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ABSTRACT

Integrated Discasc Surveillance and Responsc (IDSR) was adopled in 1998 by the World 1lcalih
Organisation-Regional conimittee for Africa asa strategy for sirengthening the cxisting weak and
muluple national surveillance system. Within the frincwork of JDSR strategy, all health facilities
nre required to have IDSR focal persons. ensure tlitncly and regular provision of discasc data (o
the Local Governmient Arca (LGA) using approved IDSR reporting fonnat and instruments.
However, there is paucity o f information regarding its implementation. This study was carried oul
.~ to asscss and compare the knowledge and practice of distase surveillance, and impleinentation of

~ ID5R strategy o1 public and private health facilities in two L.GAs of Oyo Statc, Nigeria.

A\ comparative cross-sectional study was corried oul in all health facilitics in Ibadan North
(urban) and Ibarapa East (1ural) LGAs sclected by cluster sampling technique. Surveillance focal
person or a faciliy head designated personnel in each health facility was intcrviewed using a
pretested semi-structured questionnaire. [nformatioa was oblained on knowledge of discase
sunveillance. pre-cxisting surveillance practices and IDSR implementation. Response to cach
vanable was scored | for corvect and ® for incorvect response. Composite scores were compuled
given maximuin scores of 29. 6 and 13 for knowledge, pre-existing sunvcillance praclice and
IDSR implcmentation scores respectively. Dala were analysed using descripiive stutistics and

student’s t-lest.

One hundred and thisty-two health facilities [30 public {22,7%) and 102 private (77.3%)] were
stiudied. There were 117(88.6%) from urban and 15(11.4%) (fom rural LGAs. Ovciall mean
knowledgc score was 16.1+ 4.1. Mean knowledge score tn the public and private facilities werc
152 + 3.4 and 16.4 + 4.2 respectively; and in the LGAs; 16.3+4.1 (lbadan north) and 14543 4
{Ibazapa Last). Ovcrall score for mean discase surveillance practice was 2.741 4, The mcan

discase surveillance practice score was 2.8%1.5 in public and 2.7%1.5 in privaic faciliics. The
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overall median JDSR implecmentation score was 1.00 {min 0.00, max |11.00) .The median IDSR
implementation score was significantly higher in public facilities 3.00 {(min 0.00, max |1.00)
compared with 1.00 {(min 0.00, max 11.00) in the private focilitics, P<0.05. No diflerence cxisicd
in thec median implementatlon scores between ibadan North, 1.00{min 0.00, mox I 1.00) and
Ibaropa East,2.00(0.00-7.00) LGAs. Survcillance focal persons cxisted in only 11 facilities
(8.3%). Mcan scotes for pre-existing surveillance practice where [ocal persons cxisted was

3.5£1.5 compared with 2.6+1.4 wher: none exlsted (p< 0.05). Mcdian IDSR implcmentation

scores in {ocilities with surveillance focal person was 3.00 {min 1.00, max | 1.00) and 1.00 (min

0.00, max 11.00) where none exlsted (p<0.05).

Knowledge and practice of discase surveillance as well as implementation of Integraled Disease
Survcillance and Rcsponsc strategy scre gencrally below average in all the health facilities
irrespective of status and locotion with poorer implementation in the private facilities. The
existence of a surveillance (ocal person improved surveillance practice. ‘There is a8 need to

Institutle measures o improve awarcness oand participation of health focilities in discase

survcillance 1o achieve set goals.

Keywords: Integroted disease suneillance, Heahh facilities, Implcmcntation compliance.
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CIHAI'TER ONF,

INTRODUCTION

1.1 Background

Coinmunicablc discases xmain the most comnion causcs of death, illnesses and disabilitics in
the developing countrics of the world including Nigerin (W130, 2008), These discascs include
malaria, mcaslcs. ccrebrospinal meningitis, cholern, ycllow fever, Lassa fever. digrrhoca,
pncumonia and lately 11IV/AIDS 10 mcition a {cw. The mortality and morbidily' rates (rom
these communicable diseases remain unacceplably high in Nigeria as il is in most other
devcloping nations despitc cxisting control programmes (FMOI I, Nigeria 2008). According lo
the WHO (act shee1 2008, 1the leading causes of death in many developing countries include
fower respiratory tract infeclions. diatchoea discases, H1V, tuberculosis and malaria with the
signilicam contributions to global mortalily and morbidity coming from the rates of infectious

discascs in low-income countiies (Global Health Council, 2009).

The diseasc survetllance system was first introduced in Nigeria in 1988 in response to a major
outbreak of yellow fever which occutred between 1986 and 1987 affccting ten out of the then
nincicen states of the federation with atiendant high morality and morbidity (FMOII, Nigeria
2005). The magnitude of this outbreak and the devaslating effecis on the nation was fargely
attributable (o the non existence of disecasc surveillance and notilicatlion sysiems in most sfatcs of
the counury prior 1o this period. Subsequently, a diseasc surveillance and notification systcm was
put in placc nationally with forty diseases of public heglth importance identif ed and designated
for routine monthly nolification and 1cn of these designated as cpidemic prone diseases (or

immediate reporting, The National Council on Itcalth adopted this Disense Suncillakc an

}
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Notification Systein (DSN) in the year 1989 and slandard reporting forins designated DSNOO!

and DSNO02 were inttoduced for monthly and immedisie reporting respectively.

llowever. in the subsequent years following the inaugurotion of the DSN, varying degrees of
success were recorded in its implementution and its ellcetiveness and efliciency remained a
causc for concem for all stakchotders in the public health sectors of the country as it failed to
produce 1he desired infonnatlon required for timely responses to discases outbreaks. These
concerns were further coinpounded by the vertical surveillance nature ol some discase controf

programines and the almost non- existing participation of faboratories in surveillance acivitics

(FNMOH. Nigeria 2005).

In response to this unsatislactory developments in the discase surveillance and notification
systems which was simidarly prevalent in most other Afticon countries, the World llcalth
Organization Regional Committee for Africa in her 48™ session in Harare, Zimbabwe in
September. 1998 advocaled for the ossessment and stecngthening of the exisling surveillance
systems in the member states. This clTort gave birth 10 the Integroted Diseases Surveillance and
Response System (IDSR) (FMOIH, Nigeria 2002 ; WHO,2000). The WHQ/AFRO had a key role
in dcveloping gencric technical guidelines (WHO,2001A) for adoplion by implementing

countries, as wweil as providing ongoing technical assistance and consulistion,

The broad abjcctive of the IDSR is 1 conlribute 1o reduction of mottality, mocbidity and
disability from diseases through accurate, complete ankl timely reporting with respoct to data
eathering and transmission for clfective control and prevention of communicable discases in the
countrey, The IDSR implementation process statted in Nigesia in June 2000 with an oricniation
workshop (hat sensitized nolional program mansagers of the various sertical programs and

2
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Notitication System (DSN) in the ycar |989 and standard reporting fonns designated DSNOO]

and DSNOO2 were introduced for monthly and immediate reportmg 1espectively-

llowevet, in the subscquent years following the inauguration of the DSN, varying degrees of
suceess were reconded in ils implementation and ils effectiveness and ¢fTicicney reinained o
cause for concern for alf stakeholders iy the public health sectors of the country as ii {ailed 1©
prextuce the desired informintion requircd for timely responses to discases ouibreaks. These
concests were further compoundced by tlie verlical surveillance mature of some discase contro)

programmes and Lhe almost non- cxisting participation of laboratorics in survcitlance activities

(FMOH. Nligeria 2005),

In responsc 1o this unsatislaclory developinents in the discasc surveillance and notification
systems which was similarly prevalent in most other Aftican counitics. the World Health
Orgonization Regional Committce for Africa in her 48% session in Harare, Zimbabwe in
September. (998 advocated for the assessment and strengthening of the cxisling surveillance
sysicms in the member states. This cffort gave birth 1o the Integroted Diseases Surveiliance and
Responsc System (IDSR) {I"MOH, Nigeria 2002 ; WHO,2000), The WHO/AFRO had a key role
in developing gencrie technical guidelines (WHO,2001A) for adoption by implementing

countrics, as wcll asproviding ongoing tcchnical assistance and consultation,

The bioad objective of the IDSR is 10 contribute 10 reduction of monality. morbidity and
disability from diseases through accurate, compleie and timely reporting wilh respect 1o dala
gathering and transmission for cfFectiveconirol and prevention of communicable discases in the
counry. The IDSR implementation process started in Nigeria in Junc 2000 with gn orsentatron
workshop thal sensitized national program managers of the various verlical progruns and

2

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Notification Systein (DSN) in the yecar 1989 and stundard reporting forins designated DSNOO|

and DSNO02 were introduced for monthly and immedtate reporting 1espectively.

llowever, in the subsequent years following the inauguration of the DSN, varying degrees of
success were recorded in its impleinentation and ils effectivencss and cflicicney remained a
cause for concern for all stakcholders in the public health scctoss of the country as it failed to
praduce the desiced infonnnlion required for titnely responscs to discases outbreals. These
concems were further compounded by the vertical survesllance nature of sonie discase control
programnies and the almost non. cxisting participation of laboralorics in survesllance activities

(FMOII. Nigeria 2005),

In 1csponsc to Lhis unsatislactory developments in the discase surveillance and notilication
systems swhich was similarly prevaient in most other Aftican countrivs, the World Health
Organization Regional Commiltce for Africa in her 48% scssion in Hamre, Zimbabwe in
Yepiember. 1998 advocated for the asscssment and strengthening of the existing surveciflance
sysiems in the member stales. This effort: gave birth to the integrated Diseases Surveillance and
Response System (EDSR) (FMOH, Nigeria 2002 ; WHO,2000), The WHO/AFRO had a key role
in developing gencric technical guidelines {WHO,2001A) for adoption by implementing

countries, as \well as providing ongoing technical assistance ond consultation.

The brood objective of the IDSR is 10 contribute 10 rcduction of mortalily, mocbidity and
disability from diseases hrough accuratc. complete amul timely neporting with respect 10 data
gathering and transmission for cflective conlrol and prevention of communicable discases in the
countty. The IDSR implcmentation process started in Nigeria in June 2000 wih on oricntation
workshop that sensilized national program managers of the various verifcsl programs and

2
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partners of IDSR. The steering conunitice was conslituted by the Federal Govemment of Nigeria
in Junc 2001 10 catry out a review of the existing disease sunveillance sysiem in ¢he counitey and
sccure a consensus on the list of the priority discases. They were able 1o enumecrate scveral
shortcomings of the fonncr system on account of which recommendations were made 10
strencthen the newly introduced IDSR Some of these shortcomings were: vertical surveillance
by some discase programumes, multiplicity of reporiing forins and formats, incompicte and
untiincly reporting, inadequate prepositioned medicines and vaccincs, lack of communication
cquipments, absence of casc management protocols, inadequate laboratorics {acilities and almosi
non- involvement of existing ones, high prevalence of communicable diseases like malaria,
diarrhoea, pneumonia, measics, tuberculosis and 11IV/AIDS and inadequate funding ( Davey er

af. 2006, MO, Nigeria 2006, FNIOH, 2005, WHIO 2000, Taylor « at. 1997 ).

1n ordcr to ensure a functional and effective integrated discase surveillance and responsc system
in Nigena. the steering commitlce recommended the development of national standard case
dclmons and management protocols for priority discases, relevant trainings for IDSR and
provision of budget line for IDSR. A n:nional policy wassubsequenily formulated by’ the Fedenral
Govemmen! through the Federal Mimstey of Health to guide and provide the necessary
cnvironment for the planning. implementation, monitoring and cvaluation of IDSR at all ticrs of
gorcmment including govemmenl parastatals, privalc scctor, non -govermmcntal organisations

and parincrs (FMOH, Nigeria 2005).

Furthermorc, some strategics were oullined 10 censurc 1he successful implementetion of the IDSR.
These include continuous advocacy for support by policy makers, opinion Icaders and pariners,
identification of a focal unit for IDSR in all health facilitics, local govemment arca 1’1 IC

depasiment. Stotc Mimisirics of Health aml the Federl Ministry of Health with a [oeal person

]
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assigned Lo this unit and provision of basic communication cquipments at all these levels. Other
stralegics are periodic training and retmining of health workers. prograin officers and IDSR
local persons at all levels by a set of core trniners established ot the Federal Minisiry of 2 Icalth
with pariners using the WHO generic IDSR 1rining modules adapied (or Nigeria, developmienl
of a comnprchensive dalabase of the wenty —onc priority coinmunicable discases by thc nalional
IDSR unil and provision of data management guidelines for usc at all levels, esiabiishment of
sentinel siles, epidemic preparcdness commiiliees ot all levels, casc based surveiliance aclivificy

and sirengthening of laboratones and case inanagement (I°vIO14, Nigceria 2002, 2005).
1.2 Statcment of the I'rabicin

Among scveral other epidemic prepascdness approaches. discase surveillance and response, carly

case delcction and management and prompt casc reporting are very critical. Unfortunalely. these
arc no convircing indications that Inicgrated Disease Sunveitlance and Responsc (IDSR)
programme, long promoted by the World Health Organisation and its pariners in Africa is very
functional in this sub region. There is paucity of information on the implementation and

cvaluation of this survcillance system in Nigeria and many other countries.

Nigena continued 1o experience discase outbreaks in epidemic proponiions with very devastating
outlooks in the succeeding years following the introduction of the [DSR in the counliy, Various
cxamples include the Yellow fever outbreak in May 2000. Cholera outbreaks in December 2001,
Dcecember 2004 and September 2005, Meningococcal disease oulbreak of March 2004, Acute
fever and rash syndrome in March 2005 and the Avian Influenza outbreaks of February, March
2006 and Januaiy 2007 to menltion a few (WIHO, Wigeria-GAR ), The mognitude of lo<es

recorded on account of these infeetious discases outbreaks in Nigeria were related 1o the [ack of
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umely and adequatc responscs which the IDSR sysiem is expected 10 hove guarsniced if

functional.

1.3 Justilicatiun and Ratiunale for the study

In view of the heoad objective of the 1SR system which is to contribule to the reduction of
inortadity, mnorbidity and disability from discascs through accumic, complcle and timely
mformation with respect to data gathering snd transmission for cfTeciive control and prevention
ol communicable discases in the country, a national policy was pul in place which specifies the
priority discascs for reporting, the sirategics (or its impiementaiion, the expecled roles and
responsibilitics of all stakcholders inclusive of the health {acilitics, monitoring and cvoluation

policy, projcctions for opcrotionsi rescarches and the core indicators of JDSR.

The implemcentation ofthe 1DSR is expected to be in phases starting {rom the community lcscl,
the health facilitics, local govermment areas. stotes and the federal levels utilizing the local

government ozed as the lowest ndministrative unit within the national health system.

I'he corc indicator for IDSR routine reporiing aclivity is the proportion of hcalth facilitics
submitung weckly or monthly sueveillnnce reports on timc to the Jocal govermment arca (LGA)
using the designated (orms( IDSR 002 and 003). Similarly. the indicator for rcporting outbreaks
from the LGA 1o national level is sct al the proportion of reportcel outbreaks of epidemic pronc
disenses notif cd 10 the next higher [evel in the IDSR struciure within two days of surpassing the
cpidemic threshold among other IDSR core indicators put in place. [tis also made mandator
that alt health facilitics should have a focal person for IDSIt saddled with the responsibilitics of

the implemcntation of the strategy.
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timcly and adequate responses which the IDSR system s cxpected 1o have guarsnteed if

functional.
1.3 Tustification und Ratiouale for the study

In view of the broad objcctive of the IDSI system which is to contribute o the reduction of
moriality, morbidity and disability froin discases through accumte, complete wil limely
forination with respect to dnta gathering and transmission for cffcctive conirol and preveution
of communicable discases in the country, n national policy was put in ploce which specifics the
priority discascs for reponting, the stralegics for its implementation, the cxpccted roles and
responsihilitics of all stakcholders inclusive of the health facifities, inoniloring and cvaluation

policy, projections for opcrational rescarches and the core indicators of IDSR,

The implementation of the IDSR is expected 1o be in phases starting ftom the community’ level,
the hcalth facilities, local government arcas, stolcs and the federal levels utilizing the local

govcenment area as the loswest administrative unit within the national health system,

The corc indicator for IDSR routine rcponing activity is the proportion of health facilitics
suhminting weekly or monthly surveillance reports on time to the tocal govermment arca (LGA)
using the designaled forms( IDSR 002 and 003). Similarly, the indicator for repocling outbrcaks
from the LGA (o national level is set at the proportion of reported outbreaks: of epidemic proae
discases notilied to the next higher level in the IDSR structure within wo days of surpassing the
epidemic threshold among other IDSR core indicators pul in place. it is also made mandatory

that all health facilitics should have a focal person for IDSR saddled with the cesponsihilitics of

the implementation of the strategy
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tiniely and adequate responses swhich the IDSR system is expected to have guaranteed if

functional,

1.3 dustificatinn and Rationale for the study

In view' of the broad objective of the IDSR sysicin which is 10 conliribute lo the reduction of
inortality. morbidily and disability from discases through accurate, complete and timcly
inforsnation with respect to data gathering and transinission for cHcctive contro) and prevention
of communicablc discascs in the country, a national poticy was put in place which spccifies the
priority discases for reporting, the simlcgics for its implementation, the expected roles and
responsibilines of all sinkcholders inclusive of the health {acilities, monitoring and cvaluation

policy, projections for opcrational rescarches and the core indicators of IDSR.

