFANTMENT OF FLANNING, RASEARCH & STATIATICS DIY 510N
FHIVATE MAIL BAG NO 8017, OVO STATE OF NIGLNIA

e B¢ S s —
u,..——--“h.m-u -

3 10™ December, 1609
ST Mo AD 13:479/95 Dae

$1se Principal Tosestigator

Ocpanment ¢ rEpidcmiologY, Aedical Swilii
And Enviconmenial }salth,

Liniversity ColleBo Hospita 1besdsn

Angatlgg) Prp1.Q Ghedszion

Jew Comm
Re: Oya S Iﬂl:MLﬂLﬁfLﬂﬁlfﬂﬂﬁﬂ.El

Rewcsrch
1cmend pthon of Your
o cthien| .M\ al ‘0‘ Lhe 'lﬁ:‘. dHenses "Mlﬁ‘ Imong

(t1ee -QUSRERC

235000 f
r eMicr requeating , ' Neaifia
:"::ﬂ”'”l ::l‘:d ,zﬂ“owwg.c and Prectice of Epldernic.pTooe

relevantheslith wotken In Oyo State Nigens

by ol this, tam Pleassd
compliance with 4ll M e iy ::,:'::r'a: Research Presmal in
The Commiriec has BOfed YOUr #0 ¢ Com N fie e b P Yo erpatt
1 conyey Lo yPU, the PPV S
Oyo Stale, Nigetls e tmplemeision of Uw

will nonitor, closely, 5~ igiees P copy of We ey and

Pigate, nole that Ihg Sommifee h weuld l

§icat

researt aver (e Minnsy of Y

1Y) lgweve ol
wm]n:lm, ::;5,3"”..,3. sothis wilk b.lpml"’ "“ﬂﬂ

Wiahng yori 8§ the besl

B b AU
o idlo )
1 V.A. Adepoju

pipdhed
Director, Planning, Research & S

&5
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APPENDIX FOUR
MAP OFOYOQ STATE

KEY
= Study sitc

Shakl Cast

= @alsn North Eam

e __-Il. )
.'._ -r,J-I .“nmm
Il an -"Im“ Wl * | lll. S
e o L J o8N
Direciory
: Oyo Stote Ministty of 11calth. 2007
E ‘0 !
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APPENDIN SN
CLASSIFICATION OF LOCAL GOVERNMENT AREAS Ok QVO STALE INTO
RURAL/ URBAN/SEMI UBBAN

‘SN | URBAN ‘ WARDS
| | Atiba “[vo
n [badiin North o $2
3 Ibadan North [ast 12
ﬂ
K Ibadan South East 12
5 Ibadan South West |12
6 Ibadan North \Vesl 11
S| Teeyin . il
8 Ogbomosho North 3 12
B (o8 i) =)
10 Oyo east Sl 12 RS
oo west 2 5 )
e - e —— "ﬁ_'_
! Saki West | _ = purge—
|- T WARDS
SN | SEMIURBAN et .
h—— e ———— = _,_.—-———"_'_—_—_-__.- 1'2
I3 | Akinyele e
N == ——— ] [T
4 | Egbeda ==
———
T —————sai o
Ibarapa cost e
i — Y
Nicsiwaju _' :
i | r_.-—___“—/ -Tﬁ___..-—-'""-‘
Nl I -
e 3 5
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Oluyole

Source:

Federul of Statistics. Nigeno (!
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RURAL -
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Olor unsogo 10 -
il —he
Oriire
11
Sake — Last
| — — 10
Surulere |
P —

993)

-#'



APPENDIX SEVEN

List of notifjab|e diseases in Nigeria

| -‘E;mauﬁabindumu List of emergency and immediate not fiable diseases

, :
b AIDS | AIDS (Acguired mzmuae Deficiency
2. Anthrax (humag) syréroe)
}.  Brucellosis (hwoan) m 2 AcueFlaccid Parddysss
4  Cenbro-spmatmeninging € & ). Asthiat
5. Qclcopox {  Corbro-spnilMesingus {(CSM)
6. Cholen 5. Chden
7 Diathoes (imple without blood) § ULfoe ¢
8 Diznhoo wilhblood (dysenlcry) 7. Papx
9. Diphterpy % g’::’(h“m,
0. Oracwrcotasis mil pot
ln. Filanasis :'l’ mok:mﬂmmwfm
11 Foodpotoning a1
13. Gonorrhoca
I4. Hepabtis
15. LassaFeses A
6 Lcprasy !
17 Louse-bome 1ypbus fever !
18 Malauia
19 Measles

0. OnchocerciasisdRiver blimdness)

2l. Ophthalnus peonatorwn

2 Potussis{ Whoopurg cough)

2 Plague

3t Preumopo

3. Poliomyelits

26, Rabees{bumap)

2). Schiversamtasis

T
Syplolis

3 Q’g’nm;;ﬁlymﬂ\iwd&smlsi

. Tetamsu (other)

)}, Tetagus(osonetal)

)}, Tboom
T 23,3 (siecping s kpe>!)

