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ABSTRACT 

\Vitl1ot1t k.novvledge of disease occurrence, J1ealtl1 officials are linlited in their ability to ide11tify sources 

of illness and prevent fu1·tl1er disease in tl1e community. Tl1ere is need for healtl1care worl(ers to remain 

alert to e11clemic i11fectious diseases of this natt1re ru1d to instin.tte appropriate measures to promptly 

identify cases and report tl1e111, protect tl1emse1ves a11d care-give1·s. Effective prevention and control 

\vill deJJend 011 acct1rate and pron1pt diagnosis witl1 111·gent repo1·ting to approp1·iate a11tl1orities and

i11stitt1tion of approp1·iate co11trol gt1idclines to abo1·t tl1is tre11cl. Tllis study is designecl to assess tl1e 

pote11t1al barriers towards 1�e1)011i11g of s11spected L,1ssa fever cases by doctors ru1d 11t1rses in public 

health facilities in Ibadan. 

A descriptive cross-sectional stt1dy desig11 ,vas employed. Stratified si111ple rando111 san1pli11g was used 

to select a total of 238 docto1·s n11d nt1rses wl10 vvo1·l< at tl1e pt1blic JJ1·i111nry (70), scconcla1·y (36) and 

tertia1·)1 ( 132) levels of p11blic l1ealtl1 faci Ii ties in Ibada11. A self-acln1i11istcrecl, strL1ctL1re(I q L1estionnaire 

and an observatio11al cl1eclclist ,,,11icl1 contai11ed ite111s 011 socio cle111ogra1Jl1ic cletails, la1owledge of 

Lassa fe,,er a11d it's 1·eporti11g tl11·011gl1 tl1e i11tegrated disease st1rveillance a11d respo11se strategy, attitude 

to Las<;a fe, e1 re1Jorti11g, facto1·s associated witl1 repo1·ti11g 111·actice a11d availability of infi·astrt1ctt1res 

for reporting of tl1e suspected cases ,vas t1sed to collect tl1e clata. ICnowle(ige of Lassa fever and its' 

reporti11g \\ as scored based on 25 and 22 qt1estions res1)ectively f1·0111 tl1e l<nowlcdge sections. 

Partici11a11ts ,vit11 scores ?::12 a11cI 2:9 1·espectively we1·e catego1·ized as l1avi11g good lcnowledge of Lassa 

fe, er and its" reportu1g respectively. 

A total of 255 questionnai1·es ,vere distrib11ted and 238 were 1·et11rned completed giving a response rate 
· of 93.0%. The mean age of tl1e respo11dents was 36.5 ± 9.3years.On1y 28.2% of tl1e 1·espondents

repo1·tecl an a,,,areness of t11e integrated clisease st1rveilla11ce and response (IDSR) diag11ostic criteria for

Lassa fe,,e1•• A little proportion (28 4% and 2 I .6%) of tl1e participa11ls l1ad good Ic11owledge of the

disease and it's reporting t11r0Ltgh the I DSR strategy respectively. Tl1e pote11tial barrie1·s towards

report111g of suspected I"'assa fe,1er cases idcnt fied in tl1is slt1cly were lu1owlcclge of the d1sease(AOR I 

2.3,95% Cl 1.1-4. 8) , l010\1. Jedge of its' reporti 11g tl1rot1r l1 t11c i 11tcgr,1tecI cliseasc st11·,,ci1 lance a11d 

respo11se (lDSR) strateg)' (AOI{ 2.2, 95% 1 .0-4.8), involve111cr1l i11 <>t1tl)rcnl< i11,1cstigatio11s(AOR 0.2, 
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95% CI 0.1-0.5), availability of posters (AOR 3.3,95% C.I 1.4-7.9) and manuals in clinics (AOR 0.1,
• 

95o/o CI 0.1-0 3) 

Lack of knowledge of reporting requirement was identified as a major barrier affecting disease

reporting among doctors and nurses at the three levels of health care facilities in Ibadan. The training

and retraining of health workers responsible for data generation, collection and forwarding in health

facilities on notifiable diseases, availability of posters and manual on these notifiable diseases in the

facilities are reco1rune11ded in order to improve tl1e disease strrveillance system.

I(ey ':\'ords: Healthcare Workers, Surveillan,ce, Lassa fever, IDSR, Notification.

V 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



• 

• 

TABLE OF CONTENTS

Title page 

Cer tification 

Dedication 

Ack.I1owledgements 

Abstract 

Table of co11tents 

List or· tables 

List of fi g11res 

CHAPTER ONE: INTRODUCTION

1.1 Bacl<gro11nd to t11e sh1dy

1.2 Statement of the problem

1.3 ,T11sti1ication for the st11dy

1.4 Research q11estions

1 5 Objectives 

1 5.1. General objecti, es of tl1e stt1dy

1 5.:2. Speci fie objectives of tl1e study

ClIAJ>TER T,vo: LITERATURE REVIB"'

2.1 : flistorical bacl<ground

2.2: Epidemiolog)' of La5'".,a fever

2.2. l: Distribution

2.2.2: Imported cases

2.2.3: Pre,1alence

VI 

Page 

• 

• •  

11 

• • •

111 

• 

1V 

VI 

X 

• •  

XII 

• • •  

Xlll 

1 

3 

4 

5 

6 

6 

6 

7 

8 

8 

9 

C)

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



• 

2 2.4 Rese1"oir 

2.2.5: 1 .. ransmission 

2.3: Cli11ical featu1·es 

2.3.1: Co1nplications of Lassa feve1· 

2.4: Diag11os1s 

2.5: Treatment 

2.6: Preve11tion and control 

2. 7: PL1 bl ic l1ealtl1 cl1alle11ges

2.8: Lassa fe,,er epide111ic response in Nigeria 

2.9: l11teg1·ated Disease Surveillance and Respo11se (IDSR). 

2.10. Detection of Lassa feve1· 

2.11: Revie�' of Son1e Literatt11·es 011 kno,vledge of Lassa fever

2.12: Stu dies on otl1e1· vi1·al l1ae11101·ragic f cve1·

2.13: Re,,ie,� of existi11g stt1dies on })Ote11tial barriers towm·cls

re1Jorting of notifiable diseases.

CHAPTER TI-IREE: METI-IODOLOGY

3.1: Stud)' design

3.2: Sn1d)' area

3 3 San1pljng technique

3 4: Sample size detennination

3.5: Selection criteria

3 6 Data collection n1ethod

3.7: 08ta ma11agement

3 8· Data Analysis

3. 9: Lin1i tations

vii 

10 

10 

11 

1 1 

12 

13 

14 

14 

15 

15 

21 

22 

24 

24 

30 

30 

30 

31 

33 

33 

34 

34 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



3.10: Ethical considerations 

CHAPTERFOUR:RESULT 

4.1: Distribution of responde11ts b)'

socio-cle1nog1·apl1ic cl1aracte1·istics 

4.2: I<nowledge of t11e respo11de11ts 011 Lassa fever. 

4.3: I(11owleclge of the responde11ts on IDSR, diagnostic 

criteria fo1· Lassa fever a11d it's 1·eporti11g. 

4.4: A ltitL1cle to Lassa feve1· reporti11g and control 

4.5: T1·eatme11t a11d Repor·ting of Probable Cases. 

4.6: Other \1a1·iables associated witl1 Lassa f eve1· 1·eJJOrti11g 

4. 7: Assess111ent of infrast11.1ctt1re affecti11g disease 1·eporting 

at t11e healtl1 facilities 

4 8: Relatio11sl11p bet,,,een socio demog1·aphic facto1·s a11d respo11cle11ts 

k110,, ledge of Lassa feve1· 

4.9: Relation�I1i1) bet,,1ee11 socio de111og1·npl1ic factors a11d la1owledge 

of IDSR diag11ostic c1·itt;ria for Lassa fever a11d its 1·epo1·ti11g. 

4.10 Relatio11sl1ip bet\veen socio den1ograpl1ic facto1·s a11d 1·espondents 

attitude to Lassa fever 1·eporting and control 

4 .11: Rclatio11s]1i p bet\veen 1·espondents lu1owledge of Lassa fever ancl 

otl1er variables 

4� 12: Re1atio11ship bet\\'een respondents knowledge of IDSR, diag11ostic 

criteria for Lassa fe\'er ancl its reporting and other varjables 

4.13: Itelationshjp bet\\'ee11 respondents attitude to Lassa fever 1·epo1·ti11g 

a11d control ancl ot}1er \1ariables 

4.14: Relatjonship bet"\\1ee11 responde11ts attitude to f.Jass,1 fever 1·cporting, 

k 110,\1Jedge of· 1 JJ ll a11d kno\vJedge of
"' 

J..,,1ssa leve1· 

,/ff' 

• 

35 

36 

38 

40 

42 

44 

45 

46 

49 

51 

53 

55 

57 

59 

61 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



4.15: Binary logistic regression of variables associated with lcno\.vledge 

of Lassa fever 

4.16: Bi11ary logistic regi·ession of variables associated with knowledge 

of IDSR, diagnostic criteria for Lassa fever and its 1·eportu1g 

4.17: Bi11ary logistic 1·egression of va1·iables associated witl1 respondents 

attitt1de to Lassa fever 1·eporti11g a11d control. 

CH1\PTER FIVE: DISCUSSION 

5.1: Socio den1ograpl1ic cha1·acteristics of tl1e respo11de11ts 

5.2: I<.110\v]edge of Lassa fever. 

5 .3: 1(110\vleclge of Lassa fever 1·eporting ll11·ot1gl1 IDSR 

5.4: Att1t11de to Lassa fever Repo1·Ling. 

5. 5: Adequacy of i11frastrt1ct11re for Lassa fever disease repo1·ti11g at

t11e l1ealtl1 facilities. 

5.6: Factors associated \Vitl1 disease lc11ovvledge, kno\,,Jedge of 

reJ)011ing thro11gl1 IDSR a11d attitt1de tovvards Reporting. 

Cfl \l)TER SIX: CONCLUSION 

6.1: Recon1n1endations 

References 

Ap1Je11d1ces 

Ix 

62 

64 

66 

68 

68 

69 

69 

70 

70 

72 

74 

84 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



LIST OFT ABLES

Table 4.1: Frequency distribution of respondents by 

socio-demograpluc cl1aracteristics 

Table 4 2: I<.i1ovlledge score of healtl1care worlcers 

Table 4.3: I<.i1o"vledge of the 1·es1Jondents on Lassa fever signs 

a11d sy111pton1s, tra11smissio11 and diagnosis 

Table 4.4: 1610,vledge score of l1ealtl1ca1·e wo1·kers 

Table 4 5: J(i10,vledge of IDSR diag11ostic criteria for Lassa fever 

Table 4.6: Attitt1de sco1·e of l1ealtl1care ,vorl<e1·s 

Table 4. 7: Responses to attitt1de qt1estio11s

Table 4.8: Treatn1e11t and 1·e1Jo1·ti11g oi� probable cases.

Table 4 9: Other variables associated witl1 Lassa fe,1e1· reporting

Table 4.10: Assessn1ent of infrastructure affecting disease reporting

at tl1e l1ealtl1 facilities.

Table 4.11: Relationship bet:1,veen socio-den1ographic factors and

• 

respondents lmo\vleclge of Lassa fever.

Table 4 12: Relationship between respondents knowledge of JDSR, diagnostic

criteria for Lassa fever and socio-demographic factors 52 

37 

38 

39 

40 

41 

42 

43 

44 

45 

47 

50 

Table 4.13: Relationship behveen socio demographic factors and respondents

attitude to Lassa fever reporting and control 54 

Table 4.14: Relationship bet,veen respondents lmowledge of Lassa fever

and other variables
56 

Table 4.15: Relationship bet, een respondents knowledge of

lDSR diagnostic criteria for Lassa fever and other variables 58 

Table 4 16 Relationship bet,veen respondents attitude lo Lassa fever repo1iing

and control and other variables. 
60 

•

• 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



• 

Table 4.17: Relationship between respondents attitude to Lassa fever reporting

1010\vledge of IDSR and lrnowledge of Lassa fever 

Table 4.18: B ina1·y logistic regressio11 of variables associated witl1

la1owledge of Lassa fever 

Table 4.19: Binary logistic 1·egression of variables associated witl1 
lo1owledge of IDSR, diagnostic criteria for Lassa fever . 

Table 4.20: Bi11a1y1 logistic regressio11 of ,,a1·iables associated ,vitl1 
respondents attitude to Lassa fever reporting and control. 

• 

XI 

61 

63 

65 

67 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



LIST OF FIGURES 

Figu1·e 2 1: T11e Struct1.1re and Flow of lnfor1nation fo1· Disease 

Surveillance and Notificatio11 i11 Nigeria . 

• 

xii 

19 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



LIST OF FIGURES 

Figure 2.1 : The St11.1cture and Flow o-f lnfonnation fo1· Disease 

Surveillance and Notification in Nigeria . 

• 

XI I 

19 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



IDSR 

WHO 

SPSS 

CDC 

VHF 

DSN 

PPE 

LGA 

ACDP 

FMOI--! 

S�OH 

ELISA 

• 

PCR 

USAID 

AFRO 

• 

LIST OF ACRONYlVIS

INTEGRATED DISEASE SURVEILLANCE AND RESPONSE 

WORLD I-IBALTI-1 ORGANIZATION 

ST A TISTICAL P ACICAGE FOR SOCIAL SCIENCES

CENTRE FOR DISEASE CONTROL

VIRAL HAEMORRlIAGIC FEVER

DISEASE SURVEILLANCE AND NOTIFICATION

PERSONNEL PROTEC,.fI\TE EQUIPMENT

LOCAL GOVERN11ENT AREA

ADVISORY COl'vlMITTEE ON DANGEROUS PATI-IOGENS

FEDERAL MINISTRY OF 1-IEALTI-I

STATE J\/fINISTRY OF HEALTI-I

ENZYME-LINI(ED IMMUNOSORBENT ASSAY

POLYMERASE CHAIN REACTION

UNITED STA TES AGENCY FOR INTERNATIONAL DEVELOPMENT

\\IORLD IIEALTII ORGANIZA'fION-AFRlCAN REGION

XI If 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



• 

• 

CfIAPTER ONE 

1,1 BACl(GROUND OF THE STUDY 

Lassa fe\'er is an acute viral zoonotic illness caused by Lassa vi1·t1s, a11 arenavirt1s known to be 

responsible for a severe 11osoco1nial l1ae11101Tl1agic feve1·, "' l1icl1 prese11ts a great tl1reat to pt1blic 11ealt11 

(Fisher-Hocl1, 2005). It 1s  one of the Viral I-Iae111orrhagic Fever (VI-IF) t11at is caused by 

geograpl1icall)' restricted v1n1ses 111ore co1n111only fot1ncl u1 Africa, Ce11t1·al Asia ar1d Sot1tl1 America. 