The implemcentation of the IDSR is expected (o be in phases starting from the community level,
the health facilitics, local government arcas, siatcs and the federl levels utilizing the local

govermment area as the lowest adminisirative unit within the national heahh system.

The core Indicator for IDSR routine rcporting aclivity is the proportion of health facilivics
submitting weekly or monthly survcillance reports on time to the local government area (LGA)
using the designated forms( IDSR 002 and 003). Similarly, the indicator for rcporting outbreaks
from 1the LGA 1o national level is sct a1 the proportion of reported outbreaks of cpidemic pronce
discases notificd 1o the next higher level in the IDSR structure within two day s of surpassing the

cpidemic threshold among other IDSR core indicators put an place. 1tis also made mandatory

| Ihat all headth lacilities shoutd have a focal person for INSR saddied with the responsibititics of

the implememation of the stratcgy.
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timely and adequate responscs which the IDSR system is cxpected 10 have guaranieed if

[unctional.
1.3 .lustification an¢l Rativuule for the study

In view of the broad objective of the IDSR sysiem which is 10 contributc to Ihe reduction of
morality, morbidity and disability ftom discases through uccuralc, complcte and timely
imformation with respect to data gatheting and tcansmisston for cllective conirol snd prevention
of communicable discascs in the country, a national policy was put in place which specifics the
priorty discases for neporting, the stralcgics for its ianplementation, the cxpected roles and
responsibilities of all stakcholdcrs inclusive of the health facilitics, moniloring and evaluation

policy. projcctions for operationat rescarches and the core indicators of IDSR.

The implementation of the LDSR is cxpecled to be in phases starting from the community lescl.
the hcalth facilities, local govesnment arcas. staies and the federal kevels ulilizing the local

go crmeni arca as the lowest adminisirative unit within the national health system.

The core indicator for IDSR routine reporting aclivity is the proportion of health (acilitics
suhmitting weekly or monthly surveillance reports on time to the local govemment arca (LGA)
using the designated forms( IDSR 002 and 003). Similarly, the indicator for rcporting outbreaks
from the LGA o national level is sct al the proportion of reporied outbreaks of cpidemic prone
diseases nolified to 1he next higher level in the IDSR structure within two days of surpassing the
¢pidemic threshold among other IDSR core indicators put in place. 1t is also made mandatos)

1hay all bealih facilitics should have a focal person for IDSR saddled with he respensibilitics of

the implementation of the stralegy
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timcly and adegquate responscs which the IDSR system is expecied 10 have guaroniced if

[unclional,
1.3 Justification anyl Rationate for the study

In view' of the broad objective of the IDSR sysiem which is 10 contribule 10 the reduction of
inortality, morbidity and disability froitr discases through accurle, complele and timely
inforination with respect to data gathering and transmission for cfieclive control and prevention
of communicable discases in the country, o tiational policy was put in piace which specifics lhe
priority disecases for rcporting, the stralegies for ils implemeniation, the expeeted roles and
responsibilities of all stakcholders inclusive of the health facilities, moniloring and cvaluation

policy, projcctions for operastional rescarches and the core indicators of IDSR.

The implemcntalion of the IDSR i's cxpected to be in phases starting from the communily levcl,
the health facilines. local govemmenl arcas, states and the federal levels ulilizing the locsl

govemmenl arca as Lhe bowest adminisirative unil within the national health sysiem.

The core indicator for IDSR routinc reporting activity is lhe proportion of health facililies
submiiting weekly or monthly surveillance reports on time to the Jocal govemment arca (LGA)
using the designatcd forms( IDSR 002 and 003), Sunilarly, the indicator for reporting oulbreaks
from the LGA 0 national level is sl af the proportion of rcported outbreaks of epidemic prone
diseases notificd to the next higher level 1n the IDSR struciuee within two days of surpasseng the
epidemic Lhreshold among other IDSR core indicatots put in place, I is also made mandatory
hai all bealih [acikitics should have a focal person for IDSR saddled with the responsibilities of

the implementation ofthe strategy
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The health facitities thus play a very significant role in discase survcillance and implementation
ot IDSR. In the light that there are more private than public health facilities (OYSG, 2006), its
impemtive that the private Facilities are involved in surveillnnce activities though its been
coordinnted by the public seclor, In view of the fact that functional discasc survcillance and
responsc system depends on adequate capacity building, functional laboratory, coinmunicalion
nciwork and continuous monitosing nnd evaluation which inay vary with location (rural/ueban

facilities), it will be of interest to explore svhether the location of heallh facilities will ofTecl

sunveillance system at this level.

Relevant information regarding the implementation and evaluation of [DSR strategy at all levels
is pavotal 1o success of discase survcillance in Nigeria. In the absence of such cvaluation, the

failuse associatcd with the previous surveillance systems may be unavoidable.

In view of the uncertainties that |DSR is being implemented according 1o the National Technical
guidclines for IDSR, 2002 and the Nigerian national policy formulated in the year 2005 and the
paucily of information on ils implcmentation in all health facilities of the countiy, it therefore
becomes necessary to assess the perfonnances of health facitities of [DSR implementation i1 the

countty. Hence. thisstudy was cazried out with the following objectives:

1.4  Objeclives

4.1 Broail Objective:

To assess the knowledge and praclice of disease suevcillance and implecmcenitation of [DSR
straregy by public and privale  health facilities in wo selected 1ocal goveminents arcas{LGAs)

of Oyo State. Nigeria so as to obtain a lruc reflection of the current situntions regarding the
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The health facilities thus play a very significant role in diseasc surveillance and implementation
of 1DSR. tn the light that there are more private than public health facilities (OYSG, 2006), its
imperative that the private Facilities are involved in surveillance activilies though its been
coordinated by the public scetor. In view of the fact that functional discase surveillance and
responsc systcm depends on adequate capacity building, functsonal laboralory, communication
networl. and conlinuous monitoring and cvaluation which may vary with location (russl/urban

fucilities), it will be of intcrest to explore whether the location of health facilities wil affect

sunveillance sysiecmat this level.

Relevant information regarding the implementation snd cvaluation ol iDSR strategy ot all levels
I$ pivotal lo success of discase surveillance in Nigeria. En the absence of such evaluation. the

failure nssocinted with the previous surveillance systiems may be unavoidable.

In view ofihe uncertaintics that IDSR is being impltemenied according 10 the Nononal Technical
puidelines for IDSR, 2002 and the Nigerian national policy formulated in the yecar 2005 and the
paucily' of information on its implementation in all health facilitics of the country. it therefore
becomes necessary to assess the performances of health facilities of 1DSR implementation in the

country. Hence, this study was carricd out with the followirg objcctives:
Lb Objectis e
1.4.1 I3road Objeclive:

To assess the knowledge and practice of discase survcillance and implementation of 1DSR
stratcgy by public and private health facilities in two sclected local governments arcas{.GAs)

nl Oyo State, Nigeria so as o obtin a truc rcllection of the current situalions regarding the
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The health facilities thus play a very significant role in discase surveillance and implemeintation
of IDSR. En the light thal there are more priveic than public health facilities (OYSG, 2000), ils
smperative thal the private Facililies arc involved in surveillance activilies though its been
coordinated by the public scetor. In view of the fact that functional discose surveilfance and
responsc systcm depends on adequatc capacity building, funclional laborstory, comtnunication
ncisvork und continuous monitoring and cvaluntion which may very with location {ruml/urban

facilitics), it will be of interest to cxplorc whether lhe location of hcalth facitilics will atTect

sunveillonce system at this level.

Relevant information regarding the implementation and cvaluation of IDSR strategy at all levels
is pivotal to success of discasc survcilioncc in Nigeria. In the sbsence of such evaluation, the

failure associared with the previous surveillance systems may be unavoidablc.

In vicw ol the uncerwintics thal IDSR is being implemcnted according to the Notional Tcchnical
guidelines for IDSR, 2002 and the Nigerian national policy formulated in the yecar 2005 and the
paucity: of information on its implementation in all health facilitics of the countiy, il therefore
becomes necessary 10 assess the performances of health facilities of IDSR impiementation :n 1he

country. Hencc, this study was carricd out with the following objectives:
t 4 Ohjectives

1.4.1 DBroad @bjective:

To nssess the knowfedge and practice of discase surveillance and implementation of IDSR
siatcgy by public and privaie health facilities in two selected local govemments aicas(LGAs)

of Oyo Stale. Nigerin so as to obtain o truc reflection of the curvent situations regarding the
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iniplcmentation of the national IDSR stralegy and help in informing intcrventional measures

where and il nccessary.
1.4.2 Specific Objectives
The spceci lic objectives of this study are lo:

I. Assess the knowledge of discase surveillnnce and IDSR of health workers in  hcatth

facilitics in Ibadan North and Ibarapa Last Loca) Government Arcas of Oyo Stale.

Jd

Asscss the practice of discase sunvcitlance in health facilities of tbadan North and |barapa

Cast Local Govermment Arcas of Oyo Stalc.

3. Evaluatc the implcmentation of IDSR in health facilitics in |badan North and |basmapa
East Local Government Arcas of Oyo State

4. Comparc the knowledpe of heaith workers on discase surveillance and IDSR in public
and privaic health facilitics in the 1wo selecled LGAs (Ibadan North and Ibarapa Lasl
LGAs)

5. Compare the practice of disease surveiltance and implecmentation of IDSR in public and
private health facilities in the two selected LGAs (Ebadan Nozth and Ibarapa East LGAs)

6. Compare the knowledge of health workers on disease surveillance and IDSR in hcalth
facilities in the two sclectcd LGAs (Ibadan Norlh and Ibarapa East LGAs)

7. Comgare the practice of discase survcillance and impicmentation of IDSR in  health

facilitics in the two selected LGASs (Ibadan Morth and |barapa East LGASs)
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CHAPTER TWO
REVIEW OF LITERATURE
2.1. What is [ ntegrated Discisc Survcillance nnd Response (IDSR)?

The Integrated Discase Surveillance Strategy (IDSR) is the sysiem of diseasc prevention nnd
control ¢stablished by the World Health Orgonisation (WI1$0) Regional Commiltee for Afnca for
implementation by its member states in response to the incflective and deficient implementalion
ol various discasc survcillznce programmes being experienced in the continent as obscrved at the
48 session of the WHO Rcgional Commitice for Africa in Sepiember 1998 in Iarare.
Zimbabwe. The Inecgmted Discasc Suncillance and Response Strategy was designed to
improve: communicablc discasc survcillance and response in the Africa Rcgion linking
community, health facility, local goveniunent arca (.GA) and the national level. [t harmonizes
all the pre existing vertical discase surveillance systems thereby providing information for a

rational usc of rcsources for discasc conlrol and prevention (FMOII, Nigeria, 2002, 200S).

Prior expericnces with somc disease climination and cradication programmes have shown tha
discase control and prevention objectives arc achieved only when the scarce resources are
dedicated to improving the ability of hcalth workers to detect the targeled discases, obtain
laboralosy confirmation of the discases, and use thresholds 10 initiate actions at the LGA level
Many intervention programmes put in placc 1n the past have their respective discase surveillance
systems which involve similar functions cspecially st the LGA and health facility levels often
using the samec struclures, processes and petsonncl. The IDSR strategy is meant to coordinate
and suzamline these duplicated cfforts such that scarce resources are not used to maintain
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scparalc vertical aclivitics bul resources arc combined to collect information from o single focal

point at cach level (FMOH, Nigeria, 2002, 2005).

In the Intcgrated system. the LGA is the focus for imcgrating surveiltance functions. The LGA is
stralcgic for this function beeause it is the liest Icvel in the health system cxpected to have ful)
complement of permancnt stalT dedicated to all aspecls of public health such as monitoring
cvenls in the communitics, mobilisation (or communily netions. cncourmgement of national

assistance and accessing regional resources (or protection of the health of the local connunitics

(FMOH. Nigenia, 2002, 2005).

The IDSR combines scveral aclivities nito onc integrated activity laking advantage of symilar
susveillance functions. skills, resources and large! populations. The surveiliance focal points al
thc LGA. Stotc and national levels collaborate with the epidemic response committees at cach
level 1o plon relevant public health responsc actions and actively sceck opportunitics (or

combining resources (FMOH, Nigeria. 2002, 200S).
2.2, The Goals anib Objectives af HDSR

2.2.1. The Goal

Mhc goal of IDSR is 10 casurc goad health of all Nigerians, through the provision of nccessary
framcwork and guidance for strengthening of skills, provision of resources, and 1he prevention,

early detection aind limely response to discases and conditions that cause high mtcs of dcath.

iliness and disability
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2.2.2. Thic Braud Objective

The bhroad objectives of IDSR secks lo contribute lo reduction of mortality, morbidity, and

disability from discascs through accurate, complete. and timely information with respect te data

gathering and transntission for cffective control and prevention of communicable discascs in the

country.{ FMOH Nigcria,2005 )

2,2.3. Specific Objectives ( FMOLL, Nigeria, 2008 )

These include:

1.

!\J

W
L4

4.

Intcgraling multiplc surveillance systems so that fonns, personnel, and resources can be
used morc efTiciently and cffectlively

Establish functional national diseasc surveillance system thal is able to detect epidemics
carly enough for timely responsc.

Support the strengthening of surveillance data management and utilisation of information
for disease control activities in planning, implcmentation. monitoring. and evaluation and
mobilisalion of resowrces at all levels.

Strengthen the capacity and tnvoivement of laboralorics in disease surveillance as well as
cslablishing laboratory network for IDSR ol federal, state and LGA levels.

Suppon the establishment of clfeclive communicalion newwork for transmission of
survcillance data and epidemiological information at all levels

Support the training and cetraining of health workers on [DSR at all levels using adaplied

training modules and inclusion of IDSR into the troining cunticula of health institutions.

Conducl continuous advocacy to policy and decision makers on at all levels to mobilise

resources and suppont for IDSR activities.

10
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2.2.2. The Browd Objective

The broad objectives of 1DSR secks to contribulc to reduclion of moriality, morbidity, ani

disability from discascs through accurate, complelc. and limely information with respeci o dag

gthering and teunsinission for ciTective control and prevention of communicablc discascs in the

counlry.( FMOH.Nigeria,2005 )
1.2.3. Specific Ohjcctives ( FNOII, Nipterfn, 2005 )
These include:

). lntcgmting multiple surveitlance systcms so thal forms, personnci, and resources can be

used noic ¢(Ticicntly and cffcctively

Establish funclional notional discasc survcillance system thal is able to detect cpidemies

19

carly cnough flortimety response,

3. Suppon the strenglhening of surveillance datiy management and utilisation of information
for discasc control activilics in planning, implementation. monitoring. and cvaluation and
mobifisation of resotsccs at all fevels.

4. Strengthen the capacity amd involvement of laboratories in discase surveillance as well as
cstablishing lxboratory network for [DSR a1 federal, stalc and LGA levels.

S. Support ihc cstablishment of clfective communication nctwork for transmission of
survcillance data ond cpidemiological information a1 all lcvels.

6. Suppoen the training and retraining of health workess on [DSR at oll levels using adapted
training modules and inclusion of IDSR inlo the tmmining curmicula of health instilutions

7. Conduct continuous sdvecacy o policy and decision makers on o1 all levels io mobilise

resources and support for IDSR octivities

10
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8. Create awurencss and mobilise the communitics 10 promptly repost suspected epidemic
pronc discases and disastcrs to the local health authoritics.

9. Ensure regular monitoring and supervision of IDSR activities at all levels.

t0. Sticngthen the surveillance data reponting ncchanism of both public and private health

institutions to the local health awmhoritics.
2.3. The Priority Dlscascs Targeted in 1DSIL

inJunnc 2001, a sicering committee on implcineniation of 1DSR in Nigeria was constituted by the
IFedcral Govermment of Nigeria. The terins of reference of this commitice nmong others was 10
sccurc a conscnsus on 3 list of priority discases for the countsy ¢ FMOIINigeria, 2005 ). Bascd
on the outcome of the wark of this committee, twenty onc discases were initially identificd as
priority discascs for surveillance and reporting in the couniry and these were further catcgorized
snto cpidemic prone discases. discases targeted for climination and cradication and other discascs
of public hcalth importance. However, with subscquent devclopments in the cpidemiological
paitcrn of discascs in the country, two additional discases have been added to this initial list to

masc a total of ncnty ~three priosily discases currently (FMOI1L, Nigeria, 2002, 2005), These

tnclude:

Epidemic Pronc Diseases

Cholecra. Measles, Cercbrospinal Mcningitis, Viral Hacmorrhagic fever( c.g. Lassa fever),

Ycllow fever and Highly Pathogenic Avian Influenza (1 1PAL)

Diseases Targeted for Erdication and Elimination

. Poliomyclitis, Dracuaculiosis. Leprosy, Neonatal 1ctanus and Lymphatic Filanasis

11
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Qther Discascs of Public Heahh Imporiance

= Pncumonia in children less than § years, Diacrhoea in childeen less than § ycars,
LIVIAIDS, Malaria. Onchoccerchiosis, Sexually Transinitted Infections (STI), Scverc
Acute Respiratory Discase (SARD), Tuberculosis, Diarrhoca with blood (Shigella),

PPertussis, | lepatitis {3 and ’laguc.