. 4008 edition page 200
Source. Standard Technical Guidelines NIgens: 2

0
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APPENDIN RIGHT

List of the 2} sclected iscascs {priority discascs)

R R A L A A N SR ; 5
wenty pie Beleated Dieasa N
E pidemic-Prone Diseases

Cholera.

Measles

Cerebto Spinal Meningilis

Viral haemorthagic fevers (e g. Lossa fever)
Yeltow Fever

Diseases Targeled for Eradicatlon and Elimination J
Pollomyelitls

Dracuncullasls

Leprosy

Neonalal letanus

Lymphallc flarlasis Y
Othor Diseases of Public Healih Imgonance

i

“yaars of oge
Pneumonia in chlldren less !ha.l 5 years roL 2
Dlorrhoca in childrenless lhan 5 years 0/ 39

HIV/IAIDS

Malaria

Onchocefciasis |
Sexualty ransmift2d Infections (STts)

Tubercuios!s
Dlarrhoe a wilh btood {dysentery)

Parlussts
Hopatitls B
| Plague .

| discase suncillance and

—

jine for Integratct

_ : : suide
Source: Naiignnl techpical & 2007 Fl. P8 15

response, WHO Nigeria. May
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APPENDIN NINE

EMONAVEHO recommenids hat b
caith lRehtcsuse (e fllowin
s s Sunveilarke cuse delin il
susficeted caccs orpnomy diseases and condniuns 10 1lse LGA level Please refcr g N

guidelines eer Section 8 for additionsl wlomiztien abe ot specafic case amanid

Uctaimions

Chalora ANy person S yoach 01 500 or Mmore who Levelops < utre
denydiaton ot dies from acule weiory dv2.rhoea

Any palien; Do, ¢ the 800 of 2 ye2r) with atule waiery
ganloea dren s7¢t whcio Lhere 8 o scute Oulveat of
¢hotera .

-—

J Mpaslos Any person wilh fever and rmaculopapuiar (Ron-vesculst )
generabsod rash and cough, LonTa of conjunclivilis (fed
@yt ) Of Any pEIson vi whom @ CAmcian JspECl) mesliey
A maasies death = 8 Jeaih ocCuiring wihin M days of

n prsel of Iha rash

Any son Wil sudden onsel of fever (>3 5°C rectal of
18 E!E;n ilary) and one of the loddwing 1gna ree b
silflnes’. Mhaied constiolanets of olher MoNNgoN S0

Cerebro-spinal Meningitis

lavel, wilh of wiéhoul sofe
Arry petson wilh severe lineis, |
Viral hemorthaglc fevers ":m:{:: e o following s bloody sloots
| yumeling Licod, or ung 1+ 3ined blaedng Irorm gums noyE

(Lassa fover
) l]’lgﬂﬂ.“'n ﬂ""r.t

onsal ol high feves [»39°C reciad

Any person with sudden undicn mithin tw) weet s of

ot J5°C asilary). lolowed by |
of e with & sudden craet ol
age in whom [he

3| Yallow lever i =
ML

Tl NG
R 1&1‘\."\“«.‘\:‘1&"&\
f {or eradication.

: 54 1443 than 15 yoars
Poliomyelitis ;L‘:ﬂlupjm:pn-ﬂﬂﬂ'r
caniclan suspacis polo

— ‘ Any peison
Dracunculiasis Guanea wWorm W

Lepinsy sansabon ovel

Heoonatal tetanus sl fwo days of

Lymphatic fillarlasis ehpphantasns® - beocd

13
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S

Osarehoea bn chlldran

Diarrhoer with s e ‘
less than 5 yoors of | Aay ehid less 1hlr‘:‘;‘.d‘h“"""m

2ge folitming TR/ Ol 390 with 0 rthwses BT Aot b
b 1€3¢less oF onlably i
T sbnien e)es
I drsik s 2agefly. iy

T siin pinch goed bod 3igpty

Diarrhooa wilh sey e dahiydration

Amychiid loss than S yeaivof ege with darmicoa snd two o ——l
I lowing:

- lgthargic of Vrcomotus

aUnken eyes

nod Bk 10 07kt Of AVING podity

shin pwch Qoes Uata very towly

Olarthoso wilh dlood

An of with dandoea and vadla blood
(Shigelia: dysentry) YPR¥IR.uLh G50 » tha 3100l

i p—

Pacumanla in Prneumonis

| childrentess than 3 | Any &80 n0ed 2 months 1@ 10 6 yoar of 30e vwih CRON Of LN CUR v tiing
yeszis of 3Qo ond

Dreothing 5C breads 9C7 monite of mole i &0 Inlanl 2 monthg W o

car
- b::a!rb"‘g 40 tresihs ormaee per misute ko 3 ehid sged 110 S years

Savere Pneumonty :
Any chid ng: 2 monlhs uP 19 5 Yoo!s ek cosh of GNcult m:;:ngd:r;

o 10 S s -4
Gonero| darer signs sre. wnidwlo |

CONVUISIONS, BIABIgY OF UNEATVIness

merulg O Mor e
Infants ks than 2 Moothis wih lasl big3pung 60 Mealhs pe sorrore

of more o It
mum.dMnhduw
= Myptrsmmtmw"‘w'  wOh postre IV Wb gtary (63UR

more lhan 10% Booy

)