Of the variot1s t)rpes ol
"" 

orga11is111s tl1at ca11se VHF .. Lassa, Ebola a11cl Marburg are restricted to S11b

Sal1aran Africa (Iloogstral, 1979) \\l1ereas Criinean-Congo IIaen1or1·I1agic Vi1 ·tts is widely distribt1tecl 

in Africa, I\,lediterra11ean, 1iddle East, Ce11t1·al Asia ancl Cl1i11a (Bt1rney, 1980). 

Lassa feve1· \\as fi1·st described i11 Sie11·a Leo11e in tl1el 950s b11t tl1e virt1s 1·espo11sible for tl1e disease 

was 1101 ide11tified until 1969 wl1e11 t\VO 1nissio11ary t1t1rses died i11 Nigeria. Tl1e cat1sc of tl1ei1· ill11ess

\\'as found to be Lassa \11rL1s, It ,.vas 11nn1ed afte1 t11e to\v11 of Lassa 1 n 11ortl1e1·11 Nigeria's Borno State 

\\·l1ere it \\ras first icf e11tified i11 1969 ancl tl1e first ca sec:; ,vere isolatecl. Si11ce the11, a n11n1ber of 

outbreal(s of Lassa ,1irt1s i11fection l1a, e bee11 1·epo1·ted i11 va1·iot1s pa1·ts of Nigeria (FisJ1er et al, 1995). 

· Lassa 1e, e1· 1s endemic i11 \\'est A.frica and l1as bee11 1·eported fi·o111 Sie1·1·a Leo11e, Guinea, Liberia,

. 1\,Iali Se11egal and igeria (Ogl111 et al� 2007). 

Lassa ,,irus ca11sec; tl1011sands of deatI1s ann11all) in ,veste1·n Afi·ica ancf is co11sicle1·ecl a potential 

biological ,,,eapon (CDC .. 200-l). So111e stl1dies indicate tl1at 300,000 to 500,000 cases of Lassa fever 

and 5000 deaths occtir y·ea1·11· across \\1est Africa. T11e ove1·all case-fatality 1·ate is 60.4% (WI-IO,

2012 Sig11s and s)·1npton1s of Lassa fe\ er typically occ111· 1-3 \veeks afte1· tl1e patie11t co111es into 

contact \\'it11 t]1e ,,irus. These i.J1cJ11de fever, retrosternal pai11 (pain bel1incl tJ1e cl1esl \Vall) sore tl1roai, 

back pain, cot1gh. abdominal pain. ,1on1i ting, dia1 r11ea, conjt1nctivitis, facial S\velling, p1·otei11u1·ia 

(protein in the urine). and mucosal bleecli11g. Net1rolog1cal JJ1·oblems 11ave also been desc1·ibed, 

includi11g hearing loss. tren1ors: a11d encep11alitis. Becat1se tl1e symptoms of Lassa fcve1· a1·e so varied 

and nonspecific, clinical diagi1osis is often diffict1lt (CDC, 2012). 

TJ1e reser\ oir, or ]1ost. of Lassa ,,irus is a rocler1t kno\Vn as tl1e "1pt1ltima111111ate 1·at" of tl1e ge11t1s 

A1c,s1on1J'J'. Transn1ission from tJ1e 111uJti111a111matc r,1t to l1t11nans occtrrs vi,t ,1ero50J5; or bj cl11cct 

contact ,�,ith rat excretions, or "'ilh food and waler C{>11t,1rni11atccl ,vill1 cxcrcticl11s (Pt1l)lic llct1ltl1 

AgenC)' of Canada, 20 l 0). I3ecat1se tl1e S}1r11ptcJ111s 01· J..Jr1ss�1 lever r1 rc sc > v,1 rice! r1r1cl ,1011-speci fie, 
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cli111ca1 diag11osis is often difficult, especially early in the cotrrse of the disease. Lassa fever is

difficult to distinguisl1 fro1n n1any other diseases wliic11 cause fever, inclt1ding malaria, shigellosis,

t)rphoid fever, yello\.v fever and otJ1er viral l1aemorrl1agic fevers. Defulitive diag11osis requires testing

that is available only in l1igl1ly specialized ]aboratories (Ogbu et al, 2007). 

The a11tivi1·a] dn1g ribavirin is effective t1·eatment for Lassa fever if give11 ea1·ly on in tJ1e cot1rse of 

clinical ill11ess. No vacci11e is c111Te11tly available (Ta1·iqt1e et al, 20 I O).Prevention of Lassa fever in the 

con1n1t1nity ce11te1·s 011 p1·on1oting good corn111t1nity l1)1gie11e to discot11·age 1·ode11ts f1·om e11tering 

l1omes. Effective 111eas11res i11cl11cle sto1·i11g g1·ain and otl1er foods·tt1ffs in 1·ode11l-proof co11tai11ers, 

disposing of garbage fa1· fron1 tl1e l1on1e a11cl 1nai11tai11ing clean l1ot1sel1olcls (CDC, 2012). Al1 

en1pl1as1s on p1·e,1ention a11d co11trol is tl1e1·efore i1npo1·ta11t i11 vie,v of tl1e e1Jicle1nic pote11tial a11cl fatal 

ot1tcomes obser,,ed witl1 tl1e disease. Fa111ily me1nbers a11d l1caltl1 care wo1·l<ers sl1ot1lcl always be 

ca1�eful to a,,oid contact v\1itl1 blood a11d body flt1ids ,,,J1ile caring for siclc perso11s. Rot1tine barrie1· 

nt1rsing precat1tio11s p1·obabl)1 protect agai11st trans111issio11 of Lassa vi1'l1s i11 1nost circt1111s ta11ces 

(WI-IO, 2012) 

Disease st1rveilla11ce, 11otiiicatio11 a11d repo1·ting l1ave bce11 clefi11ecl as tl1e co11ti1111ot1s scrt1tiny of tl1e 

occl1rre11ce of diseases a11d l1eal tl1 1�e1ated eve11ls to e11able interventio11 £01· tl1e control of diseases. Tl1e 

Disease Strr,1eillance a11d Notificatio11 (DS ) syste111 vvas i11trocll1cecl i11 Nige1·ia i11 1988, seqt1el to the 

grave yellow fever outbreak of 1986/87 and Cerebra- spinal 1neningitis outbreak of 1986-89 (WHO, 

1999). 

Notifiable diseases a1·e categorized i11to two- In1n1ediate (Eme1·ge11cy) notifiable and rot1tine 

notifiable diseases. In1n1ediate notifiable diseases are tl1ose diseases tl1at l1ave l1igl1 case fatality 1·ate 

and have the potential of occu1ring in epidemics and include Ilu1nan anthrax, cerebrospinal 

men1ng1tis, cholera, plaque, hun1an rabies, typhoid, paratyphoid, yellow fever and Lassa fever.

(F1'.1 O I-1, 1991). The routine no ti fiabl e dis eases are selected based on their pub lie health significance

and are niostlv addressed by control programmes. They are forty in nun1ber and also include the
• 

immediate, not i fi ab Je di �ease ( \\ 1 IO. 1997). Levels of survei JI an ce can be individual, I ocal, national 

and international. Mos! surveillance systems depend on the infonnation on the occurrence of diseases 

obtained froin health care providers, hospitals, clinics, diagnostic laboratories and research 

laboratories. The generation of data through disease surveillance and notification syste1n is critical to 

appropriate planning and i1nplementation of disease control prograinn1cs, outbreak 1nvc,1igalion, 

emergency preparedness and 1·espo11se.
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1.2 STATE1\1IENT OF THE PROBLEM 

Si11ce Lassa fever was frrst discovered tl1irty-nine years ago in Sierra Leone, it l1as 1·emained a major

public l1ealtl1 p1·oblen1 in Nigeria; d11e to tl1e endemic circulation of t11e vin1s a11d to a nu1nber of other

prevaili11g f acto1·s. Its clinical 1nanifestations are indisti11gt1isl1able f1·on1 1nany otl1er febrile illnesses.

Tlus coupled ·witl1 lacl< of appropriate diagnostic facilities di1·ecily 1·eflect in poor recognition and

mismanage1ne11t of disease. TJ1ere are 300,000 to 500,000 cases of Lassa fever and 5000 deatl1s yearly 

across \'\1 est Africa. Findi11gs indicate tl1at Lassa fe,,er is still witlespread in Nigeria bt1t remai11s a

11eglected and t1111�ecog1uzed cat1se of n1ost l1uman fevers (Eliicl1ioya et al, 2010). And t1biquitous 

nat11re of tl1e vector s11ggests an 011tbrealc i11 tl1e stt1cly set1i11g is not in1p1·obable. (CDC, 2003). 

· Prin1ruy1 l1ealtl1 care \VOrlcers includi11g J)t·ivate hospital/ clinic vvo1·lcers a1·e often tl1e first set of

person11el to l1andle st1spectecl cases of Lassa feve1·. WJ1e11 tl1ese vvo1·Iccrs a1·e 11ot adeqL1ately eqL1ipped

v.ritl1 reqt1is1te lmo,vledge and n1aterials to l1,111dle st1cl1 cases, tra11smissio11 of tl1e i11fectio11 is favot11·ecl

v.rith avoidable co11seq11ences. i-\lso, l1ealth v\rorl<ers ,vl10 ,,,01·lc i11 11.1ral facilities wit11ot1t cxperiencecl

physicia11s and laboratories a11cl are far fro111 1·efe1·ral ce11tres 111ay wrongly 1na11agc st1spectecl Lassa

fe\ er cases till i1-re,1e1·sible co1n1)lications de,,elo1).

Often tin1e�, patie11ts ,vitl1 feb1·ile ill11ess 1·e1Jo1·t fi1·st at a p1·i111a1·y care ce11t1·e wl1e1·e treatme11t 1nay be 

conm1e11ced for the con1mon febrile illnesses st1cl1 as n1alaria, t111pe1· ai1·way infections a11d typl1oid 

long before the diagnosis is confirmed. In fact, in son1e facilities, more than one regimen may be 

con1pleted before more investigations are ordered and other professional opinions sought to 

detem1i11e tl1e cause of a persisti11g illness. B)' tlus time, a lot of contact betwee11 the patient ancl thei1· 

relati,,es. other patie11ts a11d l1ealtl1care v.101·Icers l1ave occ11r1·ed witl1 epiclemiological co11seq11e11ces 

part1ct1lar1)' if it is a ,,iral J1aemorrl1agic fever lilce Lassa fever. 

The public health importance of Lassa fever cannot be over e1nphasized if one considers the high

infectivitv and mortality rates associated ,, ith the disease (Abdul Raheem, 2002). These outbreaks
, 

have resulted in panic among affected communities and a strain on manpower in health facilities

where these patients are first n1anaged or subsequent!) referred. Nosocomial lransn1ission of Lassa

fever is not uncommon and has resulted in the painful lo�'> of manpower across 1nany cadre<; in the

l1ealth �,orf(force (Fisl1er-I !ocl1 et al, 1995).
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The Nigenan Federal Ministry of I-Iealt11 records indicated 174 cases witl1 60 deatl1s and case fatality 

rates rru1gi11g from 12.5 to 66.73/o betwee11 2003-2007 (FMOH, 2001). 

Also an ot1tbrealc of Lassa fever, accordi11g to WI-IO Global Alert and Respo11se, has occt1rred in

Nigeria, 623 suspected cases, incl11ding 70 deatl1s have been 1·eoorded from 19 of t11e 36 Stales since

the begi1111i11g of tl1e year. TJ1e Lassa vi1·us l1as been labo1·atory-confirmed in 108 patients as of month 

of April. Tl1is 11un1be1· 1nay cha11ge as 11101·e labo1 ·atory resL1lts a1·e received. A111ong tl1e fatalities, 

include tl11·ee docL01·s and fo11r nt11·ses (CDC, 2012). The affected states incl11de Edo, Nasru·awa, 

Plateatt, Ebo11yi, Taraba, etc (Folasl1ade , 2012). 

T11e DSN syste111 is i11adeqt1ate i11 Nige1·in. A1nong otl1er 1.l1i11gs, lacl< of awareness of tl1e L1seft1lness 

of t)1e systen1 is so111e of tl1e 1·easons for its \\/ealc11ess. Tl1e cl1alle11ges of tl1e st1rveilla11ce syste111 j11 

de,1elopi11g co11ntries lilce Nige1·ia i11clt1de laclc of avvare11ess, laclc of feeclbac]c, ig11ora11ce of ct1rrent 

regulat1011s a11d tl1e list of 11otifiable cliseases by the l1ealtl1 11erso1u1el (Bawa et al., 2003 and Ofili et 

al.,2003). Findings l1ave also sl1ow11 t11at n1ost of tl1c trai11i11g of perso1111e1 on DSN \¥as 011ly

co11ducted at tl1e natio11al and 1·egio11al le,1els ,vitl1011t it's cascacli11g to t11e LOA a11d facility leve]s. 

Tl1e tra1ni 11g of )1ealth person11el at district a11d bealtl1 facility levels l1ave bee11 sl1ow11 to i1nprove tl1e 

reporti11g 11otii1able co11ditions ai1d respo11se to epidemics 

Rapid notification of infectious diseases is essential for prompt public health action and for 

monitoring of disease trends at the local, state and national levels. Despite its in1portance, notification 

s11ffers fro111 s01ne setbacks, cts s110,vn b)' se,1eral stt1dies (Tai1 et al., 2007) 

An assessn1ent of potential barriers to healthcare workers's lmowledge of the disease and its reporting 

are therefore l.Illportant preparedness steps in avoiding pote11tially fatal 0L1tb1·eal(s 

1.2 JU TJFJCATION 

The en1ergence of this highly virulent and contagious Lassa virus in 1nany 111ore districts and states in 

endemic countries of the \Vest African sub-region and the increasing sporadic cases of Lassa fever 

outside the endemic regions \Vithin and out5ide Africa as a result of huge inter-border traffic and 

international travels, necessitates that health care providers should have con1prehensive infonnation 

about the ,1irt1s and tl1e disease it causes ((Ji�bti et al, 2007) 

Similar studies documenting potential barriers towards reporting of suspected I ,assa f C\ er ca\L''> by 

health care workers include: Know] edge and practi cc re ga Id Ing Lassa fi.:v t:r arn on g p ri 111 nr y c ", c 
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The Nigerian Federal Ministry of I-Iealtl1 reco1·ds indicated 174 cases with 60 deatl1s and case fatality 

rates rai1ging fi·om 12.5 to 66. 7o/o bet:\.vee11 2003-2007 (FMOH, 2001 ). 