The Nigerian National Policy recominends that surveillance data froin the 1.GA and health
facilitics are reported cither immediately, weekly, monthly, quarierly or ycarly as applicable
[ollowing some scts of standord operating procedures. This guidcline recommends two types of
reporting  namely  immediate  reporting and  routine  summary  repocting

(FMOII, Nigeria. 2002, 2005).

Immediate reporting is cxpected to be done for an individual casc when on cpidemic -psonc
discase is suspected and requires immcediate notification. Casc-based information arc also
scported for discascs 1argeted for climination or cradication or when an action threshold is
crossed, Some cpidemic-pronc discascs however have specilic reporting requirements stipulated
by the notions! guidclines. An cxample is the case of lcprosy that is rcported quarterly,

ccrebrospinal meningitis, cholers, ycllow fever and mcasles cases and deaths arc reportcd
weekly.

The 1otal number of cases and deaths scen in a given peried ( c.g. monthly, weckly) from
priority. déscascs nrc routinely seported. These data arc analysed and the results pre used to

monitor progeess towards discase reduction targets. measure achicvements of discasc prevention

activities in the LGA, and identify hidden outbreaks or probicms so that carly actions con be
taken.

12
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2.4. The Flow of Informution in the IDSR system

2.4.1. Health facility level

The health facility is 1o collect informution about the priority discases based on the case
delinition of the discasc. (Sce Appendix 8). The source of the data swill be the out- paticnt and in-
paticnt registers. The register should as a minimwn include the date, name, paticnt number, scx,

age, addrcss, probletn diagnosis, treatment and outcome {I°MOH, Nigeria, 2002).

If a discasc or coadition that is cither targeted for climination. cradication or that has a liigh
cpidemic potential is suspected, it is reporicd immediately to the designated health worker in the

health facility and at the LGA level (FMOL 1, Nigerin, 2002).

The hcalth facility is 1o begin o responsc fo the suspected out break and also obtain a laboratory
confirmation through collcction of laboraloiy specimen where applicable. The following data
about the laboratory spccimen should be documented: type of specimen, dalc obtained, date sent

lo laboratoiy, condition of specimen when received in the laboratory (FMOH, Nigeria, 2002).

The health facility is cxpected 10 complete infonnation on epidemic pronc disenses weekly using
the weekiy reporting form and fonvard same 1o the LGA while inforination on other priority

discases such as Tuberculosis and Leprosy should be complcted monthly and quaricrly and sent

10 the LGA.

Simple analysts is expecled 1o be carried out at the level of the heaith facility to keep trend lines

of priority diseases and also know when thresholds are reached for action (FMOH, Nigeria.

2002).

13
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2.4.2. Lucal Government level

The local government survcillance olfices arc 10 collect completed forins (rom the heaith
laculities. collate them periodically as applicabic and send (o the state level. Analyses are carnied
out at this leve! and logs of outbreaks repatted by the healih fucilities are maintained including

the intervention activitics {FMOI], Nigerin, 2002, 2005).
2.4.3. State Governntent level

Mhe data from various LGAs arc to be compiled by the state DSN oflicer and forwarded to the
I-cderal Epidemiology Division. Detailed analysis is cxpected to be carricd out at this level and

fcedbacks given to the lower levels (FMOH, Nigeria, 2002, 2005).
3.4.4. The Federal Level

Data from all the staics of the fedcration are (o bx compiled and analysed, interpresed. and used
for action. The data arc also 10 be disscminated 1o all the vertical progismmes, partners and other

stakcholders. Feedbacks should be gisen through the monthly isewsletier and bulletin (IF'MOL,

Nigena. 2002, 2005),

2.5, The Strasegies Tor the lmplemcntation of IDSR

According to the National Policy on 1IDSR. the IDSR shall be implementied in pliases at the
community, health focility, LGA. State and Federal tevels as outlined above in the section on

flow of information utilizing the LGA as the lowest administrative unit within the national health

14
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system- For the clfective implementation of this system. the following strategics weic outlined

1or necessary aclion (FMOUH, Nigeria 2002, 2005).

a) Advocacy and Scasitization

Continuous advocacy shail be conducied for effective implementation of [DSR. This will
be donc 1o ensure the supports of policy mnkers, opinivn Icaders and partners through
regular advocacy visits (o Lhese groups of people. Such visils shall be used for resource
mobilization and fuiding for IDSR. In addition, scnsitization workshops shall be carricd
oul at all levels. The opinion leaders and Icaders of though! at the community level,
health professionals and olher privale professional bodies slinll be sensitized 10 cnlist
their supports and participation in the implementation of [DSR,
b) Programmc managciment and Coordination

A focal unit for IDSR shall be idemtificd in all headily facilities, LGA PHC depariment.

Stotc mmustries of heatth and the Federal Ministry of | lealth and a focal person assigned

1o this unit al all levels, A mulii ageney coordinating commitice shall be established to

coordinalc 1DSR implementation at the LGA, State and Federal Icvels. The members of

thiscommittec shall include Program Managers of Prionly discases, pariners and experts

in public heaith especially in Epidemiology’ and Laboratory Science. The group shall

scrve in advisory capacity (o the government and meel on quarterly basis 10 reviesv and

monitor |DSR activities.

c) Strengthening Communication Capacity

Basrc communication apparatus. shall be available at all Icvels. T minimum iclephones

(land, mobile), facsimilc, high frequency radio arkl ¢ mails should be made available al

15

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT




d)

c)

LGAs. Stale and Federal levels. The lederal, state, LGA IDSR units and the laboratory

service of¥ices are to be equipped with computers.

Capacity Building

A sct ol core srminers shall be cstablished at the I'ederal Ministry of Health with parincrs
who would b cxpected 10 conduct periodic training and re trainings ol health workers
program ofTicers and IDSR focal persons at all levels, making use of the WHO generic
IDSR training niodules adopled for Nigeria. I'rainings would be conducted using the
tcaining of taatners tmechanisms. The core lacilitators shall be utilized to provide rechnical
supports for the slaies, LGAs, and health facilitics training octivitics. The tmining will
incorporaic oll aspects of discase survcilloncc, laboratory diagnosis. cpidemic
preparcdness {EPR), ond data monagemenL Skill reinforccment supervisory visits ond
[otlow ups by the lcdcral ministry of heaith shall accompany these trainings within ciglht
weeks of completion. Pre service trainings for health workers shall be introduced o
cnsurce sustainable IDSR amplemeniation, The heads of medical and hcalth 1raining
inslitutions shall be sensitized to include EDSR in their tespective training curticulum.
Strengthening Data Management

A comprchensive data basc of the 23 priority communicable discases shall be developed
by the National IDSR unit. The unit 1s also expected to provide data management
gurdelines for use at all levels. Standard casc definitions of priotity discases shall be
produced, and circuloted to all irnplemcenting Icvels. Workshops shall be conducted to
sensilizc decision moakers on the use of data gencroled for decision ~making and policy
forinulation, Data will be disscminatcd through 8 two ~way feedback process such as

monthly ncwslcticr ot ali levels and o quancrly national bulletin of epidemiology ot the
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L.GAs. State and Fedcral levels. The federal, state, LGA IDSR units and the laboratory
scryvice offices are to be equipped with compuiers.

Capacily Building

A sct ol corc traincis shall be established at the I'ederal Manistry of Neaith with pariners
who would be expected 10 conduct periodic training and re trainings of health workcers
program offices and IDSR focal persons at all levels, making use of the WIIO peneric
IDSR training modules adapled for Nigeria. Trainings would be conducted using the
wraning of tseiners mechanisms. The core facilitators shall be utilized 10 provide technical
supports for the states, LGAs, and hcalth facililics Iraining activitics, The training will
incorporatc oll aspects of discasc survcilloncc, laboratory diagnosis, cpidemic
preparcdiness (EPR), and datn management. Skill reinforcement supervisory visits and
follow ups by the fcderal ministty of heafth shall accompany thesc Iminings within cight
wecks of completion. Pre service trainings for health workers shall be introduced to
cnsurc sustosnable IDSR implemeniation. The hcads of medical and hcahh training
institutions shall be sensitized to include EDSR in their respective training curriculum.
Strengthening Data \hunapement

A comprehensive dala base of she 23 priority communicable discases shall be developed
by the National IDSR unit. The unit is olso expected to provide data management
puidelincs for use ot oll levels, Standard casc definitions of priority discases shall be
produced. and circuloted 10 all implementing levels. Wotkshops shalt be conducied to
sensilize dccision mokers on the use of dote generaied for decision —making and policy
formulation, Data will be disscminaied through a two —way feedback process. such as

monitlily. neswslcticr at all levels and o quarterly notional bulletin of cptdcmiology at the
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)

B)

federal level. Surveillance officers at all levels shall be trained in data management, and
parincrs shali be cxpected 1o provide technical and financial support for trayning and
development of database and relevant software recommended by WHQO. The states and
LGAs will be linked 1o the national IDSR unit through intermct and facsimilc [acilitics to
cnsure rapid transmission of surveillance dala.

Lsiablishment ot Sentinel Sites

Senfincl sitcs shall be cstablished 1o promele active surveillance and 10 gencrite 1nore
detailed data disaggregaled by sex. smoller age grouping, and classificaiion for specific
iyget discoses of public hcalth significance, such os cholcra, mcasles, potiomyclitis,
ccrcbrospinal mctiungilis, viral hemorrhagic fever (Lassa fever), ycllow fever, HIV/AIDs.
malaria. dioichoca discases, acute respiralory infcciion, guinca worm, onchaccrchiasis,
luberculosis and Ieprosy'. The scntinicl surveillance sites will be expected 10 funciion with
IDSR. Data collcetion format, guidelines and manual will be developed for sentinel
survcillonce activity in collabarstion with the various programmes or any other
pogramme that wishes to cstablish one. At the scnfinel siles, sclive cose scarch of
pitorily diseases shall be introduced and intensificd.

Epidemic Preparedncess and Response ( CPR)

Epidcensc Prepmedness and Response Commitice shalf be established a1 all levels and
strengthened where available. The commitiee shall meet on quaricrly basis and svhencer
deemed necessary. with defined terms of reference, plan of action and opcrational
gwdclines. Ropid response 1cains equipped with adequale resources and logistics for

rapid inicrvention shall be established ot all levels. Adequate funds shall be provided 1o
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h)

()

sccure I'ederal, State, and LGA contingency stocks of medicines, vaccines, and supplics
and for the pre-positioning of emergency stocks, perticularly in epidemic prone states,
There shall be constont updating of the existing epidemic managcment protocols and
Standard Opcraling Procedures (SOPs) and these shall be made available 10 health
personael at all levels. \Weekly reporting and colintion of dota on epidemic pronc
discases by L.GA shall be introdiiced to facifitate prediclion of impending cpidentics.
Strenglhening Laboratorics and Case Management

l.aboratary nciworks shall be cstablished for IDSR at States. Ceniral and Reference
lnboratorics and guidclines shall be developed for efficient laboratory services. Traimng
of laborntory personncl shall be done on continuous basis to ensurc regular availabiluly of
well trained and skilled manpower. There shall be in place mechanisms for prompt and
proper disposal of laboralory wastes ot the siate and federal levels.  Adequatce
mecchanisms slall be available for communication with the LGAs for collection and
transportation of specimens and feedback of results. These shall be creation of budget
lincs for public hcalih laboratory services at the federal and state levels to cnsure regufar
availability of rcagents and other supplics. Reference laboratories shall be strengthencd

for confirmation of special pathogens and also act as quality control for statc laborafories,

Case Bascd Survceillance.

When there is o suspected casc of an cpidemic prore discasc or discase 1argeted for
climination. cradic:ion, accelerated control or during an outbreak of these discases, case
based survcillance shall be conducicd. Health workers shall conduct case based

investigations 10 learn more aboul the specific discase patiemns. Health workess shall use
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h)

sccure Federal, State. and LGA contingency stocks of medicines, vaccines. and supplies
and for the pre-positioning of emergency stocks, particulasly in epidemic pronc states.
There shall be constant updating of the cxisting epidemic numagemcnt protocols and
Standasd Operating {’roccdures (SOPs) and these shall be made availablc 10 health
personnel at afl levels.  Wcekly reporting and collation of dala on epidemic pronc
discases by LGA shal! be introduced (o facilitate prediction of impending epidemies,
Strengthening Laboratories and Case Menagement

Laboratory nctworks shall be cstablished for IDSR at States. Ceniml and Reference
lnboratories and guidclines shall be developed for efficient laboratory services. Traimng
of laboratory personncl shall be donc on continuous basis to ensure regular availability of
well trained ond skilled manpower. There shall be in place mechanisms for prompt and
proper disposal of laboralory wastes at the siate and fedeml levcls,  Adequate
mechanisms shall be available for communication with the LGAs for collection and
transporiation of specimens and feedback of results. There shall be creation of budgel
lincs for public hcalth laboratory services 31 the federal and statc levels to ensure rcgular
availahility of rcagents and other supplies. Reference loboratories shall be sirengthencd

for confirmation of special pathogens and also act as quality control for siate laboratorics.

Case Bascd Survcillance.

Wlen there is & suspected case of an cpidemic prone discasc or discasc targeted for
elimination, cradicatfon, accclerated control or during an outbreak of these discases, case
based survcillonce shall be conducted. Health workers shall conduct case bascd

investigations to leam more about the specific discase patiems. {Icalih workers shall usc
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the epidemiological case definition 10 identify suspeeted cases and proceed 10 line list the
suspected cases by oge, sex, vaccination slalus {(where appiicable) , home address and

daic of onsct and 1ake appropriate specimen for laboratory confirmation.

2.6. The Global PPerspectives nn Discase Surveillinee

Discase surveillanee and reporting arc global phenomenon that are emphasised, pmcliced and
proimotcd by both developing and developed nations of the world. The optimistic projections of a
possiblc reduction in the risk of death for children under S years of uge by nearly 50% in the
boscline scenario between 2002 and 2030 and the drop in HIV/AIDS death to 3.7 million in 2030
arc bascd on the asswnplions of an incrcased prevention activitics plobally( Mathers and Loncar,
2006). The IDSR constitulcs a major thrust in these speculated prevention activitics especialty in

the devcloping workl.

In rceent years. there has been an increasing number of emerging infectious discase cvenlts of
tnicmational concerms such as the severe aculce respimloty syndrome (SARS) and the pandem:c
inllucnzn A/HINI . In an attempt 10 Jihprove bidireclional commuaication between the Jocal
covermmenis and the intem:mnional communities, the WIHO inaugurated in 2000 the Global
Outbrnzak Alcrt and Response Network (GOARN) (WIHO. 2007). This serves as a global
collaboration to coasolidatc technical supports for disease outbreak survcillance and response
cforts. Similorly, the WIIO's Intcmationsl 1fealth Regulations (2005) were also revised 1o
update suncillance capacity standards and mandoic reporting of diseasc cvents thuit may

conslituic public health emergencies of intemational concens (Fidler and Gostin. 2006),

As a follow up to these initiatives, Clun et al 2010 embarked on a global guantitotive assessment
of whether and how diseasc outbresk detection and communicalion process lave changed oscr
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time' The entire \WWHO public record of discase outbreak between 1996 and 2009 were analysed
lo characlcrize spatial-temporel Ieends in the limeliness of outbreak discovery and public
cenmiinunication of the outbreak relative to the estimaled oulbreak start dale. There was an overoll
improvement in unicliness of oulbreak discovery globally by 7.3% and public communicalion
also improved by 6.2%. {lowever, degree of improvements vuncd by geographical regions with
the Wesicrn Pacilic region only having u signilicant improvement in oulbreak discovery and
both this region and the Easten Meditermncan regions having significanl improvements in
public cominunication. There were no decmonstrable improvements with respect lo  Lthese

aulcomes in the African region lo which our nation belong.

Tunclincss in reporting discase outbreaks lo relevant health authorities is essential for cffective
public hcalth rcsponscs. One of the key objectives of the IDSR ts to ensure a timely discase
aotilication, Whilc there is no guideline proposed globally for choosing the reponiing inicrvals of
tnfeclious discascs, the reposting inleeval of infeclious discasc is olten delermined as a time unit
inthe calendar regardlcss of the cpidemiological characteristics of the discase. The translalion of
coarscly reported cpidemiologic data into the reproduction number and clarf cations of the ideal
reponting integvals olTcring delailed insighls into the time course of an cpidemtc ltad suggesied
that an ideal repoiting interval is the mean gencralion time of the disease such thal the ratio of
cascs in successive inlervals can yicld the reproduction number (Nishiura ct al. 2010). This
prepostion perhaps is yct to become unmiversally accepted. Reijn et al, 2011 hod analysed the
reponiing data forsix notiliable discascs between June 2003 and December 2008 from the Dulch
naional diseasc notilication sysicm and found that over this study period. many of these six
notifiablc diseases weie not reporied within 1wo incubalton periods and many were also reporied

more than three days after laboratory diagnosis were made. A sugBeslion of an increasc i direel
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reporting of Inboriory diagnoses 1o relevant authorilies was made as having the potential of
improving the timeliness in responscs. A similar study in Korean thol analysed the limeliness of
the national notifiable discases surveillance sysiems in the counigy also recorded delnys in the
median tim¢ from discasc onsct to both regisiration at the local leveds and notificution o the
notional health authority, Thesc delnys were generally attributable to Ihc. lime belween discase

onsct and diagnosis (Yoo cinl, 204 1).