BN . e

response (WHO 1 FAotl. 2002)
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APPENDIX TEN

Flow of information chart or [nicprated discase and surveillance response in Niena

ELOW-0f-ENEQNAMATION CHART FOK IX 11 CMAYLD bi<t ASE SURVEILLABLE.
INSDYATION N PARIMINY

IST TIER HOS#IFALS UPALSI ST IILTONS i

SIMB | —— l & Appeeniak
a:poctanrc of decs
£ sol‘ecrizn

| ™ TIER LOCAL GO VERYM CHT IHIEADQUAR FERS 1 | seovt ewd ot
LOA HEALTITEL FATALL HCALT . ONAACH | forem trom |* e
h Collabe v fans 7
e 5%0N
(Covdewmadoy y Ukie
nl AmYy s 1ad feedhocl
19 1° ti'r ong i«

PUNILS
COVERNMENT Lf\lLOﬂI{A PERIZSIERAL 1 Campkicdata on

: , [0t L Drvi i
Eqpedemiology Unit Ciry % $1ON)
£ » = (3104 Dre|
sMon 1L Analyae st 6ERA
Sutitks 4 iee wdjdle
by P AR IR AE cted
jos 1 DAL e
4 oe co sl

AL Ml 42 el 200)

i, Cultge ond r®erd b
. s \ } Fpb0de (Laat. v Ons}
l‘Moul | w Ceﬂm‘"'“""““
Suiraies EMOUt

F fpileminlogy Dnnot A.nl;wv-“"‘“
Divisicem [ 4 wj‘wml it

o TUB [of P Ofaioe
i otios

‘rh 1"

Ay MOt 1811253 Dt

| Ot wih ans o
oAby Wt
4 Amire jor Naieausl

ey skl
iid Publinh and Fawrems
13 ACTAT)

$E)
::t’-[)“;:?i{ou"m Covmn“""""o"
SMOY{ - State Min(siry oSS0 1L
FMOH . Fecleral Atinusiny © cMm,BL:mcnl Doasd
B . Stle aspitakticalth h-tmstituiions.
‘S:M:ud. -1 Local G eaument Heat
nclude

(e g Missions) privaic 1taspials and

Tcachln; Hospires.
| Armed ForcesPalice

Inuirutions 8

lns‘"utlon‘

] 2002
. O Mol
I""'“l'w'.Ne[icm-ul rechnighd Guidelines <t

74

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

- . ™



APPENBIX CLEVEN

Reporting Forms O
R ———— ___’:FF‘. == g

i = L= i (e | = e

INEASLDIA T CASE HASE I3 1RE TR N Ferls
oo Mealtss Facilien/iTeahd Wonsar s 11 A Dlealth Feom

B K gl

Tadlm ]

N e
L]
Ny,
. o ml
Nartngsl u) : J X TG '
113510 |
T L 5

A 'Y
- = h P ..- -h.l

Pataeml's Hysalimey § illesn Ni £ fh barwd —

(2 e ymes |
Povwm /i :
b ecnding bisTnrniglinn
0

W g 0 [
Mari a6 ghily §te blet
tige Hlanhh bareing
Veldtfs § 40 M

f0age o Lret Vase A RH i
| Eghes | B :

R TR L
Il'lli 'fl'l'--‘|
I U Dawwi ool aiia
- = bai ] Cul
fupo § bmiphTine 3 D Quom b nb el
=T S
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Reporting Form 02

WITKE Y REPOAQ 10O Oc Nt ALTY e EPMEAC PO

mqumza.ruuuc ©EsL T THOMCURNYKOEN § t-:l:.:z'\n TIas

Yer _
WWea 2 rtjomn,y ) — i - 3 " le
Hlaaiii Foad by

o — gy i 'Il‘-..-... Lt & el i,
st Gan| T L o =
UL I L3 HERNRTTR AT { I o Yoty jer

Ii‘gl t“": ..1- e
e % . -

I~ iy

r'-"",‘.""'-'l --H#]
Catm| Ly ll.rum
< R

o
- ¥ 5
S ] "-l-ﬂ.:--' -_."l.

£ l | ‘ oy
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O o reavrge
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Reponting Form 003

o .

LIGALIR
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| DiSEASE
I

I s v o\ Polovmii U s i e wi frd wr =
Lean tha | S vepry 15pin 8 Cosilbing 6L TiRiend _— Lo e i) e
Spiv by 8o bl s il I s .

cmd

l-\.pl-.-l-

1 CSW
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3} Garihotp
tYea20¢y P20
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b’ -—
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. S

e Wl

e nhaye
fevwer (oY (o202
tevat}

P Lepvesy

T'io L';ﬂllll
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—
T N e
e
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MVowany
12 Masntes
" P NIL
L FarT T
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i
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17 sy a
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e
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