Also an ot1tbreak of Lassa feve1·, according to WI-IO Global Alert and Response, has occt1rred in

Nige1·ia, 623 suspected cases, inclt1di11g 70 deatl1s ha,,e been recorded fro1n 19 of the 36 Stales since 

the begi1111ing of the year. Tl1e Lassa vi1·t1s l1as been labo1·atory- co1tl
"'

1rmed in I 08 patients as of month 

of A.pril. Tl1is n11n1be1· 111ay chru1ge as n101·e labo1·atory resttlts a1·e received. Ai11ong tl1e fatalities, 

include tlu·ee doclo1·s and fot11· 11111·ses (CDC, 2012). The affected states i11cl11de Edo, N asarawa, 

Plateatt, Ebo11yi, Ta1·aba, etc (Folasl1ade , 2012). 

Tl1e DSN S)1ste111 is i nacleq11ate i11 Nige1·ia. A111011g oll1e1· t11i11gs, lac le of aware11ess of tl1e t1sef1.1lness 

of t11e S)1sten1 is so111e of tl1e 1·ensons for its vvealc11ess. Tl1e cJ1allc11ges of tl1e st1rveilla11ce syste111 i11 

developi11g cot1ntries lil(e Nige1·ia. i11clt1de laclc of a\vare11ess, Incle of feeclbac)c, ig1101·a11ce of ct1r1·ent 

regt1lat1ons a11cl tl1e list of 11otifiable ciiseases by tl1e l1ealtl1 perso1111el (Bawa et al., 2003 ancl Ofili et 

al.,2003). Fi11dings l1ave also sl1ow11 tl1at n1ost of tl1e trai11i11g of IJerso1u1e1 011 DSN was only

co11ducted at tl1e 11ational a11d 1·egional Ie,,els \¥itl1ot1t it's cascacling to tl1e LOA a11cl facility levels. 

The tra111ing of healtl1 person11el at district a11d healtl1 facilil)' levels l1ave bee11 sl1ow11 to irnprove the 

reporti11g 11ot1fiable co11ditions a11d 1·espo11se to epidemics 

Rapid notification of infectious diseases is essential for prompt public health action and for 

n1onitonng of disease trends at the local, state and national levels. Despite its in1portance, notification 

suffers fro111 some setbacks. ,ts s110,vn by se,,eral stt1dies (Tm1 et al., 2007) 

An assessn1ent of potential ban·1ers to healthcare workers's lmowledge of the disease and its reporting 

are therefore important preparedness steps in avoiding pote11tially fatal ot1tb1·eal<s 

'fhe en1ergence of this highly vin1lent and contagious Lassa virus in 1nany n1ore districts and states in 

endemic countries of the \Vest African sub-region and the increasing sporadic cases of Lassa fever 

outside the endemic regions \Vithin and out�ide Africa as a result of huge inter-border traffic and 

international travels, necessitates that health care providers should have co111prehensivc infonnation 

about the ,1irus and tl1e disease it cat1scs ((Jf�bt1 et al, 2007) 

Sin1iJar studies docu1nenting potential barriers towards reporting of suspected Lassa fi.:, er ca\cs b) 

healtl1ca1·e \Vorkers incJude: K110,vlcdge ar1<l practice r<!g,trcl111t1 f""nss,1 rcv�r ,1111<)11g J) t 1111,11 )' c11rt: 
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l1ealtl1 ,,,orlcers in Esan west a11d central local gove1·runent areas in Edo state, a stt1dy carried ot1t by

Aigb1re111olen et al (2011 ), it "vas conducted an1011g prin1ary cm·e healtl1 wo1·lcers only and did 11ot

include disease repo1ii.I1g. Also Lassa fever a\vareness ru1d practices was ca1Tied 011t on Nigerian rural

con1IDL1nity dwelle1·s only (Asogun, 2010). Popoola, (2008) I in1ited l1is sttrdy: the Potential for

Cli11ical Diagnosis and Notification of Lassa Fever: to residents doctors in UCI-I alo11e. 

Tl1ere is 11eed fo1· clirucians a11cl pt1blic l1ealtl1 officials to remain ale11 to ende111i.c i11fectiot1s c]iseases 

of tllis 11atLL1·e a11d to institt1te ap111·op1·iate 111east11·es to prom1)tly identify cases and 1·eport t11e111, JJrotect 

l1ealtl1care worlcers and care-givers. Effective preventio11 and co11tI·ol will clepe11cl 011 accurate a11d 

prompt cliagnosis ,vitl1 urgent 1·e1)01·ti11g to approp1·iate at1tl101·ities a11cl i11stitt1tion of apprOJJriate 

co11trol gL11delines to abo1·t tl1is t1·e11d (ACDl) , 1996) Tl1erefo1·e, tl1e lcey issues ]1ere are 11avi11g a l1igh

index of st1s1Jicio11 and abilit)' to decicle 011 qt1iclc 1·eferral. l"l1ese two cle111ents are l1i11ged on 

Jmowledge and experie11ce. Tl1e resL1lts of tl1is stLtd)' \vill be LlsefL1l fo1· 11Ian11i11g l1ealtl1 care 

inten1entions 011 Lassa fever p1·eve11tion a11d cont1·ol, pro111oti11g active st1r,,eillr111ce a11d notification of 

diseases a11d fo1· i11,,estigati11g of trends i11 i11terventio11s ove1· ti111c. 

1.4 RESE \.RCI-1 QUESTIONS 

1. \Vhat 1s tl1e level of lmowledge of Lassa fever by l1ealtl1ca1·e vvorlce1·s?

2. W]1at 1 s the level of 111e knowledge of ]1ealil1care vvo1·lcers 011 Lassa feve1· 1·e1Jo1·ti11g th1·ot1gl1 tl1e

IDSR strategy? 

3 \Vl1at 1s the attitude of healtl1care vvo1·l(ers towards Lassa feve1· 1·epo1·ti11g? 

4. Are tJ1e i11frastructures for disease 1·epo1·ti11g adeql1ate at tl1e l1ealtl1 facilities j11 Ibaclan?

5 Is tl1ere an association ben�·een lcno\vledge of tl1e disease, it's 1·epo1·ti11g tl11·ot1gl1 tl1e IDSR st1·ateg)' 

and altitude tO\\fards it-s reporting?

• 
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1.5 OB,JECTI\'ES 

1.5.1 Broad Objective 

To assess U1e potential ban·ie1·s towards reporting of s11spected Lassa fever· cases by doctors and

n11rses i 11 Ibaclan. 

• 

1.5.2 Specific Objecti,1es 

1. To dete1·mi 11e tl1e lc11owledge of Lassa fever an1011g l1ealtl1ca1·e vvorlce1·s in Jbada11.

2. To 111eastrre tl1e ]a10,¥ledge of l1ealtl1ca1·e worke1·s 011 Lassa fever 1·eporti11g ll11·ot1gh tl1e IDSR

S)'Sten1. 

3. To evalt1ate tl1e attitl1de to\varcls Lassa fever 1·eporli11g a1no11g l1ealtl1ca1·e wor·lcers jn Ibadan.

4. To asce1·tai11 tl1e adeqt1acy of i11frastrt1ct111·e fo1· disei1se 1·epo1·t111g at tl1e ]1ealll1care facilities i11

Ibadn11. 

• 
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LITERATURE REVIE\tV 

Tl1e history of Lassa feve1· bega11 i.n 1969 vvitl1 the 111yste1·ious deatl1 of two 111issionary nttrses and a 

near fatal illness of a tltl1·d. Tl1e vi1 ·t1s isolated fron1 two of tl1ese patients was namecl "Lassa'' after i11e 

to"vn Lassa of Bomo state i11 Nige1·ia vvl1ere tl1e disease was first 1·ecognizecl. Ai1 An1erican nt1rse 

working at a Iv1issio11 statio11 i11 Lassa, Nigeria beca1ne ill after ca1·i11g for t\t\'O otl1er nt1rses wl10 died 

of tl1e disease. \Vl1e11 sl1e too, develo1Jed a 103-degi·ee fever a11cl severe t1lcc1·s i11 l1er 1nout]1, sl1e was 

flown to a I-Ios1Jital in Nevv Yorlc. A docto1· a11cl scie11tist at Col t1111bia University caring for tl1e 11urse, 

se11t blood sa1nJJles to tl1e Yale A1 ·bovi1·t1s Resea1·cl1 U11i t (F1·ame et nl , 1970). 

�1ean,\1l11le, a resen1·cl1 teatn at Yale U11iversity bega11 stt1dyi11g tl1e bloocl sa1111Jles of tl1ese tlrree 

missionaries. A fe,v 111ontl1s after tl1is ,vo1·l( began; tl1e 11eacl of tl1e team ca111e do,v11 witl1 tl1e disease. 

Botl1 l1i111 and tl1e nurse st1r,1ived t11eir ill11esses. U11fo1 ·n1nately l1oweve1·, a labo1·atory tecl1nicia11 at 

Yale ,,,it11 110 la10,v11 contact ,v1tl1 tl1e vi1·t1s co11tracted tl1e disease and diecl i11 Dece111ber 1969 .. But it 

was apparent earl)' 011 tl1at t11is \Vas not a typical nosoco111ial 011tb1·calc a11d only a s111all fractio11 of tl1e 

cases cot1lc1 be traced to infection acqt1i1·ecl i11 tl1e l1ospital itself. 111 fact, n1osl of tl1c patients became 

infected i11 tl1eir o,,,n village ( 1vf 011atl1, 1972) 

Doctors. ,vitl1 otl1er scientists f1·om tl1e Centers fo1· Disease Cont1·ol a11cl P1·e,1entio11 a11cl Yale 

Un1versit)' and tl1e lvlinjstr)' of 1Iealt11 of Sie1Ta Leone, bega11 a syste111,1tic stt1dy of a11i111als fro1n 

patients' J1on1es to deterrnine t11e carrie1· of tl1e clisease. I-It111c11·ecls of a11i111als, partict1larly rode11ts, 

,,,ere collectecl from the ,,jJJage ancl st1rrot1nding areas. Several st1·ains of Lassa vu·t1s we1·e isolated 

from a srnall gra)' rodent found ]i\1ing i11 tl1e l1011ses, in1plicating it as tl1e 1·eservoi1· l1ost 

(:tv1cCorn1iclc, 1987). 

Since t11is discover)', several otl1er studies l1ave been car1·icd ot1t in West Af1 ·ican village setti11gs 

confirn1i11g tl1e trans1nission 01· Lassa virus to ma11 f1·on1 tl1is cornmo11 village 1·ocle11l, scie11tifically 

called tvfc,stomys nc11c1lensis (Fisher-Hocl1 et al, 1995) 

In 1976, 011e of doctors in tl1� C IJC in All,tnlft (jcorgia sent l1is colle,lgttc i111cl ,1 111cclical tc,1111 to \�'c�l 

Afi·ica to begin exte11si,,e researcl1 to ,Jnswcr tJ1e er iticrtl c1t1cslio11s st1rr<Jt111tli11g I.J�1ssn ft:\'L\r l"l11c1\1�J1 
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• 

the combi11ed efforts of the CDC, tl1e Mi.I1istry of I--Iealth il1 F1·eetown, Sierra Leone, and tl1e Nixon 

:tviemo1·1al I-iospital in Segbwen1a witl1 a very capable Sier1·a Leone 1nedical staff, a researcl1 t1nit 

spec1ficall), ai111ed at studyi11g a11d developing a treatme11t to Lassa fever bega11 to t1ni·avel its 

m)1steries (CDC, 2004).Tl1e vi1·t1s was discovered as pa1t of a pla11 to icle11tify t11tlu1ow11 vin1ses from

Africa by collecting serun, specin1ens f1·on1 patie11ts vvitb feve1·s of t1nlmown origin (Frame et al,

1970). 

Epide1n1cs of Lassa ·fever l1ave also bee11 cloct1111ented in otl1er West Af1·icai1 cot1ntries i11clt1ding 

Libe1·ia, Sierra Leo11e, Gt1inea, Niali and Se11egal (Mo11atl1 et al, 1972).Si11ce its initial discove1-y, 

nosoco111ial ot1tbrertl-cs of Lassa fever l1ave occt1n·ed 1·e1)eatedly i11 Sie1Ta Leone: Pangt1ma, l(e11en1a,

1971-83, 1997 ,(Carey et al, 1972) Libe1·ia: Zo1·zor, 1972; Pl1ebe 1972, 1977, 1982;(Bowen et al, 1975 ) 

Ganta 1977, 1982 (F1·ame et al ,1984) a11d Nigeria: .Tos, 1970, 1993(Fisl1er et al, 1995); Onitsl1a, 

l 974(Bn_1a11i et al, 1997); Zo11lC\va, 1975 ; V 0111, 1975-77, Imo, 1989 (McC01·111jclc, 2002); Laiia, 1993;

ai1d I11·t1a, 2004( 0111ilabt1 et al, 2005). 

In,1est1gations 111 tl1e l 970s a11cl 1980s poi11ted to tl1e existence of 3 disease-e11den1ic zones witl1in 

Nigeria: the nortl1easte1·11 regio11 aro1111d Lassa (Ficl1et et al, 2009), tl1e ce11t1·al region a1·ot111d .Tos, and 

tl1e sot1tl1e1n 1·egion a1·ot1nd Onitsl1a (Bo,ver1 et al, 2000).Tl1e fi.111 exte11t of Lassa's e11de111icity is 

11nlmo,, 11 (lue to poor 111eans of contact a11d con1n1unication witJ1 tl1e 1·t1ral villages wl1ere Lassa is 

st1rely see11. a factor tl1at p1·e,,e11ts botl1 1·e1Jorting and treat1ne11t of i11fection. 

A f e,v cases of the iI11portation of Lassa ,,irt1s i11to ot11er parts of tl1e wo1·ld f 01· exa111ple by travelle1·s 

l1a, e been doct1n1ented (l-Iolmes et al , 1990). Tl1ere l1ave bee11 10 confi1·n1ecl cases of Lassa fever in 

the UK since 1970 (Cooke et al, 2009) . 

• 

2.2 EPIDEJ\1IOLOG1' OF LASSA FEVER 

• 

2.2.1 Di�tribu tion 

Lassa fever is enden1ic in \\1est Africa. I Iowever tl1e worlcl 1s 110w a global village n11d tl1e previot1s 

geograpl1ic,tl gap betv-ecn tl1e t1·opics a11d tl1e developecl \Vorlcl 11as been bridged by i11tcr11atio11ul 

tra,,el. TJ1e 6-21 da)'S i 11cubatio11 period indicates tl1,tt a pcrc;o11 wl10 co11tacls L,1ssa fe,1e1 i11 a11 

endemic area i11 \\1est Africa 1nay travel l<> a dcvelopcc) coL111try \Vitl1i11 tl1L' i11ct1l1r1titl11 11c1 i()Cl 1111cl 

catrse a11 eJJicf emic (I 11egbenelJor, 2007). "I J1e 1110s t severe I y a f�f cct eel ( (>t 111t ri cs r1 rt; i 11 I l1c rcgi<lll 1(tl()\\'11 

8 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



as tl1e Ivianu River Union (Liberia, Sie1·ra Leone and Guinea) ru1d Nigeria (I<J1an et al, 2008). 