The completentss of commyunicable discascs reporting has become a great concern to stake
holders in public health globally. Despite widespread usc of communicable discases surveillnnce
daia 1o inform public heahh nlcrventions and conirol measures, the reporting compicicness of
notifiablc discascs survcillonce systens uppeared incompletcly asscssed. A comprechensive siudy
of reporting conmplcicness of 53 discases in 8 health care systcms of North Carolinn, USA
betwcen 1995-1997 and 2000-2006 revcaled discasc reporiing complelcness varying between 2%
and 30%% ond an improvement over lime. Discasc specific reporting complcicness projiortions
varicd between 0% and 82% ond were generally low cven for discases with great public healih
iinporionce and opporlunitics for inlcrvention (Sickbert-Bemeth ci al, 2011), The problem of
under rcporting  has also been illusiraled in the South Cast Asians couniries of Thailand and
Cambodia with the findings of Denguc fever notional surveitlance data significantly vnder
recogmizing the teuc burden of the discasc { Wichmann ci al, 281 1). A siudy in an trish district
also showcd an 18% missed notilication betwvec 1997 and 2002 flargely duc 1o hospital
clinrcmns under-reporting ( Brabazon ci al. 2008). Thesc studics underscore the global wrend in
under —reporting of noiifiable infeclious discascs. Efforts 1o improve complcleness and

timelipess of survcillance data on infcclious diseascs nius) theiefoie be part of a continuocus
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process (0 improve the overall quality of surveillance and response systems and averl global

disease spread (\WI10, 2006).

While reporting i's expecled to be done by all catcgorics of health workers whether ins the public
of pirivate seitings, a study conducted among private doclors nionwide in Taiwan suggesicd a
fow reporting rate of 37.2% among this population of doclors. Reasons given for non compliance
includes not wanling to violote paticnt privacy and the cumbersomeness of the reponting process
{Tan H, c1 al 2009). Vorious stralcgics and micasurcs arc being employed at different locations lo
bring about impiovements in level of compliance with reporting and cnsure both completcncss
and timcliness. Some of these measures arc the use of hospital discharge data which has
demonstmted some usefulness with respect to certain discases and nonc to others ( ochiner cl
al, 2011). widesprcad multimedia campaign 10 increase case ascertainment and eslablish
communication channels and parinership (Gilberg, ci al, 2011). This howcver, only brought
about a short timc improvement in rate ol reporiing among health professionals thal was ot

sustained
2.7. The Africa Expericnce in Literature

2.7.1. Trenuds of Major Discase Outbreak in the African Region

Communicable diseases remain a major health challenge in Africa causing signilicant burden of
illncss, mostalily and morbidity. Kebede ct al 20£0 revicwed the major epidemics reported 10 the
WHO/AFRO from 2003 10 2007 and found recurrent discasc oulbrcaks as cholera, meningitis.,
yellow fever, malaria and dyscntcry. The re-emerging disease outbreaks of cbola and malburg

hemorthagre fevers and the emeiging disease outbreak of avian influcnza were noted as well
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More than 90% of the world *s reporied choleta cases occur in Aftica (Grillith, ct af, 2004).

There Was a consistent report of cholern outbreak fiom 1998 from Benin, Ghana, Guinca and
l'ogo. In 2006. 31 countries reporicd cholcra epidemics to the Wi IO/AFRO, comparcd with only
24 countries in 2004. All these reported cascs weie lnboratory conlirmed. Alihough these trend
showed an increase in the number of countrics ffccted by cholera outbreak, the overall case
fatality rate (CEFR) was on n downward trend. This moy be adducible to some inprovement in the

sun cillance or response activitics (W10, 2008).

Dysentery has continued to be one of the inajor recurrent discasc outbreaks in the Aftican region

with anincicase in the number of countrics teperting dysentery 1o the WHO/AFRO from three in
2003 10 23 an 2007. The most common isolate confirmed was Shigelly dysemniae type 1(Sd1).
The largest outbreak sn West Africa occuried in the Southem part of Sicrra Leone in 1999 with

lotal number of cases of 4,218 ond overall attack rates and case latality rates of 7.5% and 3.1%

respectively (Guerin et al, 2003).

Meningococcal meningilis is similarly endemic in most countries of Africa. The outbrcak
typically occurs during hol. dry and dusty cond:lions in arcas with high population density, The
cpidemics tends to occur in a cycle of every four to scven ycars in countrics along the
‘meningitis deh,” including about 300 million people stretching from Senegel in the west (o
Cthiopia n the cast ond involving Nigeria as well { WHOACG). In the year 2003, 32 countries
reporled meningilis with 14 declaring epidemics. Nigeria was one of the most affecled countries
with 4,130 cases/407 deaths nlongsidc other nations likec Democratic Republic of Congo, Burkina
Fasso. Niger, Uganda, Ghana, Eihiopia. Chad and Mali (W10ACG). Laboratory confirmation

showed that Neissceria meningitides serotype A was responsible in most countrics while a fow
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counlriis like Burkina Fass®, Benin, Chad, Ghana, Niger, Nigeria and Mali had a mix of

serotype A and \VI35.

Malaria related death i s put at approximately one niillion yearly, oul of which 90% occur in sub-
Ssharan Afisca. This nccounts for 10% of the continent's overall discase burden and 20% of
martality in children Jess than five years old (WIHO/RBM), About 74% of Afiican papulation
lives in malnria highly cndemic arcas while 19% resides in malaria endemic prone arcas. /About
125 million Africans living in 20 countcics arc al risk of malaria cpidemics and 5% of the cases
may progeess 1o scvere malaria resulting in [0% case latalty (WO, 2006). 1n 2003, three
countrics in Alrica were scverely aflected by malaria epidemics. These were Cthiopia, Burundi

and Kenya. The number of countries reporting malaria outbreaks increased from 3 in 2003 to 2!

in 2000.

Mcasles is almost climinated in most parts of the world, but it is still among the common
cpidemics conlributing 10 high mortality and morbidity in sub-Saharan Africa especially among
malnourished children (CDC. 2006). in 1998, an occcleratcd measles control stralegy was
introduced, built upon the acutc flaceid paralysis (AFP) surveillance infrastructure and closcly
linked to IDSR principles. This undoubledly has brought the discase burden to a tow level in the

region however, small and infrequent mcasies oulbreak continues 1o occur duc 1o low

immunization covernge and gaps in sunveillance activilies (\WHO/Measles, 2011). In 1999,
approxmmaiely 871,000 deaths occurred from measles worldwide with 61% of these occurring in

the sub-Saharan Africa. In 2006, 178 (6%) of the 2,923 \VHO/AFRO districts reportcd measles
ottbreaks which spanncd 29 countrics. The most aflected countrics were DRC, Ethiopia.

Tanzania and Nigeria with Nigena recording 2,919 cases and 18 deaths.
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Over the past decade, oulbecaks of viral hemorrhagic (evers have become increasingly frequent,
partiolly due 10 imsproved surveillance activitics, Yellow fever is endemic in 33 countrics in the

Alrican region ainong which 12 counlrics carry about 75% of the total discase burden and 89%

of reported ycllow fever outbreaks in the continent ( f'omori, 2002), Thesc countrics are Burkino

Faso. Cameroon. Cote d'Ivoire, Gambia, Ghans, Guinca, Guinca Rissau, Liberia, Mali. Scncgal,
Sierra L.cone and Togo. During 2006-2007, a to1a) of 477 suspecied cases of yctlow fover were
reporied in the region with 32 deaths (CFR 7%) liom 13 countrics with seven countrics having
conlinned outbreaks. There was however concems of gross underreporting of yellow fever in the
region. l.assa fever is prevalemt muinly in weslern Africa with estimaied 300,000 to 500,000
vases occurring annually and about $.000 deaths resulting. In 2004, Nigeria reported 43 cases of
Lassa fever with 21 deaths while Sicera Leone reported 147 cases and 69 deaths. Three countries

namcly Nigeria. Liberia and Sicma Leonce repoited 88 cases in 2005 and 101 cases with 15

deaths in 2006 (\VIIO/Lassa fcver, 2000).

En the African region, avian flu outbreaks have ecmeeged in domestic birds in Benin, Burkina
Faso. Camcroon. Cole d’Ivoirc, Ghana, Niger, Nigeria and Togo. Influenza viruses have been
found in wild watetfowl in Chad, Mali. Mauritania, Niger and Sencgal. The lirst human case of
H5N) was recorded in Jonuay 2007 in Nigeria(Aman = Oloniyo,2007). The confinnalion of
HSN | avian influenza in pouliry is a reason for great contern that demands action (Ptaloux. ct al.

2007. WHO/AFRO, 2005).
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Over the past decade, outbreaks of viral hemorrhagic fevers have bccomc-incrcasinglj' frequent,
pantially duc 1o improved surveillance activities. Yellow [ever is endemic in 33 countries in the
African region antong which 12 countries carry about 75% of the fotal discase burden and 89%
of reported yellow fever outbreaks in the continent ( ‘Fomori, 2002). These countries are Burkina
I'aso, Cameroon. Cote d"!voire. Gambia. Ghana, Guinea, Guince Bissau, Liberio, Mali, Sencgal,
Sicrra Leone and Togo. During 2006-2007, a tetl of 477 suspected cases of ycllow fever were
reposied in the region with 32 deaths (CFR 7%) froin 13 countries with seven countrics having
confinned outbreaks. There was however concerns of gross undcereporting ol yellow feverin the
regron. Lassa fever is prevalent mainly in western Africa with cstimatcd 300.000 10 500,000
cases occurring annually and about 5,000 deaths resulting, In 2004, Nigeria reporied 43 cascs of
Lassa fever with 2t deaths while Sicrra Leone reported 147 cases and 69 deaths. Three countries
namely’ Nigeria, Liberia and Sicrro Leone reporicd 88 cases in 2005 and 101 cases with 1S

deaths in 2006 (WHH{O/Lasso fcver, 2006).

In the African region, avian flu outbreaks have emerged in domestic birds in Benin. Burkina
Faso, Cameroon, Cotc d'lvoirc, Ghana, Niger, Nigerio and Togo. Influenza viruses have been
found in wild waterfonw] in Chad. Mali, Mauritania, Niger and Sencgol. The first human case of
HSNI was jecorded in January 2007 in Nigeria(Aman ~ Oloniyo,2007). The confinnation of
H3NI avian influcrza in poultry is a reason for great concern that demands action (Pisloux. ct al,

2007. \WHO/AFRQ, 2005).
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2.7.2. Status of Intcgratesl Discasc Surveillance und Respronse ( IDSR)in Africa C ountrics

Sow ct al 2010 carricd out a retrospective revicw of IDSR cvaluation reports from cight African
countrics between Oclober 2004 and Seplember 2007 namcely Cape Verde, Eritrea, Ethiopia,
Gambia. Guinea Bissau, Lesotho, Malawi ond Uganda, They found an overall proporiion ol 52%
1o 89% of healih facilitics having one or 1wo personnel trained in IDSR. In these countrics, the
avernll knowledge of health personnel about cpidemic prone discases ranged between 529 to
78%%. These countries had at least 60% of heahh personnel in their districts trained in IDSR and

the 1iincliness and completeness of data reporting were 70% and 92% respectively.

A sclf assessment survey was carricd out among the 46 member states of the WIHO Alrica region
in June, 2010 by the Center for Discasc Control (CDC) to dclerminc the progicss with the
implemeniation of the strategy in the region. Forty-lhree out of the 45 countries that responded
were af varicd levels of implementation (CDC, 20(0). All the countrics had designated nalional
survcillance struclure and had identified the priority diseases and conditions. Only 24 counsrics
reported having an operations command and conlrol centre to coordinate and monitor oulbreaks
and other public health emergencies. Of the 4,386 districls present in the 45 responding
coumries. 3.801(86%) were implemenling IDSR stmicgy 1o some extent in the preceding 12
months 10 the evaluation. The critical gaps highlighted by this assessmenis were: absence of
IDSR dcdicated stafT at disirict level in aboul 30% of the countries studied, lack of epidemic
managemen! commitlees in over 80% of the disinicls, absence of rapid response lcams in over

50% of the districts and lack of logislic and communication capacitics 1n a significant number of

districts in the 45 countrics (CDC, 2010).
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Following the adoption of the IDSR by inember nations of the WHO Altican region in 1998,
Tanvonia had a record of baseline data regarding discase surveillance and fesponse between

October and December 2003 and subscquently embarked on o follow-up data collection bethween
Jonuary and March 200$ following satrodiction of the [DSR, ft is noteworthy that this nation
recorded improvemenis in sevcral arcas including timeliness and completencss of week!ly and
monthly reporting, district and ficilily analysis of discasc surveiliance data and in the use of data
tor monitoring and planning. The districts cxaomincd in this evaluation swere ahle 10 sustain their
good performance in outbreak management with little or no improvement. Communication with
other scejors and sharing of rcsources were also good. lowever, it was noted that theee was
declinc in oulbreak preparcdness nnd the use of appeoprigte reporling formns also require lots of
improvemenls. There was also increased awarcness about [DSR in more of the districts studicd

with improved data anslysis which was unfortunaicly below intcrnational  slandards

(USAID. 2006)

[n the year 2007 in Nigeria, a group of rescarchers iy the Nonthem part of the country liad
cvoluated the emergency preparedness and the capability of a local govemment area 1o identify
discase outbreaks comparing iheir findings 1o the recommendations of the ycar 2002 National
Technical Guidelines on [DSR. Apart from the avoilability of a budgel line for cmergency
responsc in the sjudicd LGA, most of the other findings were rather alarming. There were no
prepositioncd drugs or vaccines, only 8% of staff was traincd on IDSR, no usc of thresholds or
makers, no analysis of available data at the [.GA level and both the timeliness and completcness
of reporting were poor ( Abubakor AA. ct al 2010)The findings of these group of 1escarchers
were consssient with the observations of the forum of state cpidemiologists in Nigeria as outlined

in 2 communigué issucd by this body of professionals following their annual meeling ot Enugu.
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Following the adoption of the IDSR by incmber nations of the WO Altican region in 1998,
Tanzania had a record of baseline dnto regording discase surveilloace and response beqween

October and December 2003 and subseguently embarked on a follow-up data collection betsseen
Junuary and Niarch 2003 following introduction of the IDSR. [t is noteworthy that this nation
iecorded improvenicnts in sevcial arcas tncluding timeliness and completeness of wcekly and
monthly reporting. district and facility analysis of discasc surveillance data and in the usc ofdata
for monitoring and planning. The districts examined in this evaluation weic able 10 sustain their
good pcrformance in outbreak management with liltde or no improvement, Communication with
other sectors and sharing of resources were also good. Ilowever, it was noted that there was
declinc in outbreak preparedness and the use of appropriate reporiing forms also require lots of
improvements. There was also increased awareness about IDSR in more of the districts studied

with improved data analysis which was unfortunaicly below international  standards

(USALD. 2006).

In the year 2007 in Nigeria, a group of rescarchers in the Northern pait of the country had
cvaluated the emergency preparedness and the capability of a local government arca to identify
diseasc outbreaks comparing their findings 1o the recommendations of the year 2002 National
Techmeal Guidelines on IDSR. Apari from the availability of a budget line for cmergency
responsc in (he studied LGA, most of the other findings were rather alarming. There were no
prepositioacd drugs or vaceines, onfy 8% of s1alfl was truned on IDSR, no usc of thresholds or
makers, no analysis o (available data o1 the LGA level and both the timeliness and completcness
of repotting were poor { Abubakar AA. ct al 2010)The findings of these group of researchers
were consistent with the observations of the forum of state epidemiotogists in Nigena as outlined

I & commungqué sssued by this body of professionals following their annual mecting at Enugu.
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Nigens in June 2007. They noted among scveral others that there was inadequsie and untinely
IDSR reposting nationwide, that the feedback mechanisms were poor and dota management
capacity at all levels was weak ( Nigerin Forum of State Epidemiologist 2007). They also
observed poor private health sector pnrticipation in discase survcillance, poorly equipped state

public health laboratorics ond poor funding for INSR a1 nll levels.

While the paucity of published wors in the public domoin on the subjects of IDSR is noled in
this country. it is hoped that the findings from this study will fur:her contribute 1o the currenily

availabie body of knowledge of IDSR implememation in Nigerin.
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CIUAPTER TIIREE

METIHODOLOGY

L1 Study Area

The study 1ook place between October 2007 and June 2008 in Lhadan North and [harapa Eas

l.ocal Governments Areas of Oyo Siate.

Oyo State was creaied in 1976 from the lonner Westerm State of Nigeria, and aniginally included
Qsun State, which was split off in 199§, The state 1s mainly inhabited by the Yaruba cthni
group who arc primarily agrnan but have a predilecnion for fiviig in high density urban centers.
Ihadan is the capital city of Oyo State. The state 1s curvently divided into 33 local goserunent

arcas.

Oyo Sinte covers approximatcly an arca of 28,454 square kilometers. The Climate is equatonal,
notobly with dry and wet secasons with relatively high humidity. The dry scason lasts from
November to March whiic the wet scason starts (rom April and ends in October. Average daily

lemperalure manges beiween 25 *C (77.0 *F) and 3$ °C (95.0 *F). almost throughout the year.

3.2, Sty Sites

Ihe <tudy sites included oll healih facilities (public and private) sn Ibxdan North 8nd Ibarnpa East
l.ocal Governinent Aceas of Oyo State. Health Focility for the purpose of 1hss study jncluded all
public ond private facililics providing health care delivery excluding eye clinies, dental clinics,

medical laboratorics, (raditional and oficmative medecine facilities
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ibadan North LLGA:

{badan North Local Government Arca s situated within the metropolis of fbadan city with
headquarters  at Agodi. [t has an area of 27 km? and a poputation of 306,795 at the 2006
census.lis larpely inhabited by non-indigenes of Ibadan and the clites . The premicr Universaty.
Universily of lbadan and the Apex hospital in the city, University College Hospital, the
polytechnic. Ibadan and nany other inslitutions are located in this LGA. Various health

orLanizations and health propmmme have offices located within this LGA, for example, WHO

office, UNICEF. Roll back malasia programme.

Some priorily discases reportcd in this LGA include malaria, Diarrhea discasc, measles, cholera,
Tuberculosis. Nconatal Tetanus, HIV/AIDS, Dracunculiasis. Ecpatitis 8, Poliomyclitis

(OYSMOII. 2008).

fbarapa East LGA:

Ibarapa East Local Governmcnt has its hcadquarters in the town of Eruwa. [t has an arca of 838

km* and a population of 118,226 al the 2006 census.The people arc predominantly amble
farmers because the land is not good for cash crops. Caltle rcaring 1s also common in the arca.

The tlowns and villages includes Eruwa, New Eruwa, Lastlale. Maya, Alapa, Igbodudu. Okolo,

Some priorily drscases reported in this LGA include melaria, Diarrhea discase, measles, choler,

Tuberculosis, Nconalal Tetanus. HIV/AIDS, Oncocerciasis, [icpatitis B, Yellow Tever.

Poliomyelitis (O YSMOI, 2008).
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3.3.Study PPopulation

fhese were the suevejllance focal persons in the health facilities or the facility head or a

designated staff whese there was no focal person.

3.4, Stwddy Desipn

A cross scctional study was carricd oul in the health facilitics in Ibadan North ( urban) and
Ibarapa East ( rural) LGAs. on thc asscssment of the implcimcniation of the IDSR strategy using
a validated semi structured questionnaire Lo obtain information from a designated pcesonnel in

cach health facility of the two LGAs.

3.5. Sainpling size

A total sampling ofall (he hcalth {acilities in the selected LGA's was done,
J.6. Sampling Technigne

Cluster sampiing technique was uscd 1o select the study sites. The 33 tocal govemment areas of
Oyo Staic were first divided into 2 strata of Urban and Rural/Semi Urban local govemments. |n
Ihis study, Rural LGA is delined as onc located oulside the cily and 10wns while an urban LGA

15 onc localed within acily or town,

Subsequently, using the simple random sampling lechnique. onc local govemmenl area cach was
selecicd from the two sieata with Ibaden North and Ibarapa East LGAs emerging as the selected
local government arcas. All the health locilities in the selected LGAs were included in the study-

A list of all health facilitics (public and pfivate) in these two LGAS were obtained from the Oyo
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- 3.3. Study I'opulation

These were the sunveillance focal persons in the health facilitics or the facility head or a

des;gnalcd stall’ where there was no focal person,

3.4. Study Desipn

A cross scctionsl study was carricd out in the health facilitics in Ibadan North ( urban) and
fbarapa East ( rurol) LGAs. on the assessment of the implememiation of the IDSR strlegy using
a validated semi- structured questionnaire to obiain information from a designated personnel in

cach hcalth facility of the two LG As.

3.5, Sampling size

A tntal siunpling ofall the health facilities in 1the sclected LGAs was done.
3.6. Saanpling Teclinlyne

Clusier sampling technigue was used to sclect the study sites. The 33 local government ateas of
(Oyo State were lrst divided into 2 straa of Urban and Rural/Sem: Urban local governments. In
this study, Rural LGA is deltned as one Jocaled outside the city and towns whilc an urban LGA

Is one located within a cily or town.

Subsequently, using the simpic random sampling technicjue. one local government arca cach was
selected fiom the (wo strala with Ibadan Notth and Ibarapa East LGAs etnerging as the selccied
Jocal government arcas, All the health facilitics in the selecred 1.GAs were included in the study.

\ list of all health facilitics (public and private) in these two LGAs were obtained from the Ovo
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3.3. Study Population

Thesc were the surveillance focal persons in the healfth facilities or the facility head or a

designatcd stafl whcie there was no (oesl person.

3.4, Study Desipn

A cross Scctional study was carricd out in the health facilities in Jbsdan North { urban) and
Ibarapa East ( rural) LGAs. on the assessment of the impicmentation of the IDSR stratcgy using
a validated semi- structured questionnairce lo obtain information from a designated personncl in

cach health facility of the two LGAs.

3.5, Smupling xize

A lotal sampling of all the health facilitics in the sclected LGAS was done,
3.6. Sumpling Technigue

Cluster sampling technique was uscd lo sclect the study sites. The 33 local govemment ancas of
Oyo Statc werc first divided into 2 strata of Urban and Ruzal/Semi Urban local govemments, In
this study, Rural LG is defined as onc located outside the city and towns whilc an urban LG A

is onc localed within a city or lown.

Subsequently, using the simple random sampling technique, onc local govemment atea cach was
selccicd from the two strata witl Ibadan North and Ibaropa Cast [.GAS emerging as the selceted
local government arcas. All the health Tacilities in the selecied LGASs werc included m the study-

A list of all health facilities {public and private) in these 1wo LGAs were oblained from the Oyo
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State Ministiy of Health. The researcher and the rescarch assistant inquired about the focal
su:\'c-lllance petson in cach health facility studicd and such was interviawed, The facility head or

3 person dcs;gnalcd by the facility head was intcrvicved instcad where focal persons did nol

exisl.

Theee were a toinl of 126 healih facilities identified in [badan North LGA excluding laborulorics,

eye and dental facilities. Likewise, 19 health facilitics were also identified in Ibarapa East .GA.

3.7. Instrurnent Besipn nnd 1'rocedure for Data Collection

The study instrument was a semi steuclured questionnaire. Nearly afl the questions were
precoded with just a few open ended ones where respondents needed 10 make a list of cerfain
itcms they were aware of. The questionnaire was developed from eevicw of relevant literatures
by the Fedeml Minisuy of Heslth which ore the Technical guidclines for integrated discase
sun¢illance and response, May, 2002 and National policy on integrated Disease surveillance nnd
response, Scpiember 2005, The questionmiirt was face validated by an cxpert in the ficld of

discase survceillance. two colleagues and senior epidemiolopist.

The questionnoire was pre-lested in [0 health facilities in [badan East Local Government Area

iind the findings were used 1o modifly the instrument beforc embarking on the dota collection.

The data collection was carcicd out by the principal investigator and sainc troined research
assistants, The training of the rescarch ossistonds was done by the principal investipator. The
[ocus of the traintng was on the rescarch objcclives and proper understanding of the research

insirument. Tlus was aiined 21 minimising variability,

The questionnaizc was divided into the following scclions:

32

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT




wie Ministry of Health. The rescarcher gnd the reseach assistant inquired about the focal
urveillance person tn cach health facility studied and such was intervicwed. The facility head or

person designated by the facility head was intervicwed instcad where focol persons did nol

exIst.

There \ere a total of 126 health facilities identificd in Ibadan North LGA cxcluding laboratorigs,

eye and dental facilitics. Likewise. 19 health facilities were also identificd in Ibarapa East . GA,
J.7. Instrunicnt Design and 1'raccdure Mar Data Cullectivn

The study instrumcnt was a scmi structurcd questionnaire. Nearly all the questions were
precoded with just a few open ended ones where respondents needed 10 make o list of cenain
icms they were aware of. The questionnaire was developed from review of relevant literatures
by the I'ederal Ministy of Health which ore the Technical guidelines for intcgrated disease
surveillance and responsc, May, 2002 and National policy on intcgraicd Discasc surveillonce and
response, Scpiecmber 2005. The qQuestionnaire was lace validated by on exper! in the ficld of

discasc survcitlonce, twa colleagucs ond scnior cpidemiologisi.

The questionnairc was pre-tesied in 10 heolth facilitics in Ibadan Cast Local Government Arca

and the findings were uscd to modify the instrument before cmbarking on the data colicction,

The data collection was carricd out by the principal investigator on<l some 1rained rescarch
assistonts. The training of the rescarch assistonis wis donc by the piincipal investigalor- The
focus of the training was on the rcscarch objectives and proper understanding of the rescarch

tnsirument. This was aimed at minimising variability

The questconnaise was divided into the following scctions:
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Section A’ Identificationand Demographic dpia

These incleded the 1ype and class of the facitity. the occupation and designatten of the

respondent, the age and sex of the respondent and the years of cxpericn'cc of the respondent.

Scction B: Knowledge about Discase Surveillance and IDSR

The information sought under this section were: Knowledge about shere reports of priority
discases should be directed from health facility when made, !denlificalion of cpiderme pronc
discases, discascs largeted for cradication and climination, discases of public health
importance from lists of discases. Other questions in this section were comrect timing of
reporting of diseascs, awarcness about IDSR and sources of information about IDSR, number
of reportable discases under IDSR in Nigeria, knowledge of reporting teols under IDSR and

knowledge of case definition of cholers and paliomyclitss. These two discases were uscd as

case studies.
Section C; Attitude to IDSR

This section cxamined the opinion of the respondent aboul EIDSR and their view of the
process (whether cumbersome, casy or enjoyable), whether they think IDSR has helped

reduce burden of prionily discases or not, and whether or not they nced more infonnation

about IDSR.
Section D: Implementation o f IDSR at the [acility

The information sought in 1his section includes.

> Whether or not priority discases arc reported from the lacility and who they reportced

10,
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The types of forms used.

Lisi of 3 commonest priority discascs reported, datcs when the last 3 reports were

sent and the duplicale of sent forms were requestcd for verification.

Availability of alist of communication apparatus, clinical regisier for keeping records

of discascs in the facility.

whether or not analysis are done at the facility ,

existence of a focal person al the facility,

attendance ot lrainings in prcvious ycor and who organized such lrainings,
availabilily ot'copy of the national guidclines for IDSR in Nigcria at the facility
coinpliance with standard casc dclinitions in making diagnosis,

regularity of suppty of IDSR reporting forms and sources of supply

Availability of outbrcak coordinotor in the facility

Availabilily o fimmunization services

Access 1o a funclional laboratory

Receipt of information bulletin from the LGA

Regularity o fsupervisory visits ftom LGA surveiliance units and recond keeping .

Display of linc tends of priority discascs,

Section F} Qccurtence of Epidemics and Response,

This scction found out if any incidence of epidemic was recorded in the picvious year, the

steps that were laken in such instance ond the dilticultics encountered. Also it inquired abou

the supplies sct aside or availablc for colfecting specimen,

(Sce Appendix | for the copy of the questionnaire).
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The types of forms used.

\

» List of S commonest prionty diseases reported, dales when the last 3 reports were

scnt and the duplicate of sent fofns were requesied lor verilication.

#

» Availability ol a list of communication apparatus, clinicat register for keeping tccords

of diseases in thc facility.

~ whether or nol analysis arc done at the facility ,

~ existence of a focal person a1 the facilily,

~ aticndance ol trainings in previous year and who organized such trainings.,

~» availability of copy of the national guidclings for IBSR in Nigcria at the facility
» compliance with standard casc delinitions in making dsagnosis.

» regularny of supply of IDSR reporting forms and soutces of supply

~ Availability of outbrcak coordinator in the facility

» Availabilily of immunizotion sesvices

» Access to a fuictiona! labormlony

# Receipt of information bullctin from the LGA

» Rcgularity of supervisory visils (fom LGA surveillznce units and record keeping .

# Display of line trends of priorily diseases,
Section Er Occunience of [pidemics and Response.

[his section found oul if any incidence of epidemic was recorded in the previous year. the

steps that werc tken in such instance and the diflicultics encountered. Also it inquired atioul '

the supplies sel asidc or availablc for collecting specimen.

(Sce Appendix ) for the copy of the queslionnaize). l
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ocumcent Review:  Where applicable, relevint documents or recotds were verified, for

ample, copies of previously sent reposting forms, clinical register for recording discases seen,

Ith facility analysis book,

3.8. Statistical Analysis

All infonnation collcctcd from each tespondent was cnlcred into an IBM compatible computer
and analyscd using cosnincrcially available statistical package SP'SS version [6.0.§. Conlinuous
variadlcs were summarised using means {standard deviation), and median when appropnate and
catcgorical variables as proportions. The responses to some sclected variables assessing
knawwledpe and practice of discasc surveillance and IDSR implemeniation were categonsed to
*correct” and ‘incorrect’ and these were compared beiwcen the public and private health
facilities, the classes of the facilities and the two LGAs. Comparisons of calegorical variables

were done usinge chi squarc and means of continuous variable using the student's t- tcst al
B q

1<0.05.

Evcry cotrect or appropriate responsce lo cach of the variables in the questionnaire asscssing the
knowlcdge of discase surveillance. discasc survcillance praciice and IDSR tmplementation was
sllottcd onc mark (1) while all other respanscs (cither wrong/ inappropriate or “don’t know")
were allotted zcro mark (0). For cach of thesc aspects cxamined, a total score was compuled 1o
make the respective composiie scorts. The knowledge of discase surveillance score was
Eencrated by summing up the Scores to question numbers 12 10 40 on the questionpaire piving a

maximum score of 29. The sucrveillance practice score was the sum of scores of questions

58.59.67.68,69 and | mark for any cottect answer Lo questions 63-66 in the questionnaire. These
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amed up to & maXimum of 6 marks. The IDSR implemeniation score was a Maximum of 13

arks denved from the sum of the scores of questions 70, 71, 74,75.76.78.79,82.84.85.87.88 and
.g—

The frequencies and cumulative frequencics of cach of the comgposite scoics were gencrated
from which nfetences on level of knowledge or practice of the study population for cdch aspect
were deduced. Sitmilarly, these composite scores were used in carrying out bivariale analysis

( student’s ‘1" test and chi square) 1o compare the public and private health facilities as well as

urban and rural scttings. All statistical tests were earricd out at 5% level of significance.
3.4. Ethical Considerations

An approval to cariy out the study in the {wo local govenwunent ateas was oblaincd fron: the Oyo

State Ministiy of Health Rescarch and Ethics Cominiltee. {(scc Appendix 2)

The privacy ol the respondents and confidentiality was guaronieed by allowing for anonymity
of responses, Participation was absolutely voluntary with verbal consent obtained from

institution and individuals before adminissering the questionnatre.

This study help crcate awarcness about IDSR among respondents in the studied health facilities
and the information gencrated from this study has the poicntial 1o clicit ecuons and policies

which will smprove surveillance activities at this level and hence. (educing the burden of

cominunicable discases.
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med up o 2 maximum of 6 marks. The [DSR Implementalion score was a maximum of 13

urks derived from the sum of the scores of guestions 70, 71, 74,75.76.78,79,82,84,85.87.88 and

The fiequencies and cumulative frequencies of cach of the composite scores were gcneraled
from which inferences on level of knowledge or practice of the study population for cach aspect
wete deduced. Siemilarly, these composite scores were used in carrying oul bivariate analysis
( studcnt's ‘t’ test ond chi squate) to cotnpare the public and private health facilitics as well as

urban and rural scttings. All statistical tests were carried out at 5% fevel of significance.
3.8. tthical Consiclerations

An approval 1o catry out the study 1n the two local govemment arcas was obtained from the Oyo

State Ministty of Health Research and Ethics Commince. {scc Appendix 2)

The privacy of the respondents and conlidentality was guaraniced by allowing for anony mity’
of responses, Participation was absolutcly voluntary with verbal consent obtained from

wnsiitution ond individuals before administering the questioniatre.