011tbreal ... s a1·e comrnon in these countries. Accordi11g to tl1e rislc n1aps, tl1e LF 1islc area covers

approxin1ately 803/o of t11e area of eacl1 of Sie1·ra Leon,e and Liberia, 50% of Gtlinea, 40% of Nigeria,

30°� of eacl1 of Cote d'Ivoi1·e, Togo a11d Beil.in and 10% of GI1ana (Calvet and Roge1·s, 2009).

A rece11t study describes detection of Lassa virt1s i11 1·odents in s011tl1em Mali (I-Iealtl1 p1·otection

Agency, 2012). Anotl1e1· study by Ficl1et et al (2009), l1as 11sed spatial ru1alysis of data fi·om l1t1mru1 

cases a11d infected rodents, togetl1er ,;vitl1 e11viroru11e11tal and n1ete1·eological co11ditions, to better 

11nclersta11d tl1e distJ:ibt1tio11 of Lassa feve1· iI1 West Af1·ica. New insigl1ts l1ave bee11 gainecl i1.1 tl1e 

pathogenesis and molec11lar epidemiology of Lassa fever, and state-of tI1e-arL tec1mo1ogies for 

diagnosi11g tl1is life-tl11·eate1li11g disease l1ave bee11 developed (Gt111tl1er et al, 2004). 

2.2.2 Impo1 .. tecl cases 

Eigl1l cases l1a, 1e been in1po1·tecl i11to tl1e UI<. since 1980. A 68-year-old 111an wl10 1·ett1rnecl fro1n Sie1·ra 

Leone to Ge1·111any l1as bee11 diag11osed ,vitl1 Lassa fe,,e1· (Coolce a11d sl1api1·0I, 2006) most cases l1ave 

been deri,,ed fro111 eit11e1· Sier1·n Leo11e or Nigeria, exce1Jt for a si11gle case i11 Febrt1ary 2009 wl1icl1 

l1acl bee11 acqurred in �1lal1. Cases of Lassa fever i111po1·ted to Et11·ope indicate tl1at tl1e vi1·t1s also 

circulates 111 I,1of)' Coast and Ivlali (Atl<in , 2009 and Gt1ntl1er et al, 2000). \Vo1·ld-vvide, i1nported 

cases ru c \ ef)' rare and occtrr al111ost exclt1sivel)' in pe1·sons vvitl1 l1igl1 1·islc occupatio11s st1ch as 

medical or ot11er aid ,vorlcers. Tl1e ris1c to to1u·ists is considered to be ve1·y low. 

The pre,,alence of Lassa fever J1as bee11 assesed by clete1·n1ini11g tl1e IJrevalence of antibodies to Lassa 

fe, er in co1nm uni ties. The p1·e,1al ence of Lassa fever in Nigeria, Gt1i11ea a11d Sierra Leo11e are 21 %, 

55o/o a11d 52% respecti,,el)' (I11egbenebor, 2007). Surve1Jla11ce fig111·es fo1· Lassa fever i11 West Africa 

are of l1111ited c1ualit)', but it is estimatecl t11at 100 - 500 tl1011sn11cl cases occt1r an11t1ally \.\1itl1 abo11t 

5,000 deatJ1s. 'fhe Nigerian Federal Ministry of J-Ieall11 recorcls 1nclicatecl 174 ca�cs vvith 60 c.Ie,1ll1s '-111cl 

case fitl,tlit)' rates 1a11giJ1g fro111 12.5 l(J 6(,.7'½, between 2003--2007 (fivfOII, ?QO 1 ). Tl1csc figt11 cs arc 

J1owever bas eel on f uci Jity based rep<Jrti11g u11<l m,ty L1r1c.ler rc1Jrese11 t ll1c..: 1nt1g11 i lt1clu of tl1e 111 (>l1le 111. 

StL1dies i11 Lassa ,,jJJage foJ lo\\1i11g the i 11i tial ot1llJrc,1I< loL111cl co111111 t1n i ty ser<1 flOSi l iv, t y (or l-'11ssi1 
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nntibod 1es of 5.8% in 434 serL11n samples tested, foJlow tip sh1djes showed 31 o/o of compo11nds l1ad at

least one f::1mily n1e111ber positive for Lassa antibodies (Ainold, 1977). 

Eze et al (20 l 0) in tl1eir study of higl1 Lassa Fever activity in Nortl1er11 pa1·t of Edo State, Nigeria: In 

tl1e yeat 2004 .. 12,000 persons p1·esented witl1 febrile illness at I11·l1a Specialist rfeacl1ing Hospital

(ISTH), Irrua; 832 (6.53/o) l1ad lassa fever confir1ned by reverse transcriptase-polymerase cl1ain 

1·eactio11 (RT-PCR). 4,096 (32.26%) of those witl1 feb1·ile illness l1ad act1te infection as tl1ey tested 

positive for lgJvl a11tibody. 333 (33.333/o) of abot1t 1000 staff of tl1e hospital l1ad sL1b-cli1tlcal i11fection 

as the)' tested positive for IgG a 11d 11egative for IgM a11tibody .. It was reco1ru11e11ded tl1at f11rtl1er 

se1·oepide111iological st11-ve)' i11volving la1·ge pop11latio11 sa1 11plc i11 the m·ea sl1ot1ld be ca1·ried 011t to

establisl1 n101·e accura·te seroepide111iological data 011 lassa fever. Also now in early 2012, Nigeria

1·ecordecl 623 st1spected cases, 108 co1t lir111ed cases a11cl 70 deall1s i11 19 states of tl1e 11alion

• 

2.2.4 Re c t"\'O i 1· 

I11 1972. tl1e Natal 111t1ltin1a111n1ate Mol1se, 111asto111;1s nc1!(1le11sis ,vas fot111cl to be tl1e 11att1ral l1ost of tl1e 

dead]) Lassa fe,,er ,, irllS. I 1 1fected 1·odet1ts ren1ai11 carriers t111·ot1gl1ot1t tl1ei1· life and clo 11ot sl1ow 

cli1ucal �) 1111)toms (Ogbt1 et al, 2007). 111 a stt1cl)' by Ol<.oro1· et al,(2005) tilled - Lassa vi1·11s: 

seroepidcn1iolog1eal survey of rodents caught in Ekpon1a and environs , Of the 876 rodents caught in 

different parts of Ekpon1a, Nigeria and environs, 218 were Jvlaston1ys natalensis, while 658 were 

otl1er 1·ocle11ts. Of tl1e 218 1)1 nc1tc1/e11sis caztghl, 102 (46.79%) ,ve1·e positive for comple111ent fixing 

a11tibod\1 to Lassa ,,ir11s. -

The outstanding difference bet\.\ een Lassa fever and the other arenaviruses is its trans1nibility fro1n

person to person (Monath et al. 1974).Lassa fever is transmitted to lnunans when they ingest food

contaminated b\' tl1e feces ancl t1rine of 111c1s/01nys nc1tc1le11.s·is·. Once l1t1111ans are infected, tra11s111issio11

also occurs from l1u111an to 11uman throt1gl1 contact witl1 flt1id a11cl aerosol secretio11s in tl1c for111 of

sneezing sputu1n, se1ninal fluid, stool, urine and blood (McC01 n11ck, 1987) There 1� no evidence of

Lassa v11·L1s transn1issio11 during tl1c i11culJatio11 pcrjocl c>r after rec ()Very, witl1 tl1c except 1011 C) r �c,ttlll

tra11S1nission. i11 ,,,11icl1 1ra11smissio11 rarely occt1rs bcc,1t1sc <>[ ,l�lt1yccl clcr,rt111ce (�J 111011tl1s itftcr 
• 

acL1te i11fcctio11) of Lassa ,,i rt1s fr<)111 tl1c gonacls(McCc)r 111 ick t111cl J�isl1�1·-I rc)cl1�20()1 ). Pc 1 ()tl lC)-
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person transmission occurs i11 botl1 commt1nity and healtl1care setti11gs, wl1ere tl1e virt1s 1nay be sp1·ead 

by co11ta111 i n'ated medical equip1nent, st1cl1 as re-11sed needles (Monath, 1975). I11fected persons

represe11t se1·1ot1s tlrreat to tl1e e11vironment (Ogb11 et al, 2007). Vertical transt11ission tlirot1gl1 breast

n1i 11{ has also been observed (Inegbe11ebor, 2007). 

2.3 Clinical Features 

Tl1e S)1111pto111atology of Lassa feve1· is often no11s1)ecific, es1Jecially early in tl1e disease, and 

conseque11tly tl1e diag11osis 1118)' be diffict1lt t1ntil 1nt1lti1)le si111il[tr cases a1JJJe,1r in tl1e setting of an 

epiden1ic c>1· 1111til tl1e cons111nn1ate a11d severe clinical synclro1ne beco111es aJJIJarent in an individt1al 

patie11t (I\1onatl1 et al, 1975). Signs a11cl sy111pton1s typically occttr afte1· an i11ct1batio11 period of 6 -21 

da;1s. T11e onset of illness is iJ1siclious v\'itl1 fever a11d sl1iveri11g acco111pa11ied by n1alaise, heaclache 

and gene1·nlized acl1i11g. S01·e tlu·oat is a co1nmo11 ea1·Iy sy11111ton1. In so111e cases tl1e to11sils a11d

pl1ar;111x 111ay be inilruned ,vitl1 patcl1es of ,,,11ite or yello"visl1 ext1clate n11cl occasio11ally s1nall vesicles 

or sl1alJo,,, t1lcers. As tl1e ill11ess p1·ogresses t11e bocly te111percttt11·e 1nay 1·ise to 41 °C witl1 claily 

flt1ctt1at1ons of 2-3°C. Tl1e d11ratio11 a11d severity of fe,,er is ve1·y va1·iable. Tl1e average clt11·ation is 16 

cla) s bt1t e'{tre111es of 6-30 da)'S l1a,,e bee11 reported. A featt11·e of se,1ere attacl<s is letl1argy or 

prostrato11 is propo1·tionate to tl1e fever. Dt1ring tl1e seco11d ,veelc of illness tl1e1·e 111ay be eden1a of tl1e 

head and 11eck. encepl1alopatl1), pleural efft1sion and ascites. V on1iti11g and diar1·l1ea 111ay aggravate 

the eff ecLs of renal and circt1latory failt1re (Gu11tl1er and Lenz, 2004). Seve1·e cases develop sig11ifica11t 

I1en1on·l1age nnd multi-organ failt11·e witl1 widespread eden1a and bleecling i11to tl1e slcin, 1nucosae and 

deeper t1ssL1es. In non-fatal cases, the feve1· subsides ancl tl1e patient's co11ditio11 i1nproves rapidly 

altJ1oug11 tiredness may persist for several weeks. Cli11ically, a Lassa fever i11fectio11 is diffict1lt to 

distinguisl1 fi·om otl1er ,,iral hen101·rhagic fevers, sucl1 as Ebola a11cl Marbltrg, ancl frorn 1nore co1n111on 

febrile i l111esses SLich as malaria and t) phoid (Fisher-I-Iocl1 et al, 1995). 

2.3.1 Complicitfions of L:t�\:t fc\·cr 

Vario11s complications ma,, occt1r in tl1c cot1rse of Lassa fever. Tl1ese co111plicat1011s '''-11 y \v1ll1 
. 

� 

cluratio11 of iJJness and sex of· tl1e \1icti1n. 

1. l·l) pcJ\'cJlcr11ic sl1ocl(

Lassa [e\'er vi re111ia cat1ses en<lotl1cl i,11 �111cJ platclcL (1 ysf't111el i, ,,, \Vi f 11 co11s<;c1 ttl.!11 t lel,k y 
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capillar) syndro111e. Bleedi11g occurs in all organs and from all mt1cosae leading to

11)-rpovolemic sl1ocl( ( Hru·per ,2004) 

2. Elect1·olyte imbalance

:i\1ost Lassa fever victin1s lose f1t1id tlrrougl1 von1iti11g ancl cliatTl1ea a11cl tl1e1·efore clevelop

electrolyte in1balance (Bat1sch el al, 2001) 

3. ]"{.e11al 1·ailt11·e

Re11al tub11lar damage 1nay also occt1r on Lassa fever a11d i11 conj11nctio11 witl1 tl1e 

l1)·povole1nic sl1oclc predispose to 1·e11al failt1re (Inegbe11ebor, 2007). 

4. Co111plicatio11s of Lnss:1 feve1· in p1·egnancy

Lassa feve1· is eSJ)ecially cla11ge1·011s in pregnant ,,,omen. rfl1e occt1r1·e11ce of breast pain ru1d 

te11cler11ess, prete1·111 co11tractions a11cl bleeding 111ay be disti11ctive feat111·es of LF i11 

JJreg11a11C)'. Tl1e cli11ical fincling of a viable feh1s n1ay be p1·eclictive of i1111)1·ovecl n1ater11al 

and fetal ot1tcon1e ( Olcogbeni11 et al, 201 O).Abortion is co1111no11 i11 ea1·ly J)1·eg11a11cy a11d 

111 tr,1ute1·i11e fetal deatl1 is co111111011 i11 l,1ter p1·eg11a11cies. A bortio11 redt1ces tl1e 11101·tal i ty rate 

i 11 a ftectecl p1·eg11ant ,, 0111e11. P1·og11osis is very }Joor i11 preg11a11t wo111e11 as 111ortality rate 1nay 

be lll) to 80° o.

5. Se11sorine11ral clc�1 fness

"fl11 ':> 1s tl1e co111n1011est co111plicatio11 of Lassa feve1·. It is 11ot 1·elated to tl1e seve1·ity of clisease 

ns it n1a) occtir ,vitl1 tl1e san1e freqt1e11cy i11 botl1 1nild a11d se,,e1·e for111s of tl1e disease. 