This study help create awareness about [DSR among respondents in the studicd hcalth facilities
and the information gencrated from this study has the potential to elicit actions and policies

which will improve surveillance activitics at this level and hence, reducing  the burden of

communicable discascs.
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CHAPTER FOUR

RESULTS

4.1. Dentograpliic Structure of Studicd Sites and Population

There were a tota) of 145 health facilitics identificd in the (o study LGAs of which 132
participatcd making a response rate of 92,3%. Ninc facilities in Ibadon North LGA dcclined
parficipation while 4 facilitics in Ibaropa East LGA were not studied as well, out of which 2
were private facilities thal were no longer in existence and 2 health posts with non - avatlability

of the designaicd personnel during the study period.

The one hundred and thirty-two health facilities studied comprised of 30 public (22.7%) and 102
privale {77.3%) faciliics as shown in Table |. There were [17(88.6%) health facilitics from

Ibadin North LGA( urban) and 15(11.4%) from Ibarapa East LGA (ruzal).

37

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT




CIIAPTER FOUR

RESULTS

1.). Demegraphic Structure of Studicd Sites and Poputation

There were a total of 145 hcalth facilitics identificd in the two study LGAs of which 132
participated making a response rate of 92.3%. Nine facilities in Ibadan North L.GA dcclined
paticipation while 4 facilities in Ibarapa Eost LGA were not studied as well, oul of which 2
were private facililies thal weee nio fonger in existence ond 2 health posts with non — availability

of the designaled personncl during the study period.

The one hundred and thirty-two health facilities studicd comprised of 30 public (22.7%%) and 102
privale {77.3%) facilitics as shown in Toble f. There were |17(88.6%) health facilities from

Ibadinn North LGA( urban) and 15(11.4%) from Ibarapa East LGA (rural).
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e 1; Distribution of Health Facilities Studied.

Facility Type

Study Site Public Private Total

n{%) n(%) n(%)
Ibadan North LGA 18{13.6) 99(75.0) 117(88.6)
tbarapa East LGA 12(9.1) 3{2.3) 15(11.4)
Total 30(22.7) 102(77.3) 132(100.0)

The respondents were predominantly females; 94(71.236). The mean age of the respondents was

39.9(9.6) years with a mean durntion of work expericnce of 8.5(7.3) years.
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ure 1: Distribution of the type of heaith facilities studled.

he health facilities studied included 1(0.8%) tertiay hospital, 93(70 5%) secondary hospitais,

4(25 8) health centres, 3(2.3%) health posts and 1(0 8%) matermity centre
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Comvnunity
Health Officer Others
8 Doctor

13
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10% s

Medical
Records
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5%

l1guse 2: Distribuilon of the Calegories of Respondents.

The disitnbulion of the categones of respondents 15 shown 1n Figure 2. Nursing officers

® Doctor

B Nursing Officer

B Medical Records Officer
A Convvwnity Health Offices
@ Others

consbtuicd most of the sespondents,; 74(56.1%%), followed by doctors, 11(23 $%)
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Head of Health
Faclfity
59

45%

® Head of Health Facility

u Survelllance focal person
B Records Officer

8 0thens

Records Officer Survelllance

b focal person
S% 11
8%

gure 3; Distribution of the Designation of Respondents

he vanous hcads of the facilities studied were in the majonty of respondents, 59(dd-7%)
urveillance focal person were the respondorts in only 11{8 3%) facilies where 1hey existed

The other respondents are as shown in Figure 3
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3. Knowlcdge of I}isease Surveillance

he nppmpr;alc knowledge of where reporis of priority diseases should be dirccted (LGA pHC
eparimcnt) Was demonstrated by 73 (55.3%) of the respondents. Olher inappropriate response

and the frequencies of the responscs are as shown in Tablc 2 below.

The knowledge of cpidemiologic classifications of diseases as demonstrated by the respondcnts
arc shown in Tables 3 and 4 respectively. Chotera was recognised as cpidemic prone discasc by
111{84.1%) of the rcspondents. 102(77.3%) for mcasles snd only 28(21.2%) for tlighly
Pothogenic Avian Influcnza-Human. Only 26(19.7%) iecogniscd that poliomyelitis is nol
classificd under cpidemic prone disease and 74(56.1%) recogniscd that malana is not classificd

as cpidemic prone.

Neonatal Tclanus was recogniscd correctly as a discase torgeied for climination or eradication by’
102(77.3%) respondents while 1006(80.3%) and 121(91.7%) rccognised Lcprosy and

I'oliomyclitis as discases targcied for climinaiion and cradication respectively.
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able 2; Distribution of Knowledge of Respondents about Destinations fe which Privrity

iscases Iteports should be directed.

Destination

Number (I'crccntages)

FMoll 27(20.5)
NHPCDA 13(9.8)
1My 12(9.1)
Statistics office 2(1.5)
LGA PHC Department 73(55.3)
Others 5(3.8)
Total 132(160.0)

sm—

FMOH=Fcderal Alinistcy of MHealih, NPHCDA#National Primary Healih Case Deveiopment

Agency, HMB=1lospilal Management Boand. IPHC=Primary Health Carc, LGA= Local Govemnment

Area.
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able 3: Knowledge of Classilication

r Eradication and Elinination

of Discases to Epidemic Prone and Those Targeted

e ——

Yes No Don't Knuw
n(%) n(%) n(%)
Epidemic Pronc Diseascs (n = 132)
Cholera HI(84.1) 15011.4)  6(4.5)
Measles 102(77.3) 21(15.9) 9(6.8)
Poliomyclitis 92(69.7) 26(19.7) 14(10.6)
Malaria 44(31.3) 74(56.1) 14(10.6)
HPAlL-Human 28(21.2) 41(31.1) 63(47.7)
Discases Tarpeicd for Eradication and
Ilimination (n =132)
Neonalal Tetanus 102(77.3) 12(9.1) 18(13.6)
Leprosy 106(80.3)  11(8.3) 15(11.4)
Malaria B1(61.4) 3534.1)  6(4.5)
Poliomyelivis 121(91.7) 5(1.8) 6(4.5)
HIV/AIDS 10378.0)  21(159)  8(6.I

Tuberculosis was recognised concetly by 108(81.8%) as a discose classilicd as of public heatth
Mportance while 102(77.3%) and 93(70.4%) cosrectly secogniscd diarrhoea UNeRics and
dysentery diseases in this eotcgory. Only 21(19.9%) ond 20(15.25) recogniscd schistosomiasis
chtcbfospiml meningitis 8s not belonging 10 this catcgory. (See table 4)

44

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

-



able 4: Knowled2e of Classification of Discases as of Public Health Importance

45

Yes iNo Don't Know
n(%) (%) (%)
Piscascs of Public llealth Imporiance
Schistosomiasis 89(67.4) 21(19.9) 22(16.7)
Tuberculosis 108(81.8) 9(6.8) 15(11.4)
Diarrhoca discases 102(77.3) 17(12.9) 13(9.8)
Dysenlery diseascs 93(70.4) 21(15.9) 18(13.6)
Cercbrospinal meningitis 75(56.8) 20(15.2) 37(28.0)

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

fable S shows the knowledge of respondents aboul the appropriale timing of repor.ing of priority'
discases. One hundred and onc (76.5%) of thc respondents recognised the outbreak of any
discase as those for immediale repoiting and 107(81.1%) memtioned for yellow fever, Oniy
34(90.9%) were aware that cholera is for weekly reporting and 71(53.8%) demonsteated cornect
koow [edge of tubcerculosis as a disease for monthly reporting. The pattern of responses to other

discases evaluated for knowledge ol"appropriaie timing of reporling arc as shown in the table 3.
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able S : Knowledge of Timing of Priority Diseases Report ing

Yes No Don’t Know
Tining of Discase Reporting n (%) 4 (%) 1 (%)
Piscascs for hinmediale Reporting
Qulbreak of any Disease 101(76.5)° 21(15.9) 10(7.6)
CHRIE 125(94.7) 215  S(3.8)
Yellow fever 107811 t6(12.1)  9(6.8)
A case of Mcasles 93(70.5) 32(24.2)¢ 7(5.3)
Discases for Weckly Reporting
Cerebrospinal meningitis 56(42.4)° 30(22.7) 46(34.8)
Cholcra 54(40.9)* 53(10.2) 25(18.9)
Lassa fever 40(30.3)* 55(41.7) 37(28.0)
Y ellge s 16(3.1.8) 56942.4)°  30(22.7)
Discascs for Monthly Reporting
epatitis B 77(58.3)°  21(15.9)  34(25.8)
oA 69(52.3) 26(19.7)  37(28.0)
TL AN, 71(53.8)° 20(22.0)  32(242)
Plaguc 41(31.1) 23(17.4)° 068(51.5)
56(42.2) 38(28.8)* 38(28.8)

Neonawsl Tetanus

e

* Corrcct Respronsc
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Some of the indices of knowledge of discases surveillasice evaluated were compared betwecn the

respondcnis with respect to the types, classes and locations of their health faciliues.

" Table 6 shows the comparisons of the knowledge of respondents about where priorily diseases
reporting should be direcied between the public and private [acilities, the levels of care and the
iwo local government areas respectively. More respandents in the public health facilities (73.3%)
demonstraicd correct knowledge than the private facilities (50.0%), X3=5.106,d= 1, p=0.024,

Similarly, the proportions of respondents in Ibarapa East LGA {rurl) with correct knowledge of

where reporting should be direcied (86.7%) were more than those in Ibadan LGA (5£.3%), p =

0.009.

Toble 7 comparcd the corvect knowledge of respandents about cholera as an epidemic prone
discasc No significant dilTerence exisled in the knowledge of respondents beiween the private

and public heallh facilitics, the levels of care of the facilitics as well as between the (wo LGAs, p

>0.05.

I'he comparisons of the knowledge of respondents were simitarly shown with respect 1o polio as

[ ' ieation i I ) diatc rcporting in
a disease for cradication in Tablc 8 and Ycllow [ever as o discasc for immc porting

Table 9 respectively. No significant difTerence existed in the knowledge of respondents between

the pyblic and the privale health facilitics, betswean the levels of care and the 1wo LGAS wilh

respect 10 these Iwo pacnmelers. p > 0.05.
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Table 6: Comparisons

facility (ype and location,

of Knowledge of where prienity discases rcporting is directed by

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

Knowledge
Variables Correct lncorrect
n (%) n (%) X df p value
Type of Facility
Public 22(73.3) 8(26.7) 5.106 | 0.024
Privaie 51(50.0) 51(50.0)
Class of Facility
Tertiary 3(50.00 3(50.0) §.934 8| 0.748
Secondory/Itospitals 16(52.3) 2(47.7)
Health Centre 21(61.8) 13(38.2)
ltcalth Posts 2(66.7) £(33.3)
Mateenily Centee 1(100.0) 0(0.0)
Locatier of Facility
Ibadan North LGA 60(s1.3) S4BT £ W TS
Ibarapa East LGA 13(86.7) 2139
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Table 6: Comparisons of Knowledge of where Priority discases rcporting is dirccted by

facility typc and location.

Knowledge
Variables Corruct Incorrect
n (%) n (%) X dr p saluc
Tvpe of Facllity
Public 22(73.3) 8(26.7) 5.106 i 0.024
Private 51(50.0) 51(50.0)
Class of Facility
Tertingy 3(50.00 3(50.0) 1-934 4 0.748
Secondary/Hlospitals 46(52.3) 42(42.7)
Flcalih Cenlie 21(61.8) 13(38.2)
lcalth Posts 2(66.7) 1(33.3)
Maternity Centee 1(100.0) 0(0.0)
Location of Facility
Ibadan North LGA 60(51.3) ST DI R
{barpa East LGA 13(86.7) 2(13.3) B
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ype and locatien.

able 7: Comparisens of Knowledge of Cholera as an Epitlemic Prone Discase by facility

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

Knowiedge
Variables Correct [ncorrect
M%) n(%) X’ f p valuc
Type of Facility
Fublic 27(90.0) 3(10.0) 1.36 ' 0.712
Privatc 84(87.5) 12(12.5)
Class of Facility
Tentiary 6(100.0) 0(0.0) 2.570 3 0.463
Sccondery/llospitals 75(89.3) 9(10.7)
| lealth Centre 27(81.8) 6(18.2)
Lleatth Posis 3(100.0) 0(0.0)
Location of Facility
Ibadan North LGA 98(88.3) 13(11.7) 0.033 l R
Ibasapa East LGA 13(86.7) 2(13.3)
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ie 8: Comparisons of !{-nmi*l_mll;col'PoIiom}'elilis as 2 Discase Targcted for Erudication

w facility type and location.

Knowledge
'sriables Correct Incorreet
n{%) (%) X Jf p value
Type of Facility
Public 28(93.3) 1(3.3) 0.158 2 0.924
Private 93(91.2) 4(3.9)
Class of Facllivy
Tenioty 6(100.0) 0{0.00) 2771 8 0918
Sccondary/] lospitals 81(92.0) 4(4.5)
Health Centre 30(88.2) 1(2.9)
| fealth Posts 3(100.0) 0(0.0)
Maternity: Centre 1¢(100.0) 0(0.0)
Location of Facility
tbadan North LGA 10791.5)  5(1.3) GRS S
Ibarapa Cast LGA 14(93.3) 0(0.0)
S0
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Table 9: Comparisons of Knowledge of yellow fever as a2 Discase for

Reporting by facility type and lacation.

fmmcdiate

Knowledge
Variables Correct Incerrect
n(%) (%) x? df p valuc
Type of Facility
Public 24(80.00 6(20.0) 0.28 | 0.866
Private 83(81.4) 19(18.6)
Class uf Facility
Teniary 5(83.3) 1(16.7) 1.187 4 0880
Sccondory/t kospitals 70(79.5) 18(20.5)
Health Cenie 29(85.3) 5(14.7)
Health Pasts 2(66.7) 1(33.3)
Matemity Centre 1(100.0) 0(0.0)
Lucative of Facility
Ibadan North LGA 94¢803)  23(19.7) ALEEEE B,
Ibaiapa East LGA 13(86.7) 213.3)
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cporting by facility type and location,

Table 9: Comparisons of Knowledge of Yellow fever

as 2 Discasce for Immcdiate

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

Knowlcdpc
Variables Correct Iucorrecl
n(%) n{%) \* b vajue
Tvpe of Facility
Public 24(80.00 6(20.0) 0.28 0.866
Perivale 83(81.4) 19(18.6)
Class of Facility
Terliary 5(83.3) 1(16.7) ).187 0.880
Sccondary/1 lospitals 70(79.5) 18(20.5)
Health Centre 29(85.3) 5(14.7)
Healih Posts 2(66.7) 1(33.3)
Malcmity Centre 1(100.0) 0(0.0)
Location of Facility
tbadan North LG A 91(803)  23(19-D) R 055
(barapa Easl LGA 13(86.7) X(13.3)
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4. Knowledge of Reporting forms and Tools used sn IDSR

knowledge of the respondents about the reporting forms and lools used in IDSR is as

W"md in Table 10 below. The majority of the respondents (over 90%) were unaware of the
use of all the forms and tools evaluated. Only a small percentage responded correctly 10 the use
of thc forms for IDSR namely IDSR 001a (6.1%), IDSR 001b (7.6%). IDSR 00lc (7.6%).

IDSR 002(9.1%) and tDSR 003(9.1%) respectively.