Ol<okl1ere et al, in 2009 den1onstrated from tl1eir stt1dy tl1at se11sorinet11·al l1earing loss fro111 

Lassa fe,·er infections ca11 occur in botl1 acute a11d convalesce11t stages a11cl is p1·obably 

1ndt1ced b, an immune 1·esponse . 
• 

2.4 Diagnosi 

Because the symptoms of Lassa fe, er are so varied and non-specific, clinical diagnosis is often 

difficul!, especially early in the course of the disease. Lassa fever is difficult to distinguish fron1 n1any 

otl1er cliseases \1''11 i cl1 cat1se f e,,cr. incl tiding 1nalaria, sl11gel los1s, typl1oi d fever, yellow [ever a11d otl1er 

\'iral ]1,1e11101·rl1agic f e,1ers. I)efiniti ,,c diag11osis rcq LI ires tc�ti 11g tJ1at is avai lab] c 011 l)' i 11 l1igl1 l)' 

specialized laboratories. Laboratory specin1cns may he ha,,;ardous and n1u�l be handled ,vilh Cl\trcn1c 

care. Lass,t fe,,er is cliag11oscd by detection of I.Jass,1 ,1r1tigc11, ,1,1ti-JJ,,ss,1 ,111til1t1clics ()1' vir11s isl1l11tio11 

techniques (WJ-10, 2005). I Jenee, to n1ake accurate diagnosis n I Lassn lt:vcr, clinical 1nani r cstnt ion, 
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epidemiological data, and result of laboratory findings should be taken into consideration (Ogbu et al, 

2007). Bausch et al (2000) during their study in SietTa Leone and Guinea in West Africa did a

tl1orougl1 evalt1ation of the Lassa vin1s ELISA 011 field-collected samples to assess its t1·t1e sensitivity

and specificity. The virus can also be detected by reverse transcription PCR (RT-PCR) in all patients

by tl1e third cla)' of ill11ess, iID111t111oflt1orescence identifies only 52% of tl1e patie11ts b11t 111e reagents 

and assa)1S a1·e not widely a,,ailable a11d do 11ot detect i11fection d11ring tl1e incL1batio11 period (Droste11 

et al, 2003). 

2.5 T1·c:1t111cnt 

Riba,1iri 11, an antiviral drt1g, is tl1e ct1rre11t trcat111ent of Lassa f e,,er. Tl1e d1·L1g is to be aclministered i11

a volt1me of 50-100 1111 of nor111al saline to be infused ove1· 30-40 111i11t1tes. 

Loading dose: 33 n1g/lcg (maxi111t1111 close 2.64 g) 

Follo,vecl by a dose of 16 1ng/lcg (1nax dose 1.28 g) every 6 l1otrrs for tl1e first 4 days 

Follo\ved by a dose of 8 rng/l(g (111axin1t1n1 close 0.64 g) every 8 l1ot11As fo1· tl1e st1bseque11t 6 days. 

Total treat111ent period is te11 days, a a·eatt11ent cl1a1·t sl1ot1lcl be co1npleted for i11dividt1al patie11t clea1·ly 

la)1ing ottt correct a111ott11t to gi,,e for eacl1 dose (AbdulRan1eed, 2002).

Support I\ e treatment is usuall) carried out \Vith intravenous fluids, and treatment of complications

sucl1 as re11al fail u1·e a11d i11 fect1 ons 111a)' be 11ecessary Mo11atl1 ( 197 5) ol1servecl tl1at ad1ninist1·ation of 

plasma contammg antibodies to Lassa virus being tried in a number of acutely ill patients. Five are 

\\'ell doct1P1ented: a fa,,ot11·able respo11se vvas obse1·ved in 4 a11d a11 adve1·se effect was st1spected in 1 

case. 

Ribavirin has been as�ociated \Vith a number of adverse effects, although most of the1n are 1nild, and 

all are reversible ,vith cessation or dose reduction of the drug (Crowcroft et al, 2004). Although Lassa

fe, er can be treated ,vith ribavirin, early diagnosis and treatment is essential in all cases of Lassa 

fever. Ribavirin is most effective ,vhen given ,vithin 6 days of illness. Self-diagnosis and trealn1ent is

con1n1on in the tropics because of ignorance and poverty. It is only when there is no remission of 

fever that the patient seeks treatment in a health-care facility (Cro\vcrofl, 2002). Relative 

co11trai11dicatio11s to riba\1i1·in fJEI' (postexpost1re propl1ylaxis) i11clL1clc se,1e1·e a11e1111n 01

hemo gl obi no pa thy in pregnancy an<l breast-feeding, co Io nary a rte r) di sen �c, rcnn I i nsu rti c 1 ency. 

decompensated liver disease. and kno\vn hypersensitivity (Russn1nnn ct al, 2006) i\ lcC01 n11ck el al 
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epidemiological data, and result of laboratory findings should be taken into consideration (Ogbu et al, 

2007). Bausch et al (2000) during their study in Sierra Leone and Guinea in West Africa did a

thorough evaluation of the Lassa vin1s ELISA on field-collected samples to assess its true sensitivity 

and specificity. The virus can also be detected by reverse transcription PCR (RT-PCR) in all patients

b)1 the third cla3/ of ill11ess, imn1u11oflt101·esce11ce identifies only 52o/o of tl1e patie11ts bl1t il1e reagents

and assays are not \Videly available and do 11ot detect i11fection d11ring tl1e inct1batio11 period (Droste11 

et al, 2003 ). 

2.5 T1·c:1 t111en t 

Riba,1iri11, nn a11tiviral drt1g, is tl1e ct1rre11t t1·eat1nent of Lassa fever. 1"'11e drL1g is to be aclministerecl i11 

a ,1olt11ne of 50-100 1111 of nor111al sali11e to be infused over 30-40 111int1tes. 

Loadi11g dose: 33 n1g/l(g (maxi111t1111 close 2.64 g) 

Follo\,1ecl by a dose of 16 n1g/l<g (1nax dose 1.28 g) e,,ery 6 l1ot11·s for tl1e first 4 days

Follo,,,ed by a close of 8 mg/lzg (111axin1t1111 close 0.64 g) eve1·y 8 l1ot1rs for tl1e st1bseque11t 6 clays. 

Total treat1nent period is te11 days, a t1·eat111ent cl1a1·t sl1ot1ld be co111pleted for i11dividt1al patie11t clea1·ly 

la)'ing ottt co1Tect an1ot111t to gi,,e for eacl1 close (Abdt1lRnn1eed, 2002). 

Support1\ e treatment is usual!) carried out with intravenous fluids, and treatment of co1np!ications

such as re11al fai1u1·e a11d i11fections n1ay be 11ecessa1·y Mo11atl1 (1975) obse1·vecl tl1at ad111inistration of 
plasma containing antibodies to Lassa virus being tried in a nu1nber of acutely ill patients. Five are 

\\'ell docL1n1ented: a fa,10111·able respo11se vvas obser·ved in 4 a11d a11 adve1·se effect was s11spected in 1 

ca�e. 
Ribavirin has been associated with a number of adverse effects, although most of them are 1nild, and 

all are re\ ersible ,, ith cessation or dose redt1ction of tl1e drt1g (Crowc1·oft et al, 2004). Altl1ot1gl1 Lassa 

fever can be treated \\'ith ribavirin, early diagnosis and treatment is essential in all cases of Lassa 

fever. Ribavirin is most effective \Vhen given within 6 days of illness. Self-diagnosis and treat,nent is 

con1n1on in the tropics because of ignorance and poverty. It is only when there is no remis5ion of 

fever that the patient seeks treatn1ent in a health-care facility (Crowcrofl, 2002). Relative 

contrai11dicatio11s to 1·ibaviri11 PEI> (postcxpo5t1re propl1ylaxis) i11clt1clc severe a11c1111a or 

hemoglo bi no path y in pregnancy and b rcas t-f ectl in g, co I o nary artery cl i sense, renn l in su I Ii c i cne) , 

decompensated liver disease, and knovvn hypersensitivity (Russ,nann ct al, 1006) MeC'orn11ck ct al 
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(1989) in tl1e1 r stt1d1 co11cluded tl1at Ribavirin should be used at a11y point in tl1e illness, as well as for

11oc;texpost1re p1·opl1yl[Lxis. 

2.6: Pt·e,,ention and Cont1·ol 

Preve11tion of prunar)' trans1nission of tl1e Lassa virt1s fro111 its l1ost to ht11nans can be acl1ieved by

avoiding contact vvitl1 J.l[asto111J1s rodents, especially it1 the geogra1Jl1ic regions \Vl1e1·e outbrealcs occur.

Putti11g food away ii1 1·ode11t-proof co11tainers ancl l<eeping tl1e l1on1e clea11 l1elp lo discourage rodents 

fro111 e11 le1·ing l1on1es. Usi11g tl1ese 1·ode11ts as a foocl sot11·ce is 11ot recom1ne11ded. T1·appi11g in and 

a1·ound l10111es ca11 l1elp redt1ce rode11t po1Jt1latio11s. Ilowe,1er, tl1e \Viele clistribution of Mc1sto111.ys i11

Africa 111alces con1plete control of tl1is rode11t rese1·,,oir i1n1Jractical (Granjon et al, 1997). Lassa 

haemorrl1agic fe,,er is a l1igl1lJ' virt1le11t a11d contagio11s viral i11fectio11. Tl1ere[ore, wl1e11 cari11g for 

JJatients \\ itl1 Lassa fe,1er, n.1rtl1e1· t1·a11sn1issio11 of tl1c cliscase tl11·0L1gl1 JJerson-to-perso11 contact or 

nosoco111ial 1·ot1tes ca11 be avoided by talcing p1·eventi,,e JJrecat1tio11s ,1gni11st co11tact witl1 11atient

secretio11s b)' i11stitt1ti11g strict bar1·ie1· 11t1rsi11g (Fisl1er-I-Iocl1 et al, 1995). S11cl1 1)rcca11tions i11clt1cle 

wearing protective clothing, such as n1asks, gloves, gowns and goggles; using infection control 

measures, sucl1 as con1plete eqt1ipment ste1·ilizatio11 and isolati11g irifected patients fro1n contact witl1 

unprotected persons until the disease has run its course (McCorn1ick et al, 1987). Absolute 

precautionar) n1easures n1ust be taken ,vhile carrying out bacteriological and bioche1nical

in, estigations 111 the blood and unne sa1nples of suspected cases and such 111anipulations must be

done 1n b1osafet)' cl1ambers. All those wl10 l1ad contact cli1·ectly witl1 st1spected Lassa l1ae111orrl1agic 

fe, er patients ha, e to be traced, monitored and specimens should be collected for laboratory 

diagnosis. Those ,vho test positive have to be isolated and treated as soon as possible with ribavirin . 
.... 

(\\ HO, 2005). 1\frica (2009) recomn1ends that All IICWs should be : educated to understand the

mechanisn1s of blood-borne pathogen transmission, shov.·n methods to prevent transn1ission, and how 

to t1se tl1ose 111ethods i11 all circt11nstances. 

2.7 Public l1e�1ltl1 cl1allengcs

In Nigena, Jnspite of government's re-assureance, there are indications that only two !Jboratonc5 111 

the country have the capacity Lo screen blood f 01 Lassa fever and these arc the In ua �pcL 1,11 isl 
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Hospital 111 Jrrt1a, Edo State ru1d tl1e Central Medical Laboratory at tl1e Lagos Unive1·sity Teaching

I-lospital (LUTH) ( Folashade, 2012). 

Problen1� 1 t1clt1de weal( capacity of public l1ealtl1 laboratories, partict1lm·Iy tl1eir inability to co1lfitm 

\ 1-IF reqt11ri11g a bio-safety le\1el 3 or 4 laboratories, i11 adclitio11 to tl1e problem of sec11ring the

11ecessary reage11ts and trained labo1·atory staff. Inte1·secto1·al and c1·oss-border collaboration, 

coo1·di11atio11 of activities ru1d tl1e limited availabilit)' of trai11ed ht11nan resolrrces in tl1e a1·ea of 

st11'1eil1a11ce and 1·espo11se are also i111po1·ta11t issttes (WIIO, 2007). 

2.8: La�sa fe,,er EJliden1ic 1·csponse in Nigc1�ia 

Tl1e Mi11 iste1· of State for I-Iealtl1 in Nige1·ia i11augt1rated tl1e Lassa Pever Rapicl Respo11se co1nn1ittee 

nin1ed nl J)reve11ti11g and co11trolli11g tl1e ft1rthe1· ot1tbrealc of tl1e clisease. Tl1e Minister statecl that 

gove1·n111ent ,vot1ld co11ti11t1e to st11Jpo1·t tl1e treat1ne11t of all rcportecl Lassa fever cases wit11 11ro1nJJt 

}Jrovisio11 of drugs ancl pe1·so11al 1Jrotect1vc eqt1ip111e11t. Tl1is year (20 12), 500,000 vials of tl1e 

Riba,1iri11 clrt1gs ,,,ere 1)roct 1recl a11cl distrib11ted to tl1e affected states. As repo1·ted cases inc1·ease 

arot1ncl tl1e co11111J·)', tl1e National Eme1·gency Ma11age111ent Age11cy (NEMA) orga11ised sensitisation 

progra111111es geared to,varcls rn isi11g tl1e alarm o,,er tl1e ol1tbrea]( ( F olasl1acle, 20 I 2). WHO Global 

Alert and Response l1a,1e also bee11 acti,,ely in,,olved in tl1e outbreal< (CDC, 2012). 

2.9 lnteg14ate(l Disease Sui·,1eillance nnd Response (IDSR). 

Disease sur,,eillance has been described by as: 

S)1<;te111at1c. data collection on tl1e occt11·re11ce of cliseases, clisability a11d cleatl1s� 
tlat,1 organization [1n a] meaningft1l way; basic data analysis in orcler to extract 
11seful infom1ation: and timely and complete 1·epo1·ti11g.(WI-IO/ AFRO, 2003). 

Tl1e exjsti11g sur,,eillance S)'Stem in Nigeria \.Vas inse11sitive as it was i11capable of detecti11g early 

,,._,arni11g signs of ot1tbreaks. '"fl1e rest1ltant effect of the poor st1rveillance sysle1n is l1igl1 111ortality, 

1norbidity ,1nd disabilil)' .. , .. ith attendant st1ffering of ot11· peoJJle. 111 rccog11ition of tl1c defect i11 tl1c 

disease su1·\,eillance and notification situ,1tio11, Nigeria ancl otl1cr 1nc111ber States i11 t11e WI IO Africt111 

Region endorsed Integrated f)isease St1rveillancc a11cl Respo11se slrnlcgy ,lt tl1c 48tl1 Rcg1011al 

Committee 1neeti11g l1eld in J larare. /1111bafJ\VC, in SeptemlJcr, I 998. N1gcri,1 11,ts L;t11l)r[1cec.l ti,� 11e,, 

ID5R st1·ategy a11d J1as also i11troduced iL i11 all tJ1c S1r1tcs ot· tl1c ric(lcrr1tic)11 ,111cl r:cclL:rttl t ,111ittll 
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Territory (FCT) (FMOH, 20 l 0) Tl1e adoption of tl1e I11tegrated Disease Surveillance a11d Response

(JDSR) 111 Nigeria com1nenced in January 2001. The old Disease Surveillance and Notification (DSN)

systen1 \\ras assessed to ide11tjfy its stre11gtl1s and wealmesses. Nationa I progrrunme 111anagers 011

IDSR v\1e1·e se11s1tized in Jt111e 200 l. Tl1e national poliC)' on service IDSR was app1·oved in 2006 for

tise in all levels of l1ealtl1 service delivery i11 tl1e cot1ntry (FMOI-1, 2007). A reportable condition is one

fo1· wl1icl11·eg1.1lar, fTeqt1e11t, and ti1nely info1·111ation regarding i11di.v.idt1al cases is co11side1·ed 11ecessa1·y 

for the preve11tio11 a11d control of tl1e disease. On tl1e basis of tl1e 1111iqt1e clisease co11t1·ol prio1·ities 

vvitl1i11 ec1cl1 state. 1l1e state deter111i11es wl1icl1 conditions a1·e 1·e1)ortable \Vill1in its jt11·isdictio11 (Doyle, 

2000). 

The IDSR co11cept is st1·aigl1tfor\va1·d ancl calls for cot111tries to stre11gll1en st1rveillance of p1·iority 

infectious diseases tlu·ol1gl1: tl1e t1se of si111plified tools for clata collectio11 a11cl analysis; i11tegratio11 of 

va1·iot1s cl1a1111els fo1· 1·epo1·ti.t1g a11d feedbaclc; provicli11g tin1ely st1rveillance i11fo1·111atio11 for clecisio11 

111alcii 1g ru1cl J)t1blic l1ealil1 actio11 tlu·ot1gl1ot1t tl1e system; a11d stre11gtl1e11i11g ctistrict level cnpncity to 

generate and transfor111 st1r,,eilla11ce data i11to i11for111ation tl1at ca11 i11fo1·111 pt1blic l1ealtl1 actio11. 

(USAID. 2006) 

Objecti,,cs of tl1c ,,1110/AFRO IDSR St1·atcgy 

• s1rer1gtl1e11 tl1e capacit)' of co1111tries to cond11ct effective st1rveillance activities.

• integrate 1nultiple surveillance sy ten1s so that fonns, personnel and resources can be used

111ore efficient}) m1d effectivelj1
• 

• j1nJ)fO\'e the 11se of inforn1ation fo1· decision-n1alci11g . 

•

• 

in1prov1:: the Ilo\V of surveillance inforn1ation between and within levels of the health systen1 .

i1nprove laboratory capacity in identification of pathogens and monitoring of d1ug sensitivity . 

• jncrease the i11volvement of clinicians in tl1e s11r,1eillance system .

•

• 

en1phas1ze community participation in detection and response to public health problen1s .

strengthen the involverrent of laboratory personnel in epidemiological surveillance . 

(CDC/'A1HO/Af RO, 2001). 

c,'en J'L111ctio11s ,,f c1'J'ccti,'c st11·,,ciJl,1ncc �ystcms 

1. lde11tif y cases of prioril)' diseases/conclitions

2. Report priorit)' diseases/co11cliLions

3. An,11,,ze data-
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Territo1·y (FCT) (F1v10I-I, 2010) Tl1e adoption of the I11tegrated Disease St1rveil1ance and Response 

(IDSR) 111 Nigeria commenced in January 2001. The old Disease Surveillance and Notification (DSN)

systen1 \'las assessed to identify its strengtl1s and wealmesses. National progra111me managers on

IDSR \t\t'e1·e ser\sitized in J L1ne 2001. Tl1e 11atio11al policy on service IDSR was app1·oved in 2006 for

t1se in all levels of l1ealtl1 service delivery in tl1e cot1ntry (FMOI-I, 2007). A reportable condition is one 

for wl1icl1 1·egt1lar, fTeq11ent, a11d timely info1·111ation rega1·ding i11dividt1al cases is co11Sidered necessary 

for tl1e preventio11 a11d control of tl1e disease. On tl1e basis of U1e t1niqL1e clisease co11Lrol prio1·ities 

witl1111 eacl1 state, tl1e state dete1·111ines ,,,11icl1 conditions a1·e 1·epo1·ta ble wi ll1i n its jt1risdictio11 (Doy le, 

2000). 

Tl1e IDSR co11cepl is st1·aigl1tfor,va1·ct a11d calls for cot111tries to stre11gtl1e11 Sltrveillance of priority 

infectious clisenses tl1rot1g]1: tl1e t1se of si1111Jlified tools for clata collectio11 a11d a11alysis ; i11tegratio11 of 

va1·ious cl1a1111els for repo1·ti11g n11d feedbaclc; p1·ovidi11g ti111ely Sltrveilla11ce i11fo1·111ation for cJecisio11 

111alciJ1g a11cl 1111blic l1ealtl1 actio11 tl1rot1gl1011t tl1e syste111; a11d stre11gtl1e11i11g clistrict level capacity to 

generate a11d transfor111 st11·\reilla11ce clata i11to infor111atio11 tl1at can info1·111 pt1blic l1ealtl1 actio11. 

(USAID, 2006). 

Objecti,,cs of tl1e ,vJIO/;.\FllO IDSR Sti·atcgy 

• s1re11gtl1e11 tl1e capacit)' of cot111tries to cond11ct e!�fective st1rveillance activities .

• integrate 111ultiple surveillance systen1s so that forms, personnel and resources can be used

111ore efficiently a11d effectivel).

• i 1nprove the t1se of i11fo1·111ation for clecision-n1al<i11g .

• i1nprove the flo\v of sur\ eillance inforn1ation between and within levels of the health system .

i 111 pro\ e I abo rat ory ca pa city in i dentifi cation of pathogens and 1no ni tori n g of drug sensitivity .• 

• i 11crease the invoJ,,ement of clinicians in tl1e st1r,1eilla11ce syste111 .

• einphas1ze community participation in detection and response to public health proble1ns .

• strengthen the invol\'ement of laboratory personnel in epidemiological surveillance .

(CDC/\\'l-10/AFRO, 2001). 

Sc,,en J't1nctio11s of' cJ'fccti,1c st11·,,cill,1ncc �y�tem� 

l . Ide11ti1)' cases of priorit)' diseascs/co11ditions

2. Report JJrio1·it�1 diseases/co11<litions

3. Anal)1ze data
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4. lnvest1g,1te suspected outbrealcs/otl1er public health p1·oblems

5. Respond to ot1tbrealcs/othe1 pt1blic l1ealtl1 proble1ns

6. Pro, 1cle feeclbacl<

7. Eval L1ate a11d improve st1rveillance a11d response

(CDC/\VHO/AFRO, 2001). 

�'I IO, A l-;RO nan1ed t,venty-one (later inc1·eased to twe11t),-hvo ,vit11 tl1e additio11 of l1igl1ly 1Jat]1ogenic

avian in f1t1cnza (TIP AI) -IT11111a11) notifiable diseases wl1icl1 were classified i11to tl1ree calego1·ies: 

• I tJ1cle1111c J)1·one disease - Cl1olera, 111easles, cereb1·0-spi11nl 111e11ingitis, viral I1aemorrl1agic

fever ( e g. Lassa fc,1e1·), )'Cl low f e,,er, l1igl1ly JJatl1ogc11ic ,1via11 in.Ot1e11za (TIPAI) -11t1n1a11. 

• J)1sea5es targeted for eraclicatio11 ancl eli111ir1atio11 - IJoliomyelitis, clract111ct1liasis, leprosy,

11eo11c1tal teta11t1s, a11cl ly11111l1atic filarinsis. 

• Otl1e1 diseases of pt1blic l1cnltl1 in11)ortn11ce - J)11ett111011ia i11 cl1ildren less tl1a11 five years of age,

d 1arrl1oea i11 cl1i ldren less tl1a11 fi,,e )1ec1rs of age, I IIV / AIDS, 111ala1·ia, 011cl1ocer1asis, sexually

trru1sn1i t tecl i11f ectio11s ( fls ), se,1ere acl1te resJJi1·ato1·y dis case (SARD), tt1 bercL1losis, dim·1·l1oea

,,,1tl1 blood (sl11gella), pe1 h1ssis, l1epatitis B plagt1e (FI\1101 I, 2002). 

Tl1ese 11otifiable diseases a1·e 111ennt to be 1·eported tl11·ot1gh res1)ective cl1a1111els to tl1e appro1)riate 

l1ealtl1 at1tl1orit1e!:> for actio11 · 

i. f-lealtl1 fac1lit)'. I11tor111at1on abo11t tl1e twe11ty-t\VO cliseases is to be collectecl by all

hospitals (botl1 pttblic c1nd pri\ ate 11ealtl1 i11stitt1tio11s) based on tl1e case definitio11 of tl1e 

disedses TI1e c:,ot1rces of tl1e data fi·om t11e 110SJ)ital a1·e tl1e ot1t-1Jatient ancl in-patient 

registers Tl1ese registers are expected to contai11 as a 111i11 11nt1111 - elate, nan1e, patient 

nu111ber= sex, age, address. p1·oblem diagnosed, trcat1ne11t a11cl Ol1tco111e. I11for111atio11 on 

tl1ese prioril)' diseases is to be se11t to tl1e LGA fron1 tl1e l1ospitals. Sin1ple n11alyses a1·e 

expected to be carried out at tl1is level to l'-eep tre11cl li11es of p1·io1·ity cliseases a11d also to 

kno,1/ ,,,hen thresl1olds are reacl1ed for action 

ii. LGA: rfl1e con1pleted forms for tl1e health fc1cilitics are collatecl perioclically as a1Jplic,1l1le

and se11t to tl1e state level. A11,1lyses are ca, ricd ot1t ,1t tl1is Ie,1el a11d logs of <)t1lbrenl, c; 

repoi·ted by the l1ealth faciljties ,tre m,tint,1i11 cl 1nclt1cli11g tl1c i11tcrvc11tio11 r1cti,1iti ·s \ISL)

feedback in for1r1atio11 011 tl1e 11oti liable (I iscases is sc11 t tcJ tl1e 11t.:�1 It 11 f'ttci Ii tics J'rt1111 l1erc. 
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• • •

111. State: Data fron1 variot1s LGAs are collected and co1n1J]ied by 1l1e state DSN officer and

for\.vardecl to tl1e federal epidemiology division. Detailed analysis is expected to be

ca1·ried 0L1t at tl1is le\1el. Feedbacl( is also to be given to the lower level.

iv. Federal: Data fron1 all tl1e states are forwai·ded to tl1e fede1·aJ level for con1piJation,

a11alyses, interp1·etation of tl1e info1matio11 gene1·ated to be t1sed for actio11. Also data are

to be dissen1inated to all tl1e vertical progra1nmes, part11ers, a11d otl1er stalcel1olclers. 

Feedbacl< is also to be given to tl1e lower levels fro1n l1ere regL1larly (FMOI-I, 2007). 
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GOVERNMENT 
ALL OTHER PERIPHERAL 

HOSPITALS HEALTH FACILITtEc; 

I 

DUTIBS 

i. Co111pi)e data on standard for1ns

ii. Appreciate tl1e in1portance of data

State Hospital 

Management 

Rn�rrl l�Hl\llR\ 

- collectio11 

LOCAL GOVERNMENT 1-IEADQUARTERS / 
LGA l-IBALTH DEPARTMENTS 

• 

State Min:stry of Health (SMOH} 

STATISTICS DIVISION 

Federal Ministry Of 

Health lFMOH) 

STATISTICS DIVISION 

' ' 

1 • 

STATE MINISTRY OF HEALTH, 

EPIDEMIOLOGICAL UNIT 

FMOH EPIDEMIOLOGY 

DIVISION 

i. Receive a11d collect forn1 fro111 l st

tier. 
ii. Collale a11d forward to SMOI-I
(Epid Unit).

iii. A11alysc a11cl feed-bacl( to 1 st tier

n 11 d p tt b I i c

i. Collate clatn a11d forward to l�MOI-I

(Epicl. U11it) witl1 copy to SMOII 

(Stat Div). 

ii. A11a]yse a11cl feecl-bacl< 211d tier a11cl

pltblic 

iii. Pla11 apJ)ropriate operatio11 a11d

strategies for clisease co11trol

AT FMOH (Epid. Div) 

i. Collate a11d forvvard to

FMOI-I (statistics div).
• • 

11 

• • •  

111 

IV. 

CoJ late clata fro111 otl1er 
sot1rces. 

A11alyse a11d feedbacl< 3rd

tier a11d pttblic. 

Pla11 for a1Jpropriate 
i11tcrvention. 

Figure 2.1: The Structure and Flow of Information for Disease Surveillance and Notification in 

Nigeria. {{Adapted from '�•ti,111;1) 1�ccl1nic�1I (;11i,Jcli11cs t·,,r l111cg1·:1tccl [)i\c�t�c S111·,,cill:111cc :,ncl 

Re�ponse .2007) 
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TJ1ese notifinble diseases are expected to be reported irrunediately or routinely depending on the
partict1lar disease involved: 

a) I11u11ediate reporting - Also called case-based, 1·eporti11g. St1s1Jected or confirmed it1dividt1al

cnses of epidemic -JJrone diseases are meant to be repo1·ted immediately. Case-based 1·e11orting

of cliseases targetecl for eli1nination or eradicatio11 is also required wl1e11 tl1e action tlrresl1old is 

crossed. Tl1is is to be re1Jo1·ted v\1itl1 tl1e fastest me,1ns possible and vvitllin forty-eigl1t J1ot1rs. 

b) Rot1ti11e St1mn1n1·)1 Repo1·ti11g - Tl1is reports tl1e total nL11nber of cases a11d deatl1s seen in a

gi,1en period eitl1e1· ,, eelcly 01· 111011tl11y. Tl1e 1·011tiJ.1e 1vveelcly 1·e1Jorti11g is for ortly tl1e six

e1)itle111 1c-pro11e diseases. 1"'11e \Veel ly st1mn1ary 1·e1Jo1-ti11g is to be 1·e1Jorted even wl1e11110 cases

,,,ere detected. Tl1e 111011tl1ly st1111111nry re1)01·ti11g is for all tl1e twe11ty-two 1)riority cliseases. 

A.lso le1Jrosy is to be repo1·tcd qt1a1·te1·ly (FMOI-I, 2002). 

The differe11t reporti11g is do11e witl1 diffe1·e11t fo1·111s. Tl1e for111s t1secl fo1· tl1e 1·er>orti11g are: 

i. IDSR 00 lA - tl1is is tl1e in1111ecliate / case-basecl re1)01·ti11g forn1. Tl1e for1n is t1sed for

re1Jorti11g epidemic - prone diseases and diseases targeted for eraclication and elimi11ation.