The percentage aworencss of correct IDSR reporting fonns and 100ls were compared betvween the
prvaie and public facilitics in Table 11, There was no difference between the knowledge of

respondents in the two categories ol health lacilities. p> 0.005.
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Sblc 10: Knowledge of Reporting forms und Tools used in IDSR

[ype of Data forn/Tool Vet Fon TR oo
%) %)

DSN 001 1209.1) 120(90.9)
DSN 002 11(8.3) 12191.7)
ID$R 00ia 8(6.1) 12.(93.9)
IDSR 00ib 10(7.6) 122(92.4)
IDSR 00tc 10(2.6) 122(92.4)
IDSR 002 12(9.1) 120(90.9)
IDSR 003 12((9.1) 120(90.9)
Line Yist 10(7.6) 122(92.4)
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able 10: Knowledge of Reporting forms any Tools uscd in IDSR

vpe of Data form/Too! Yes ot o
n(%) n(%)

DS 001 12(9.1) 120(90.9)

SN 002 11(8.3) 12191.7)
iDSR 0012 8(6.1) 124(93.9)
IDSR 001b 10{7 6) 122(92 4)
IDSR 001 10(7.6) 122(92.4)
IDSR 002 12(9.1) 120(90.9)
IDSR 003 12((9.1) 120(90.9)
Line list 10(7.6) 122(92 4)

e
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abic 11: Comparisons of Percentage Awarcicss of JDSR Reporting Tools Between the

uhlic and Private Mealth Facilities Studled,

$arms/! 00! Publlic Privalc R Or pvalie
n(%) n{%)

IDSR 0012 327.3) S(21.7%) 0.127 r 0.722
IDSR 001b 3(25.0) 2(30.4) 0.114 | 0.735
iDSR 001¢ 3(25.0) 7(30.4) 0.114 ] 0.735
\DSR002 3(27.3) 9(40.9) 0.589 | 0.443
IDSR 003 4(36.4) 8(36.4) 0.000 | 1.000
Line List 2(16.7) §(34.8) 1.268 ] 0.260

1.5, Knowtcdge of Case Definitions of Discases

The propottions of respondents with correct knowledge of the case definitions for cholcra and

poliomyelitis in the various categories of respondenls are as shown in Tables 12 and 13
respectively. The pcreentages with coitect knowledge of case definilions of the 1wo sefected
dseases were genceally Jow in the population studicd, More than 80% of respondents do not

know the cosrect case definition of cholera and more tian 90% do not know thal poliomyelilis

should be reporicd in any child below | Sycars of age with acute Naccid paralysis- There existed

" 005
o diflere nce between the knowledge of the vaglous calegories, >0 00
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cation.

ale 12: Camparisons of Knowlcdgc of Cholerg IR

Definition by facility type snd

Knowledge N =132
Variables Correcl Incorrect
(%) (%) X} Jf p value
Tyvpe of Facility
Public 6(20.0) 2.4(80.0) 0.990 i 0.320
Privale 13(12.7) 89(87.3)
Class of Facility
Tertimy 3(50.0) 3(50.0) 7.105 4 0130
Secondary/lospitals L1(12.5) 77(87.5)
Health Centre 5(14.7) 29(85.3)
llcalth Posts 0¢0.0) 3(100.0)
Matemity Cenlre 0(0.0) 1(100.0)
Location of Facility
ibsidan North LGA 714.5)  108s5) 043 &l
Ibasapa East LGA 2(13.3) 13(86.7)
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[uble 12: Comparisens of Knowledge of Cholera Casc Definition by facifin type snd

KRnowledge N=132
Variablces Correct Incorrest
(%) (%) X dr | value
Tvpe of Fucility
Public 6(20.0) 24(80.0) 0.990 ) 0.320
Privoie 13(12.7) 89(87.3)
Class of Facility
Teouary 3(50.0) 3(50.0) 7.105 4 0.130
Secondary/llospitals 11(12.3) 77(81.5)
Health Centre 5(14.7) 29(85.3)
Healih Posts 0(0.0) 3(100.0)
Matemity Centre 0(0.0) 1(100.0)
Location of Facility
|badan Norih LGA 170145 10K8ss) 013 iag
Ibarapa East LGA 2(13.3) 13(86.7)

—

$5

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

i

CAPRALANA VMl L LAY Y AR



Tahte 13: Comparisons of Knowledge of Case Defy

nition of Poliomyelitis

Knawledpe N=132
Variables Correct Incurrect
n(%) %) X! ar p valne
Type of Fucility
Public 3(10.0) 27(90.0) 1.098 | 0.304
Privale 5{4.9) 97(95.1)
Class of Facility
Tatiary 0(0.0) 6(100.0) 1.123 A 0.89?
Secondary/Hospitals 5(5.7) 83(94.3)
lcalth Centre 3(8.8) 31(91.2)
tealth Posts 0{0.0) 3(100.0)
Matemity Centre 0(0.0) 1(100.0)
Location of Facility
lbaddan Norih LGA 6(5.1) 111(94.9) 1,572 S
Ibarapa East LGA 2(13.3) 13(86.7)

.
— e mmmm —
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46. The Composite Scores for Know ledge uf Discase Surveillanee

Overall mean Knowledge of disease surveillance Score waas 16,1+ 4.1, There was no difference

detween the mean knowledge scorein the public ( 15.2 + 3.4) and privalc (164+4.2) [acifitics,
1=-1.421,p=0.158 as well as between the two LGAs; Ibadun North( 16.3+4. 1) und 1barapa Easl

(14.583.4)0= |.687.5=0.003 .

4.7. Survelllance Practice

The overall score for mean discase surveillance pmetice was 2.7+ 1 4. There was no diffcrence in
the surveillance pritctice score in public facility 2.8(1.5) and privatc facilty: 2.7(1.5),
170.364,p=0.7 [ 7. Likewise the survetllance practice score did not differ between Ibadan North

L.GA; 2.7(1.5) and Ibarapa Cast LGA; 2.3().2).1=1.181, p=0.240.
4.3. IDSR Impicnicntation Score

The overnll medion IDSR implementation score was 1.00 (IQR*=2) .The median IDSR
implementalion score was signilicantly higher in public facilitics 3.00 (min 0.00, max 11.00)
compared with 1.00 (min 0.00, max (1.00) in thc privale lactliies, p = 0.006. No diflerence

SU8led in the median impicmcntalion scores betwcen lbadan North, §.00(min 0.00. max | {.00)

and Ibarapa East, 2.00 (min 0.00,max 7.00) LGAs.

4.9. Surveillunce Focal I'erson

Sanveillance focal persons cxisted in only LI facilities (8.3%). Mcan scotes for prc-cxis:ing

sneillace practice where focal persons existed was 3.541.5 comparcd with 2621 4 where

hexe oxisted (p 0038) Mecdian IDSR imp[cmcﬂwlion s¢ores mn facilities \\'i!h surveillance

5?7
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Table 14: Comparisons of the Performunces of Hegltl F

Persons and Those Without.

acilitles with Sunvcillance Focal

Paraicicrs Heaith Hcalth
- ] Fucilitics
Fucilitics
Withottt TFocal
With I’crsons

Focaul 'ersons

{ valuc

Mcan Kunowledgpe Scores 15.6(4.7) 16.2(4.0)
Mean Practice Score 3.5(1.5) 26(1.4)
Median 1DSR 3.00(1QR=2) 1.00(1QR=2)

Implementation scorce

— ——

4.10. Appropriatcness and Timelincss of Reporting

Of the 132 health focilitics studied, 26 {1

: G
disesey These included 17 facilitics Ibadan North L
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9.79%) facililics mentioned

It value

0.680

0.038

0.006

they rcported priority

A (14 Public. 3 Private) ond 9 acilitics
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Taple 14: Comparisons of thc ['erformances of Health F

persans and Thos¢ Without.

acilitics with Surveillance Facal

Paraincters licalth Tlenlth ( value i value
- Facilitics
Facilitics
Without Focal

With Persons

Focal Persons
Mean Knowlcdpe Scores  15.6(4.7) 16.2(4.0) -0413 0.680

3 .

Mean Practice Score 3.5(1.5) 2.6(1.4) 2.093 0.038
Median IDSR 3.0([QR=2) 1.00(iQR~2) 0.006

Implenicntation score

4.10. Appropriatcness and Timcliness of Reportng

Of the 132 health lacilities Studied, 26 (19.7%

. 14
diseases, These included 17 facilitics in Ibadan North LGA

59

) facilities Mentioned they tcporicd priority

Public. 3 Piivaie) ond 9 facilitics
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n Va12pa Est LGA; ( 8 public 2nd | private ). Following vcrification of claims by. checking
|

relevant records according to standard guidelines, only 2 facilities (1.5%) were cstablished to be
|

practicing IBSR both timely and appropriately. These were a public health facility in Ibadan

‘Notth LGA and a private health facility in Ibarapa Eas: 1.GA.

Tic various forms being used by the (ocilities that claimed tw be n:porting arc as shown in Table
15 The most [requently used reporting form was AFP? 003(6.8%) lollowed closely by IDSR 003

(6.0%); 80.3% of the facilities hnd no reporting fonaviool in use,
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Table §5. Distribution of Types of Formy/Re

porting Toals in usc in the Heubth Facilitles

Types of Forms/Tools

Frequency(%)
None 106(80.3)
AFP-003 9(6.8)
IDSR 003 8(6.0)
NIHMIS 5(3.8)
Monthly surveillance Repori on malaria 3(2.3)
Weekly measles case form 3(2.3)
DSN 001 and DSN 002 2(1.3)
Infectious diseases notification forms 2(1.5)
M&E forms 2(.5)
TBL forms 1(0.8)
Pane sheer of paper 6L
- ) =
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1,11, Discase Outbreak Prepareduess

-[hc ind;CCS of discas¢ outbreak preparcdness studicd revealed that there was no record or

cvidence ofoutbreuk preparedness in any of 1he health facilities studied during this study. period

§.12. Traininp and Logistics Issucs

Ofthe 132 respondents, onty 7(5.3%) have had a training on [DSR in the one year preceding the
period of the study. The trainings were said to have been organised by the Loeal Government
PHC unit and the State Ministry of Healih, Onty 4 facilities (3.0%) reported having ocopy of the

Nstiona! Technical Guidelines on IDSR but none of tliem were avarlable for veriliconon.
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CHAPTER fF1vE

DISCUSSION

il

Tlxc fesponse ratc of 92.3% ob1ained in tlis study is considered a good one. The centers that did
1ol rticipatc did not do so cither as a result of unwillingness to participatc or non asailnbility
of designaled personnel. The rural health posts are located in very remote arcas of ihc local
govemment with attendant difTiculties of assess for personncl who visits on sclecied days of the
week These personne! are supposed to be transported by the LG but in many instances vehicles
are n¢1 available. (Verbal report). Perhaps, if the government will consider making provisions for

ihe mobility of health staf¥s working at such locations, there will be a corresponding positive

c{fect on their respective availability and the services sendered.

The health facilities in the LGAs were predominantly private lacilitics and were mostly wihsn
lhe whan scuings of Ibadan North LGA. This underscores the importance of carrying along the

pmaic health facilities and professionals in all health progiammes and iniliatives of public

health signilicance.

The respondents were mostty femajes. This perhaps \was a reflection of the preponderance of

musing officers among the respondents. Nursing has being known as a femalc dominated

profession (mditionally in most parts of the world. OF the 2.1 mitlion regisicred nurses in the

United States of America. only about |.5% arc men. {WikipCdiu,ZOFZ). Burt. 1998 had reposted

3bias against men in the nursing profession’
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desigation of the respondents
x revesled ¢
hat aboyt 87% were constituled by the head of the

fecifiics and other calegories of members .
J of stafl. 5 suneillance focal person shich is

wpposed 10 be mandatoty for all heanh lacilities jn the country by the IDSR policy and

idetines for implementation only cxisted i e Ty
gu y ted in 1) facilities conslituting just 83%. This is a far

¢ry from the desired level of compliance of g focilities having a focs) person, The COC, 2010

lad reporied thal over 30% of health districts in the African WHQ rcpion comprising 6

coantnes lack the existence of a focal surveillance person. This trend requires decisive actions
lowards improvements.
[he knowledge of respondents aboul disease classification was good. Abour 80% recogmscd

¢holcta as epidemic pronc discase, over 77% recogniscd measles as epidemic prone discasc as

well. Sow, et al, 2010 in a report of IDSR cvaluation from dghi African countrics (Nigeria nol

icluded) had reported a 52% 1o 78% level of knowledge of hiealth personnel aboul epidemic
prone discases, While the report by Sow, ci al, 2010 was not exactly the same as the (linding in
this study as §1 look inlo consideration tlic overall knowledge of epidemic prone discases as

against single discasc entitics in this study, Uic knowledge demonsirated temains good overall.

Sunilasly, o gond knowledpe of discacs largeted for climination and cradication by thc
mspoidents was demonstrated with over 77% and over 80% respectively recognising Nconatal
Telanus and { ¢ prosy correctly in this category. The responses lo the other catcgorics of discase

¢lassilication cvaluated reinforced the findings of 8 good knowledge of disease classilications.

A 20od nuinber of the respondents also deponstraled correct knowledge ol thc appropnale

im| L, ey diseasc was appropriatcly
"MINg for reporting of specific priorily discases. Outbreak of any PPN

opnised for immediatce reporting by over 76% of the respondents. However, as good as thesc
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The designation of the tespondents revealed gy about 87% were constituted b
y

facilities and other categories of members of

the head of the

T

stall. A suncillance focal person which is

spposed 10 bc mandatory for all healh facilities in 1he country by the IDSR policy and

__guiddiﬂcs for implementation only cxisted in 11 facilities consl itubng just 8.3%, This is a far

¢ty from the desired level of compliance of all facilities having a focal person. The CXC, 2010

had reporied that over 30% of hcalth districts in the African WHO region compnising 46

countries lack the existence of a focal surveillance person. This trend requires decisive actions

lowards improvements.

The knowledge of respondents abowt diseasc classification was good. About 80% tccognised
¢<holcra as cpidemic pronc disease, over 77% recognised mcasles as cpidemic prone diseasc as
well. Sow, ct al, 2010 in a repoct of IDSR cvaluation from cight African countrics {Nigerioa nol
mcluded) had reporicd a 52%% 10 78% level of knowledge of health personncl about cpideinie
pronc discascs. Whilc the report by Sow, cl al, 2010 was not exaclly the same as the finding in
tus study as i1 100k into consideration the overall Xnowledge of cpidemic prone discases as

against single discase cntitics in this study, the knowledge demonstrated semains good overall.

Similarly, a good knowledge of discascs tacgeted for climination and ctadication by the

rsPondents was demonstrated with over 77% and over 80% respeclively recognising Nconatal

Tetanus and | &prosy correctly in this catcgory. The responses to the other catcgorics of diseasc

n . ' : ssifications.
classilication ¢y nluated reinforced the findings of a good knowlcdge of diseasc clnssificolio

A good nuinber of the tespondents also demonstrated correct knowledge of the approprialc

imy onty di - v discasc was oppropriolcly
*Mng for rcporting of specific prronly discascs. Outbreak of any p

Moghised for jnymediate reporting by over 76% of the respondents. However, as good as these
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responses appeared, there were some knowledge gaps revealed, An exam ke includes th
. xample in¢lwides 1he

- aie Fecogniti
appropriate gnition of a case of cholera for immediate reporting by over 949 of the

. S : :
rspondents. Such pockets of knowledge gaps are noticed in the overall results and this

wnkerscores the importance of a structured training programme for all personnel involved so as

not o Jeave such important activities 1o guess works. Available reports on limeliness of diseasc

rporting Blobally suggests delays in practice (Yoo, el al, 2011, Reijn, ctal, 2011). A

demonstration of a good knowledge of timing of reporting docs nol nccessarily transloted 10
aclua practice. Desgite this good knowledge of timing reported, only two facilitics in this study
constituting 1.5% were established 10 be practicing timely ceporting as at the time of data

callection. This was apparently poorer than the delays reporied from other parts of the world as

sQited carlicer.

The health personnel in the public facilities demonstroted better knowledge that their
countcrparts in the privale facilities. Perhaps, this is duc to the fact that the majority of
respondents in the public facilitics ore in the Primary Health Centre vwhich is under the direct
supervision of' the LG who are responsible for training and olso consiitutc the lirst tier of
sunscillance activities (FMO1, Nigeria. 2002,2005) . The impacts of the LG might have been

better felt by thesc public facilitics. Similnrly, respondents in Ibarapa East LGA had belier

km‘u'cdgc of dCSliﬂﬂ'ion of' pinfi{y d'scnscs [cpol’( than those in the ‘badan I\’orlh LGA. A

stmilar xplanation may also be advanced here as most of the facilitics in Ibarapa East LGA are

PIdHC healsh facilities.

ltis wony noting that neither the type of health cilities, the level of care (class) nor the location

of the [acilities influenced the knowledge of U respondents  about the cpidcmiologic

clssiticatioy and timing for Feporting of some diseases cvaluated. This suggests that therc was
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diffetence in the knowledge of personnel about some aspects of disease sunveillance with

gapeet lo the bypes. classes and location of their facififies and all heatth personnel concerned will

cequire Similar interventions in these aress of knowledge pnps

Another identitied knowledge gap in disease sunveiltance among the study population was the

poor knowledge of the reporting fonns and tools demonstrated by the respondents. Those who do

ot knosv about practically all the forms evalunted were consistently over90%. This underscores
the deficiencies in training. supetvision and supplics. The gross deficiencics in the knowledge of
forms and tools cut aczoss both the public and the privaie healih facilitics. Furthermore. this
sudy also revealed among the very few facililics where reporting lools were nvailable that a
good number of the vertical programmes forms were still in use. This was in defeat of a cardinal
objective of the [DSR that sceks to integrate the relevant vertical promammes with the view of
maximising the use and bencfits of scarce public resourcces. It is hoped thatthis anomaly will be

sonccicd at the appropriate levels of policy making and implcinentation.

T respondents also demonstrated poor kiowtedge of case definitions of cholera and

poliomyclitis. There was no difference in the knowledge of case definitions across the whole

specirum of the studied population.

A significant finding in this study was that of a better surveillance practice and 1DSR

: 1 vith 1those havin
implemenation in facilities where focal susvcillance persons exisicd compased with g

nane, Even (hough the knowledge of disease surveillance did not differ between the locilities

id not
with focal persons and thosc without, this findings may mcan that these focal persons did no

j i more commilicd 10ils
ecessarily posses superior knowledge ofdiscasc surveillance bul were
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tice and implementation by reason of their g esipnations.  Tlys i perhaps a justification fi
ion for

iequiement of a focal person an every facilitics by (he national guidelines

In this SlUd)’. only 19.7% of the I'ucilitics claimed to be mporling dim This Jow level of
i F rC1 0

icperiing is consistent with reports from other partsof Lhe world. Tan et al, 2009 had reporicd a

low level of reporting among private doclors in Taiwan suggesting that this paltern might be a
global trend and nol necessarily peculiar 10 our studied population. While reasons for not
reporimg among these private doclors in Taiswan were unwillingness 1o discose paticnt's private
information and the cumbersomeness of reporting process. a major rcason for this abysmal trend
inIDSR implementation in our own population could be the deficiencies in the knowledge of
health workers about IDSR and lack of relevant trainings. Worthy of nole is the facl that the
public health facilities only farcd better than the private in this respect, their performance was
dill nolably low. Bochiner ¢t al, 2011 had suggested the use of hospital discharge summarics
while Gilberg ¢t al advocated widespread multimedia campaign to establish pastnceship and
improve communication lines as possible Measures 10 address these poor reporting rates. These

measures have only produced limited applicability and unsustained ¢fJecis.

Chan EII, ct a! 2010 in an nnalysis of the entire WILO discase outbreak data berween 1996 and

2% demonstraled improvements in both outbreak detection and public communication in the

17 : i i i iprocated in the
Weslem pacific and Eastern Medilerranean regions without such being recip

African cegion. The current lindings of jusl 1.5% of the facilitics studicd making both

. , . YR ) . . ‘ml
Sppropriate and 1imcly reporting cafls for scrious concerns. Ahhough 26 lacilities indicated

thet reparr priorily discases, only 2 were found to be doing it appropriatcly
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;mubolion periods of discases befare reporting. Similarly, Yoo et al, 2009 in a cross scctional
anlysis of Rorean national discase oulbreak data also found delays 1n reporting which were
mostly alributcd 10 the delays between discasc onscis and laboratory. confirmations These
groups of workcrs had suggesicd a dircct scporing of laboratosy diagnoscs to health authorines
2s having the potential of improving timeliness. While this might also be app:oprialc for our
seiting in Nigeria and the Africon sub-region generally, the statting point will however be

addressing the non availability of functional Jaboratorics among other knowledge gaps to be

lilled by trainings and re- trainings.

This study rcvealed that there was no evidence of discase oulbreak peeparedncss in practically: all
the facilitics studicd. This was similar to the finding of Abubakar ci al, 2010 in a Northcrn
Nierian local governmient arca where these was no demoastrable emergency peeparedness and
capacity lo delect discase outbreaks, These alarming discoveries should be given the utmost

aticntion by every stake holder with the view of cnsuring beucr indices of IDSR implementation.

Comclusions

Kiovledge and praclice o f discase surveillance as well as implcinentation of Intcgrated Discasc

Suncilance and Responsc siralegy wefe genernily below aserage in all the health facilities
IMSpective of status and location with poorer implemcntation in the private facilitics. Therc Is

° i = S 9 . SU . 1

8%l necd 10 cnsure adequate participption of the Arivate health focilities in surveillance
vi ’ - cillance peactice Traimin

fivities. The ex;stence of a surveillonce focal person improved sunveillance p g

€8
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of bealth persomnet combined with other important componcats of IDSR strategy

like repular

gl adequate supply of necessary reporting 100ls . sustainadle supervision and feedback by LG

4 very Crucial 10 the successtul implementation of IDSR  Tpoce is a need

measuces |

10 institute

o improve dwarencss and participation of health facilities in discase suncillance to

achieve se1 8oals’

Recommenclal ions

Qased on the (indings of this study, the following recommendations are made.

Il

Il

v

Due 10 the poor know ledge of disease susveillance among all health workers interviewed.
disease sucrveillance should be included in the curriculum ofall health institutions.

All health facilitics should be mandated to have a surveillance focus person who will be
responsible for timely and complcie surveillance activity in their respective facililies:
Integrated training o [ health personnel on IDSR by LGA to be complcmemed by training
ark{ re-training by health facilitics.

Regular and adequate supply of surveillance tools to health facilitics by nppropr;mc

authoritics

The LG survcillance units shoud be empowcred 10 s of personnel, training and

' witie facilities
materials to coordinate the survcillance aclivities of the health
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APPENDIX )

MPLEMENTATION OF INTEGRATED DISEASE SURVEILANCE AND RESPONSE

gy P1iBLIC AND PRIVATE HEALTH FACILITIES IN TWO LOCAL GOVERNMENT
L 2l

AREAS OF OYO STATE

Pear SisNadam,

This stud) is being carried out in some health facilities in Oyo State to evaluwite the
wplementation of the Integrated Discase Survcillance and Response System. This questionnaire
1 nol a0 expnination ncither is it intended to indict any person or facifity. Your honest sesponses
wi] be highly apprcciated as this sill give us a teue retlection of the cuitent situations and help

# formuloting intcrventional measurtes wherc and il necessary. You can respond on the basis of

gonymity. Thank you for ¥our cooperation.
QUESTIONNAIRE
. SECTION A (Ldentitication und VDecmogruphic data)

' &rial numbCf: @Rl e e® an B P abtr=wd™
2. Name of focal governmenl -ee—e—--*

3, Name of Health Facility-—n=s-==>-=—""""

1* Type of {acility

[ = Public facility.

2 = Privale fnci[ily
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2=1{ospital,

3 = Health Center,
4 = Health Post.
6. Categoryof respandent

| =Doclor,

2 = Nursing Ofticer,

3 = Mcdical Records Officer,
4 = Community Hcalih Officer,
5 = Others ( pls specify)

7. Dessgnation of respondent

I = Head of facility,

2 =Survcillance focal person.

3 = Records OfTicer,

4 = Others (specify) ~————"""
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| = Male, 2 = Female

9. Ageal fast birthday of respondent

10 Marial Status of 1espondent

| =Single (never marricd)

2 = Marricd
5 = Single (other)
1. Forhow long (in ycars) have you been working in this heaith (acility? ——-———-
SECTION B (Knowledge about discase surveillance and IDSR)
12 The report of priority discases from IHealth Facilitics swhen made, should be to
Which of ilic following agents of government?

I = Federal Ministiy of Health

2= National Primary | Icalth Care Development Agency

J = Hospital Management Board
4 = Statistic Office
32 LGA PLIC Depariment

6= Others (Spccify) ——erm e
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5. Poliomyelitis

I
16 Mataria

i1 HPAL-1luman
]

|

The following diseases arc targeted for cradication and eliminotion

Yes» |, No=2, Don't Know =3

e it, i_%onaml Telanus

9 Leprosy:
ll
0 Malaria

I ¥
| fh:quiomyclilis

2 HIV/AIDS

| following djscascs are categorized os Discases of Public Health Importa

*Yes, 2= No, 3 =Don’t Know
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73. Scislosomiasis

24_Tuberculosis

25. Diarrhoca discases

26. Dysemtary diseases

27. Cerebrosp:nal meningilis
The following diseases arc lo be seporied immediately

28. QOutbrecak of any discase

a

29 Cholero

a

30. Yellow fever

31. Acasc of mecasles

Which of the folloswing calepories of discascs are 10 be reported weekly?-

32, CSM

33. Cholern

34, Lassa fever

35. Ycllow fever

79
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which of the following categories of Discases are to be teporied monthly?

16, Hepatitis B

37. Pentusis

33. Tuberculosis

39, Plague

30. Neonatal Telanus

41 Do you know about Integraled Discase Surveillance and

Response? | = Yes | '

2 = No.

| .If yes 10 41 above, whal is youT sourec of information?

1 = Media,

2 = FFMOH bulletin,

3 = lnlemed,

4 = LGA Survcillonce umil

§ = Others { pls specify) —==—="" "

ion D
If response to 41 is No, please go to seetion
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which of the following categories of Discases aic 10 ba teported monthly”

36. Hepatitis [3

37, Pertusis

38. Tuberculosis

39. Plaguce

40. Neopatal Tetanus

41. Do you know about [nicgrated Disease Surveitlance and

n = ®
Responsc’ 1 = Yes LA

2 = No.

if yes 10 41 above. what is yoursourcc of information?

1 = Media,

2 = FMOH bulletin,

3 = Internct,

J = LGA Surveillance unit

a oV,

$ = Others ( pls specify) ==——

If response to 41 is No, pleasc 8010 section D
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which of the following categoties of Discases are to be reponied monthly?

36. tepatitis B

37. Pertusis

33, Tuberculosis

39. Plague

$0. Neonawl Tetanus

4i Do you know about Integeated Disease Surveiilance and

Response? | = Yes

2 = No.

| Ifyes 1o 4] above, what is your source o[ information?

t = Media,

2 = [FMO11 bulletin,

3 = Intemet.

4 = LGA Surveillance unit

e ool T T Y

§ = Others ( pls Specify) «<==—=—"

selion D
If response 10 4 | is No, pleasc g0 (0 seclion
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43. How many discases ase reportable under the IDSR in Nigeria? —

e following ase reporting data formsools used in IDSR

I=Yecs. 2 =No. 3= Don’\ Know

44. DSN 00t

15, DSN 002 E

46. [DSR 00!ta

U

47. IDSR 001b

48. IDSR 001c

49. IDSR 002

50. IDSR 003

51. Linc Lis!

52 The recommended case definition for a suspecicd case of Cholera is

1= A patient aged 2ycars or less with severe dehydration or death from acule

waltery diarrhea

2 =Passagc of 2 loose or Walety stoo! in the last 24hours in children less than

Syears with or Withou! dchydration

i a
3= A patient age 5 years or more with severe dehydration or death from acute
2 n P
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waltery diarvhea
4 = Others specily
5=Don’1 know.

53. In the recommended case definition for a suspected case ol poliomyelitis, acute flaccid

paralysis should be reported in which of these age groups?

0-5=1,0-10=2,0-15=3,1-5=4.

SECTION C (Attitude to IDSR)
54, \What is your opinion of the IDSR System
1 = Very important D
2= Unnccessary
3 = hidiffcrent
35, What is your view of the process?
| = Cumbersome (too many fonns). D
1= [asy,
3 = £njoyable.
moztality and

: R
56. Do you think the IDSR progremme lias helped inreducing Mordicily,

dlﬁlbilily caused by the priority disenses?
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watery diarrhea
4 = Others specify
5= Don’t know',

§3. In the recommended case definition for a suspected case of poliomyelitis. acule flaceid

panslysis should be repoited in which of these age groups?

0-5=1.0-10=2,0-§5=3,) =-5=4.

SECTION C (Aftituide to IDSR)

54. What is your opinion of the IDSR System
| = Very important D
Y = Unnceessary
3= Indiffercnt

33. What is your view of the proccss?

| = Cumbersome (100 meny forms),

]

2 = [agy,

3= Enjoyable.

56 Do you think the IDSR programmc tas helped in reducing morbidity, moriglily and

disability causcd by the priority discases?
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I=Yes

2=N

51. Do You tnnk you need more infonnation about IDSR?

1=Yes

2=No

SECTION D (Implementations of IDRS at the Facitity)

58. Do you report cascs of priorily discases?

I=Yes, 2= No

39. Who do you report 107 -

60. What types of fonns do you use for reporiing? Pls specify

TV 0000045009000 """ w0 gp an

61. List of S commonest priority diseases reported

-

Y

3. T b 5 O TR, ey, G Gl P

4,

5.

- e Lt e

) kP & o=
S @ el Sm—"

62. Date wien 3 previous reports were senl

—— 0y T T e @ T S 48
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Report 2 e o

Report 3 X,
Do you have any’ of the following communication apparytys?
6). l.and telephonc
64. Facsmile
65. High [requency radio.
66. E-mail

61. Do you have a Clinical register for kecping records ol discises in your locibity?

(Conlinn this)

| = Yes, 2 =No

68. Do you rccord inforination about tmmedintciy notifiable diseases on a casc form or a

line list  ( confinn this) I=Yes, 2=No

69. Do you analyse your record on riority diseascs? (Ask to see the health facility

analysis book)

I=Ycs. 2 = No

IFIDSR s not practiced, plcase go to Section E

7. Do you have a focal petson in charge of 1DSR in this facality?

B4
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Yes= 1. No =

71, Has any s1afT of the facility attended training on IDSK in the last one year?

I=Yes, 2 =No

7. Ifyes to 71, whoorganized the traininyg

I=LGA

2=SMOI1

3=NPHCDA

1= FMQOH

3=0lhers specify.............

73, If yes 10 above, when was your last participation?—- —

M. Do you hav¢ a copy of the national technical guidclines for IDRS in Nigeria?

| = Yes, 2 =No (conf.nn this)

15.

Are diagnoses of cases of priority discases recorded in the register according to the

, standard casc definition ( confinn this)

I=Yes. 2 = No

76. Do you have negular suppty of IDSR reporting forms for priority discases?

| =Yes.2=No (confirm this)
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|

17. Il yes 10 76 above, how do you Bel Your supply of reporting forms?
5 B

18- Docs the facility have an outbreak coordinator? (Confirm this)

I=Yes, 2 =No

19. Doyou render immunization services in you facility?

1=Yes. 2=No

80. IF yes to question 79 above. how oftcn do you cany oul the services? (pls specify)

S e v @ (I @ , CEEEEECEE— Q) e e— ) - e

81 Ifno. why (pIs specify)eer——o — e - .

. oEE" et © geue—, @ 9~

D® St - © = dall) @ =D camn

82. Doyou have access ¢0 a functioning laboralory’ that can relisbly process specimens?

(¢.§ sputum ,siool , blood ,scrum.)

1=Ycs, 2= No

e

83. How far is the laboratoty to your health facility? -—-===-="

84. Have youreceived a report or 0 bullctin from your LGA, Slate or Nationol Icvel about
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data reported in the last onc year? (Confirm this)

85, Have you met with your community members to discuss invesiigation results in the

last 6 months and other fecd backs?

I=Yes, 2 = INo

86 [lyes, specify what was discussed <+ ——e oo

87 llave you had a supervisory visil trom the LGA sunvecillance unit swithin the last 6

=1

months? I=Yes, 2=No

88. Arc there display of linc trends of priorily discascs? (Confirm thus)

1 =Yes. 2= No

89. Does the facility keep duplicale copicsof reporting forms

[ =Yes, 2=No

SECTION F, (Occurrence of l-‘,pidcmics and Response)

mic in the tas| onc year?

%. Did you record any incidence of cpxe

I = Yes, 2 = No, 3 =Don't Know
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o p— i

gt If yes to 90 above, please specify the ype of the cpidesmics

g2. What steps were taken during the epideimics?-

-0 OO ™ OD" | PCEE— el DT PP

93 Whot difliculties were encountered during the cpidemics?-—-—-camae

o bl - o &8 canee® as,, 50 - -

® o=

G D © el > s @ — O

O TP S APV o o= gup ol PP o @O © cm=—=Y

9. Arc supplics available or sct aside [or coliccting specimen

during emergency? 1 = Yes, 2 = No (confian this)

: outbreaks
Ate the following supplies ovailable for fesponding 10 ok 2

Yes No
95.  Vaccines
96.  Immunization supplies

97.  ors
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5.  Antibiolics -

9.  Others ( pls specify) -

Thank you for your atte¢ntion,
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g8, Antibiotics 4

0.  Others ( plsspecify)

Thank you for your attention.
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APPENDIX 2 (ETHICAL AI'PROVAL)

TELEGRAMS, ... — TR FMDAL s

2
MINISTRY OF HEALTH

DEPARTMENT OF PLANNING, RESEARCH A& STATISTICS DIVISION
FRIVATE MAIL BATG S0, 8037, OVO STATE OF NIGERIA

Iowe Bf o, e
M —tve) Al i <t )

B Nowtmill C sttt som | guammg - :
Genel Ne ADIY a™ 21" Seprember, 200
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APPENDIX 3( IDSR FORM 0014)
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APPENDIN 4 ( 1DSR FORM 001B)
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APPENDINX 4( 1DSR FORM 0018)
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APPENDIX 4 (IDSR FORM 6018)
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APPENDIX 6 ( IDSR FORM 002)
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APPENDIX 7 ( IDSR FORM 003)

ROUTINE MONTHLY NOTFICATION FORM: IDSR 00
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APPENDIX 8 ( RECOMMENDED CASE DEFINITIONS OF 'RIORITY DISEASES)
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APPENDIX 9 ( LIST OF LOCAL GOVERNMENT AREAS IN OYO STATE)

[nE l,;%:o —— NUMBER OF WARDS
' 10
2 AKINYELE "
3 ATIBA 10

% | ATISBO 0
5 EGBEDA 11
6 IBADAN NORTI{ 12
7 IBADAN NORTH EAST 12
R (BADAN NORTI1 WEST 1
9 IBADAN SOUTH EAST 12
10 IBADAN SOUTH WEST 12
1t IBARAPA CENTRAL 10

12 IBARAPA CAST 10
i3 IBARAPA NORTH 10
i4 100 10
1S IREPO 10

|16 ISEYIN I

17 | ITESIWAJU i0
18 | IWAJOWA :‘:
19 KAJOLA =
20 |LAGCLU 5
31 OGBOMOSO NORTII =
29 | OGBOMOSO SOUTI! 35
23 OGO-OLUWA 3

24 | OLORUNSOGO -

|2 OLUYOLL =
2% ONA ARA 10
27 OORELOIE 0

128 |ORNRE , 10

(29 |OYOEAST« _ ~ _ — —— 10
30 OYO WEST i
31 | SAKI EAST 1l

132 | SAKI WEST 10

(33 [SURULERL
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