It pro,,jdes tl1e cle111ograpl1ic cl1aracteristics of the JJatient a11d vaccinatio11 l1istory a11d

Jil-..el)' sot1rces of i11fection fo1· tl1e indi\1idl1al patient.

ii. IDSR 00 I B - Tl1is 1s tl1e Jab for1n. It is fill eel by tl1e l1ealtl1 facility if laboratory speci111e11

is collected fro111 tl1e patie11t a11cl a copy of it is se11t to tl1e labo1·ato1·y witl1 tl1e s11eci111e11.
• • • IDSR 001 C - Tl1is is tl1e li11e-list repo1·ting fo1·m. It is fo1· 11se dt11·ing e1Jide1nics and

outbrea1<s (11suall) 5 or more cases of tl1e epide1nic - p1·011e cliseases). It co11tains the

den1og1·apluc cl1aracte1·istics a11d pe1·s011al ide11tifie1·s of tl1e variot1s JJatie11ts i11 a 

l 11.

spreadsheet format. 

1 \f. fDSR 002 - This is tl1e weelcly reporting for1n for tl1e six epidemic-pro11e diseases. It is for 

1·outine reporting even if no case of any of the epidemic-prone disease was detected ,vilhin 

tl1e vleek being 1·eportecl. 

,,. IDSR 003 - TJ1is 1s tl1e n1011t)1ly notificat1011 for111. It is t1secl for 1no11tl1ly st1111111ar}' 

reporting of all tl1e 1,vc11ly-t\VO notifirtblc cl1c;e,tscs (fMOJ f, 2002) 
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2.10 Detection of Lassa fe,1e1· 

This se\ ere acute viral infection has tl1e potential to produce epidemics a11d as sucl1 surveillance 

mec)1anisn1s to detect outbrealcs and to n1011itor control 1neast1res are critical in affected countries.

Recon1111endecl case (lefinition 

An illness of g1·adual 011set ,,.;itl1 one 01· n1ore of tl1e followi11g: 111alaise, fever, l1eadacl1e, sore tlu·oat, 

cough, nausea, vomiting, diatThoea, 1nyalgia, chest pain, hearing loss, and A history of contact with 

excreta of rocle11ts or "''itl1 a probable or co11fi1·111ed case of Lassa fever. 

La boi·a t 01·)' c1·ite1·ia f 01· cl i,1gn osis 

-Isolat1011 of \1i rt1s fron1 bloocl, t1ri11e or tl1roat \Vasl1ings or

-Positi, e Igt\1 serology or seroco11ve1·sio11 (IgG a11tibocly) i11 IJaired scr11n1 speci1ne11s or

-De1no11strntio11 of Lassa vii1.1s a11tige11 in at1topsy tiss11es by i111n11111ol1istocl1e1nistry or i11 ser11111 by

ELIS1\ or 

-Posit1 \1e PCR fro111 ser11111 or at1topsy tiss11es (WIIO, 2011 ).

Cnse cl:1ssifica t ion 

S11 pectctl: A case compatible \Vitl1 tl1e cli11ical description. 

P1·0 ba b le: A. s11s1Jected case tl1a t is epide111iologically lirtlced to a co11firmed case. 

Confir111 eel: A st1spected case tl1at is laborato1·y-confi1·111ed. 

Contact: A pet son l1aving close I)ersonal co11tact witl1 tl1e patie11t (living ,vitl1, cai·i11g fo1·) or a pe1·son 

testing tl1e laboratory SJ)eci1nens of a patie11t i11 the 3 vveelcs after tl1e onset of tl1e illness. 

Recomn1ended f)1pes of su1·veilli111ce 

Ender11 ic situation: 

Jn1mediate reporting of case-based data of suspected, probable or confirn1ed cases from peripheral

level to intenned1ate and central levels. All cases 1nust be investigated, and contact tracing 

undertal<.en. Ro11tine monthl)' reporting of aggregated data f1·on1 inter111ediate to central level. 

Ot1tbreal, ituation: 

All suspected outbreaks must be reported centrally. Surveillance 1nust be intensified with active case 

finding and contact tracing. Aggregated data on a daily/ weekly basis to be subn1itted to intern1ediate 

and ce11t1·at Je,,el b)' investigatio11 tear11. Tl1e ,I iscase is e11clen1 i c i 11 Sierra l.Jconc, r.Jil1crin, Gt1 i 11ca a11tl 

regions of 1igeria. Outside these areas, co1npatible sy1npto111s, with a history of travel to 01 an 1v,1I

fi·om one of tl1ese countries. sl1oul(l pr(J1111Jt i r1 vcsti g,1tio11 r111c I rcr1orl i 11g. 
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Case-b:l ·etl d:1ta fo1· reporting and investigation 

-Case classification (st1spected / p1·obable / co1rlirn1ed)

-U ruqt1e identifier, age, sex, }Jlace of residet1ce for tl1e tl1ree wee'lcs before onset of ill11ess

-Date of 011set

-Hospitnlizatiot1

-OL1tco111e

Protecti\ e 111east1res include: 

• a protective go,vn;

• a \\ ate1·proof protective apron;

• latex glo,,es:

• face n1aslc:

• eye p1·otectio11;

Specimen fo1· Lnssa fc,1e1· sa111ple collection anll t1·anspo1·t 

• Clean test tubes (vacutainers).

- . 

• vaccine carriers

• Refrigerator

• plastic bag

• Ice packs

2.11 Re, ie,,, of Son1e Liternt11re on 1{110,vledge of Lnssa fc,,e1· 

Belo,,, is a re,,je,:i.1 of s01ne of tJ1e \\'Orl<s of some autl1ors 011 Lassa fever aware11ess and lu1owledge. 

Popoola (2008) studied Potential for Clinical Diagnosis ancl Notification of Lassa Fever: A11 

assessrne11t among UCH Resi(lent Doctors. I Iis findi11gs ,ve1·e as follows: tl1e res1)011se rate in tl1e 

study\, as 60.5%. Jtespondents had a mea11 knowleclge score of 10.4 on a scale of 25 i11dicati11g a l)Oor 

JmO\\'Jecige of Lassa fe,,cr a1nong the slL1cly population, )<11owleclge of reporti11g of Lassa fever tl1rol1gl1 

the IDSR was tound to be poorer tl1a11 diser1sc knowledge cspecic1lly as regarcli11g k110,vleclgc l)f 1or111s 

t1sed for J DSR reporti11g ,v11ere Jess tl1a11 12'1/o of tl1c stLt(ly popL1l,1l1011 CC)rrcct I y iclc11 Li ficcl t l1'-· ti�� of 

an)' of· tJ1e forrns stated. Only 67 rcs1Jo11clcnts were ,twr,rc c)f. f ... ,1ssr1 11 SI{ clirtg11f)stic crit ·riit.
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kJ.10\vledge of disease and IDS reporting knowledge (p 0.51), Disease la1owledge and attitude (p

0.18). a1:id IDS lmowledge and attitude (p 0.15) were positively correlated. Membe1·sllip in a medical

departn1ent, attenda11ce of a wo1·l<:sl1op ancl non training of 1·esponde11ts we1·e predicto1·s of bette1· 

disease lrno\vledge scores. Repo11ing lu1ovvledge was associatecl vvitl1 disease lmowledge and 

respondents being from medical departments as significant p1·edictors. Recon1111enclation for 

establisl1n1ent of surveillance u11it for priority diseases 1·eporting a11d response i11 t11e l1ealll1 facility 

v\ras n1a(le. 

Knowleclgc and p1·actices 1·cgarcli11g Lassa fever a1nong 1J1·i111ary c,1re l1ealtl1 vvorlcers in Esan west and 

ce11tral local go,1e1·11111e11t a1·eas i11 Edo state, a stt1dy carriecl ot1t by Aigbiren1ole11 et al (2012) ,t\/as 

conducted ru11ong p1·in1a1·y care l1ealtl1 ,vorlcers 011ly. 55.83/o of l1ealtl1 worlcers 1·eceived awareness 

about Lassa fever fro111 tl1e 111eclia. Ove1· 70% of participa11ts l1 rtd good ]a1owleclge abot1t Lassa fever, 

50°/o of respo11de11ts l1ad participated i11 Lassa fever ca111paig11s wl1icl1 111ny l1ave 1·ei11f orcecl tl1ei1· 

Imo� leclge abottt tl1e disease. 13 % a11d 16. 9% identifiecl ba1·1·ie1·-11ttrsi11g ,111cl l1c:111d was11ing 

respecti, el)' as n1easures to preve11t 11osoco111inl trans111issio11 of Lassa feve1·. Tl1ere was no significant

associat1011 bet,, ee11 type of l1ealtl1 fncilit)' 01· designation of l1ealtl1 wo1·lce1· a11cl level of lu1ovvleclge 

about L,1ssa te, er. 

A study 011 Lassa feve1· a,\areness a11d p1·nctices on Nigerian r11ral Co111111t111ity clwelle1·s (Asogt1n, 

2010) re,,ealed that tl1irt)1-six percent (36%) of the respondents l1ave l1ea1·d abot1t tl1e disease, 111ainly 

tl1rougl1 t11e electronic n1edia. Fifty-one perce11t (51 %) icle11tified rats as the n1ai11 so11rce of infectio11 

of Lassa fe, er, ,, l1ile 14% of respo11dents said that tl1e clisease ca11 be s1J1·eacl f1·om }Jerson to perso11. 

Tl1e stt1cl \' 1·e,1ealed tl1at onl)' 31 % of tl1e people l1ad a co1Tect lc11owledge of Lassa f eve1·, a11d 32% l1ad 
• 

poor at1itude ru1d engage 1n practices tl1at favo1· transmission of tl1e clisease. Most (72%) of the 

respondents do not t1se any means to co11trol rats in tl1eir l1ousel101ds. 1�orty-tl11·ee pe1·cent ( 43%) of 

respondents e11couraged bt1sl1-bt1rning. TJ1ere was a sig11ifica11t 1·elatio11sl1ip between tl1e level of 

edt1catio11 of respo11dents a11d k110\vledge of Lassa feve1· (X=J.4, J> < 0.05). IIowever, tl1e 1·elatio11sl1ip 

bet\\'ee11 the occt1pation of respondents ancl JJractices was not sig11ificant (x = 3.2, P > 0.05). 
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2.12: Stt1(lies on Ot11er Vi1·al IIaemor1·agic Feve1· 

A kno,vledge and attit11de su1·vey Co11go Crin1ean Haemo1·rhagic fever amo11g l1ealtl1 wo1·lcers in a

tertiary care refe1Tal ceno·e in Balocl1istan Paldstan revealed t11at 80% of electors la1ew tl1e 1nost 

co111mo11 sig11s and symptoms of Congo Cri111ean I-Iae111or1·l1agic fever but Jess tl1an 20% l1acl good 

l(nowleclge of otl1er cli1lical sig11s and sy111pto1ns and only 32% st1ggested palie11ts sl1ot1ld be isolated 

(Sl1eik11 et al., 2004). 

A st1rvey of Tra11ia11 l1ealtl1 care worl<ers occt1pationally at risl< fo1· Congo IIaemorrl1agic fever 

revealecl a positive correlatior1 bet\veer1 l<11ovvledge a11cl altin1cle. Senior JJ11ysicians oblai11ecl l1igl1c:;1· 

mean la10,vleclge scores tl1a11 jt111io1· pl1ysicians ancl tl1e 1110s l co1·rcct 1·es1)onses were for perct1taneot1s 

transmission a11d protective 1·01e oi· t111i,1ersnl p1·ecat1lio11s. Tl1c l1igl1est attitt1cle scores were for 

preve11ti11g 11osoco111ial tra11s111issio11 tl11·ot1gl1 tl1c t1se of t111i,,ersal precaL1tions ,111c1 active participation 

in hospi ta] i11f ect1011 control progra111111es c111d se11ior docto1·s l1ad bette1· atti tt1cle sco1·es tl1a11 jt111i 01· 

doctors (R,1l111avardi et al., 2008).

2.13: Re, ic,,, Of Existing St11cl ics 011 11otc11 ti,11 bar1·ic1·s to,va1·{ls 1·cpo1·ting 01· notifiable

disca e�. 

AbdoolKanin1 and Dil1 ·aj (1996) studied tl1e reaso11s for t111de1· re1)01·ting of 11otifiable conclitio11s by 

doctors 111 a tertiaJ) l1ospital i11 Dt1rban, Sot1th Africa. The overall n1ean in tl1e assessme11t of tl1e 

Jmo,\Je(IQ.e of 11ot1fiable co11clitions ,vas 5.7(SD 2.6) .Only 23.4% of tl1e clocto1·s 1·ead EJJide111iological 
.... 

Co1111nerls and 28.6� o read tl1e table of notificatio11 i11 tl1e Sot1tl1 Af1·ica11 Medical Jot1rnal. Tl1e 

notificatio11 \\'as considered too complicated by 13% of tl1e docto1·s t111d too labo1·iot1s by 55 .8o/o .
• 

19.5% of 1l1e cloctors did not Jmo'A tl1e location of a bool< for 11otiiicatio11 or did 11ot la1ovv if 011e 

existed. Facto1·s influe11(,ing t1nlie1·-reporti11g of notifiable conditio11s a11d l111der-repo1·ti11g we1·e listeci 

as accessibiljt) and complexit)' of the notification form, lacl< of n1olivation becat1se of IJOOr feedbt1cl<: 

on repo11ecl cases. ar1d a perccptio11 that it is t1seless to 1·eport 11otifiable co11clitions. 

A stud)' carriecl ot1t b) (J iii et al (2002) 011 the kno\vlcdgc of clisease 11otificatio11 ,1111011g cloctor� of 

gover11111e 11t ]1ospitals i11 J3enin Ci Ly, J:<l<J st tlc NI geria �I1owecl tl1at on I y ) I . 9% <1 f tl1c cloctors )1nct ,1 

good JalO\\'le<lge of disease 11otificatio11, 31 (23. l '½,) f<11e\V \vl1erc to <>l)lr1i11 11ol1 lici1ti<}11 ('(lr111s, ,111cl 

· 24

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



32(23. 9%) l<ne,:v l1ow to con1plete tl1e forms. Tbt1s tl1e l<11owledge of disease 11otification amo11g 

doctors in tl1ese major institt1iions is poor. 

Ba\va et al., (2003) studied tl1e lu10\rvleclge, attitude, and p1·actises of t11e 1·eporting of notifiable

diseases an1ong l1ealtl1 worl<ers i11 Yobe state. Tl1e res11lt showed tl1at only 3 8.2% of responde11ts were

aware of tl1e natio11al disease st1rveillance systen1, 70.9% l1ave eve1· repo1·tecl a disease wl1ile 29.1 %

11a,,e ne,1e1 repo1·ted a11y notifiable co11dilion. Only 21.8%clai111ecl to J1ave eve1· 1·cceived feeclbaclc on 

reports sent to l1igl1e1· autl1orities. 92o/o of tl1e 11ealtl1 f aci1 ities lacl<ecl t]1e reJJorti11g fo1·1ns. 85 .5% of tJ1e 

respondent-; listed laclc of t1·aini11g 011 disease st1rveilla11ce ns 011e of t11c factors affecting disease 

reporting. 

Prato et al.,(2004) 111 tl1ei1· ovv11 stl.1cly to e,ral11ate tl1e 111a11cl,1to1·y 11otificr1tion activities of 

con1n11111 icabl e diseases b)' ge11eral JJractitio11ers ( GPs) a11d fa,11 i I)' 1Jaccliatricia11s (F Ps) i11 a Jo cal

I1ealtl1 t111it i11 So11tl1 Italy i11 1999-2000, fot111d tl1at 0111)' 39% a11cl 28% of 11otifiable clisease were 

reported i11 1999 a11d 2000 res1:>ectivel)'. 1
"'
11e 111ajo1·ity of tl1e doclo1· never 11oti:fied any case of

infectious diseQse ,vitl1i11 tl1e pe1·iocl. 

A stucl) cnn·ied out b)' Ba,, a a11d Olt1111ide (2005) 011 tl1e effects of t1·ai11i11g on tl1e 1·epo1·ti11g of 

1101ifiable diseases an1ong l1eal ll1 ,vorlce1·s i11 Yobe state, Nigeria sl1owed an i11crease i11 tl1e perso11al 

a\\areness oftJ1e stlr\eillance syste111 i11creased from 35.6% to 91.95%, a11d a11 inc1·ease i11 tl1e mean 

kno,vleclge score f1 0111 0.85 ± 1.3 8 SD to 6.15 ± 2.64 SD post intervention i11 tl1e ex1)erime11tal grot1p. 

Tl1e pe1 ce11tage con1plete11ess 111creasecl to 52.0% fro111 2.3%, v\'hile tl1e pe1·ce11tage ti1neli11ess was 

O.Oo/o a11d 42.9°/o before and after interventio11 1·espectively i11 tl1e exJJe1·i111ental gro11p.

Bra bazo1 1 l.,t a]. (2008) stt1died tl1e level of t1nder-repo1·ting of hospi talizatio11 fo1· notifiable cliseases 

for a 6-year period i11 a health board region in Ireland. 9 ot1t of tl1e 22 11otifiable diseases we1·e t1nde1·

reportecl rest1Iting in 18% of tl1e notificatjon being n1issecl clt1e to l1ospital clinician t1nde1·-1 ·eporti11g. 

A cross sectio11al sur\'ey carriecl out by Ba\va and Un1ar (2009) on tl1e ft1nctio11al statt1s of' clisease 

surveilla11ce a11d notification system at tl1e J_,ocal Governmer1t Level in Yobe state, Nigeria �110,,,ecl 

that ottt of 144 J 1ea] tl1 person11el · s; 0111 y 5 5(3 8.23/r,) CJ f tl1e respo11clc11 ls \VCI e awn re or tl1e cl i "L'�tsc

su1·veilI,111ce 11otification S)'Ste111: 58((J5.9%) [t11d 7(8 O' �) of tl1c facilities l1,1cl Lt tlJ)-to-clt1le l'l'gi\lc1 � 

and DSN f'or111s respecti \1ely. 
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32(23.9° o) l�11evv 110\V to co1111Jlete tl1e forins. Th11s tl1e l<11ovvledge of disease notification among

doctors i11 tJ1ese major 1nstitt1tions is poor. 

Ba,va et al., (2003) st1.1died tl1e lmo\vledge, attitt1de, and IJractises of the reporting of notifiable 

diseases an1ong l1ealtl1 worl<e1·s i11 Yobe state. Tl1e result shovved tl1at 011ly 38.2% of respondents were 

aware of tl1e natio11al disease st1rveillance system, 70.9% l1ave eve1· 1·eported a disease wl1ile 29. 1 % 

l1ave ne,1e1· repo1·ted any notifiable co11ditio11. Only 2 l .8%clai1necl to J1ave ever 1·eceived feec1baclc 011 

1·eports �ent to 111gl1e1· at1tl1orities. 92% of tl1e J1ealtl1 facilities lackecl tl1e repo1·ti11g fo1·111s. 85.5% of tl1e 

responde11ts listed Incle of trai11i11g 011 disease st1rveilla11ce ns 011e of tl1e facto1·s affecting disease 

reporting. 

Prato el al.,(2004) i11 the11· ovv11 stt.1clJ' to eval11ate tl1e 1n,111cl,1tory 11otificr1tio11 activities of 

co111n111111c,1 b I e diseases by ge11eral J)ractitio11ers ( GPs) a11cl l"'ct111 ily 1),1ccliatr1cia11s (17 J)s) i11 a Jo cal 

J1ealtl1 t111it i11 Sot1tl1 Itnl)' i11 1999-2000, fot111d tl1at 0111y 39% ancl 28% of 11otifiable clisease were 

reported i11 1999 and 2000 1·especti,,el)'. 1
"'
l1c 111ajo1·ity of tl1e clocto1· never 11otified a11y case of

infectious diseJse ,vit11in tl1e periocl. 

A stud) carried out by Ba,,1a a11d Olt1111ide (2005) 011 tl1e effects of t1·ai11i11g 011 the repo1·ti11g of 

notifiable diseases a111ong l1eal tl1 ,vorlcers i11 Yobe state, Nigeria sl1owed an increase i11 tl1e perso11al 

av.areness of tl1e s11rveillance S)'Sten1 increased from 35.6% to 91.95%, and a11 i11c1·ease i11 t]1e mean 

kno\\ letlge sco1·e from 0.85 ± 1.3 8 SD to 6. 15 ± 2.64 SD post intervention i11 tl1e experi1ne11tal gro11p. 

Tl1e pe1 ce11tage con1pleteness 111creased to 52.0% fro1n 2.3% \i\7l1ile tl1e pcrcc11tage ti1neli11ess was 

0.0% a11d 42.9% before and afte1· interventio11 1·espectively i11 tl1e eXJ)e1·i111ental gro11p. 

B1·abazo11 et al.� (2008) st11died the level of t111der-1·epo1·t1ng of J1ospitalizatio11 fo1· 11otifiable cliseases 

for a 6-year pe1·iod in a healtl1 board region in Irelancl. 9 011t of tl1e 22 11otifiable diseases we1·e 11nde1·

reportecl res11J1jng in 18% of tl1e notificatjon being n1issecl cl11e to l1ospital clinician 11nde1·-1·epo1·ti11g. 

A cross sectio11al sur\ e)' carried out by Ba"va and Umar (2009) on tl1e f1111ctio11al statt1s ot
"' disease 

su1·,,eillance and notification S)'Stcm at tl1e Local Goverrunent l..1evel in Yobe state, Nigeria 5}10\\1ed 

that 0111 of 14 r ]1ea1t11 persc,n11cl·s; only 55(38.2'¾1) of tl1c rcspo11clcnls were a,¥arc ol .. tl1e cliscr1sc 

su1·veill,111ce 11oti fication S)'Ste111, 5 8( 65 .9'¾,) ar1<l 7(8 Orio) o I' tl1c f't1ci Ii ti cs l1i1<I a 11p-to-<.lt1lc rL·gistL'l'S

and DSN forn1s 1·cspecti\1ely. 
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Stt1dy b)' Dairo et al, (20 l 0) 011 disease st1rveillance and reporti11g in t\1/0 Sot1tbwestem states in 

Nige11a: Logistic Challe11ges a11d prospects sl1owed t11at; Ot1t of 42 DSN officers surveyed, 3 8

(90.S�o) ,vere 111edical records office1·s, 32(76.2%) l1acl appropriate trai11i11g in disease SU1\leillance

ancl not1ficatio11. Most 11ad received trai11i11g from tl1e \VI-IO. Ove1· 90% la1ew tl1e process of reporting.

45 .8% 1·cported tl1at tl1ere \\re1·e pe11alties for defat1Jtjng office1·s. Logistic st1pport was inadeqt1ate i.I1

more tbat1 l1alf of tl1e local gove1·nme11ts st11·,1eyed. li1adeq11ate ft1nds a11d lacl( of st1rveilla11ce for1ns 

were sig11iiica11tly associated Vii tl1 repo1·ting of ot1tb1·eal<s by tl1e officers. Only 13 of tl1e officers l1ad 

e,,e1· 1 ·eco1·decl ep1socles of epiclen1ics in tl1eiI· LGAs. Majo1·ity of DSN officers l1acl aJ)lJ1·01J1·iate traini11g

on disease st1n eilla11ce, reporti11g aL1cl notificatio11. 

Assess111e11t of tl1e in11Jact or ... a s1Jecial notificatio11 1111rse a11d vvarcl 11oti ficntio11 register 011 tl1c rate of 

notificatio11 fro111 a ge11e1·al 111eclical t1nit, tl1e 1(110\vleclgc a11cl [tltitt1clcs of i11ter11 ineclical officers 

regarding 11otificatio11, a11d tl1e con1t111111ity 011tcon1c of' 11otification i11 a Sri Lanl<c:111 setting, by 

Se11e,,irnt11e et al ( 1997) revealed tl1at overall, appoi11t1ne11t of tL specjal nt11·se improvecl notificatio11 

rates f1·0111 9 7% to 62 · 1 %, and tl1e acldit1011 of a special ,va1·ct notification 1·egiste1· ft1rll1er i111proved 

tl1e 1·ate to 95 I% Tl1e rest1lts also i11clicated tl1at, altl1ot1gl1 a 111ajo1·ity of i11te1·11 1nedical officers were 

a,, are ol not 1fiable diseases and tl1e in1porla11ce of notification, 011ly a fevv of tl1e111 alvvays notified 

notifiable diseases. One of tl1e 111ain reaso11s given fo1· tl1is was tl1at tl1e 1najority of tl1em felt tl1at no 

ltseft1l action ,,·as tak.e11 011 notificatio11s b)' tl1e preve11tive healtl1 at1tl101·ities, a view tl1at ,vas l1eld 

becat1se 1here \\ as no feedbaclc i1 1formation 1·egarding tl1e notificatio11s. I-Ioweve1·, c1t1ring tl1e period of 

tl1is stt1d)1 nearl) 80o/o of all noti£icatio11s vvere st1ccessft1lly i11vestigated b)' tl1e 1·elevant 1neclical 

officer of l1etLl tl1 office. The apJJOintn1e11t of a n11rse dedicated to 11oti·fication and int1·oclt1ctio11 of a 

'\'ard 11otification register cot1ld greatly ilnprove notification rate. 

Figt1eir,1s et al. (2003) stud)' on Influe11ce of pl1ysicians' attitt1des on t111cle1·-notifyi11g i11fectiot1s 

diseases s110\,,s t11at the folJo,vi11g: beliefs. kno\vledge and attitt1des vve1·e statistically associated ,vill1 

a sn1aller probabilit)' of reporting any give11 MRD (m,L11datory-reporting diseases). Under-re1)01·ting 

Vt'as not associatt.d '" itl1 specia 17ation (ge11cral or paecliat1 ic) or tl1e tyJ)e of contract (fixecl 01· 

ten1porar)'), IJt1t \,,as associatect witl1 ge11cler. <iornc JJl1ysicin11s' beliefs, l,110\\ ledge 8ncl ,1ltilt1clc� 

regardi11g l\1IlDs are GtSS<Jciatcd witl1 u11c.ler-repcJ1·Li11g ... ,·11is st1�gcsts tl1nl 111ocl1fict1lio11 or· t·1.:rlc1i11 

attitudes a11d kno\.\1ledge in pJ1ysici,111s coLtlcl greatly reclt1cc tl1c t111cler-rc11clrli11g f)f ��l{l)s. 
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Sclirami11 et al, ( 1991) in l1is ,vork tl1e s11rveillance of com.I11t1nicable disease in Vermo11t: wl10 

reports? f 011nd out tl1at 2,035 1·eports of selected notifiable diseases received fro1n January 1, 1986,

througl1 Dece111ber 31, 1987 reviewed by tl1e Vermont Depart111ent of I-Iealtl1, Labo1·atories provided

1,160, or 71 percent, of tl1e i11itial reports on 1,636 confir1ned cases. Tl1is demonstrates tl1at 

laboratories, \\1l1en 1·eqt1ired by law a11d wl1e11 part of active st1rveilla11ce, can malce a sig 11i .ficant 

co11tribt1tiot1 to surveillance of i11fectiot1s disease. A st1rvey of p1·in1a1·y care l)hysicians indicatecl tl1at 

18 pe1·cent a l\i\rays repo1·ted 11otifiable diseases. Tl1e most fi·eqt1enlly 111entioned rcaso11 [01· lacJc of 

1·eporti11g ,vas an asst1mption tl1at tl1e labo1 ·ato1·y wot1ld report tl1e cases. 

A sh1cl1 b) Ko110,vitz et al,( 1984), Tl1e Unde1·repo1·ting Of Disease A11cl Pl1ysicians' I<..t1owledge Of 

Repo1 ·ti11g Reqt1iren1ents. Most of tl1e respondents l<.ne,;y tl1at rc1Jorli 11g is reqL1i 1·ed, bt1t tl1ei1� 

kno\vleclge in specific areas, st1cl1 as \\711icl1 ctiseases are reportable, ,,aried greatly. Tl1e nt11nber of 

physicia11s wl10 la1e,v ,vl1icl1 cliseases tl1ey are 1·eqt1i1·ecl to report ra11ged ·fro111 a low o[ 63 pl1ysicians 

(37 perce11t) fo1· tracho111a to 163 (96 percent) for sypl1ilis. Of tl1e 169 pl1ysicians, only 50 believe<.l 

they l(ne,v l10,,, to report re1)01·table diseases a11d 011ly 40 of tl1e111 la1ew tl1e co1·1·ect JJrocedt11·es.

Tl1irty-si '( 11ercent of tl1e 169 pl1ysicia11s i1 1clicated tl1at tl1ey l1acl not 1·eported a11y cases at all 

during 1978-81. 011 the ave1·age, pl1ysicia1 1s recalled reporti11g 28 percent of tl1ei1 · reportable cases. 

When tl1ey indicated ,,,I1y tl1ey l1ad not complied witl1 reporting 1·eqt1i1·eme11ts, tl1e pl1ysiciai1s cl1ose 

reasons tl1at reflected a laclc of l<:110\vledge of the reporting syste111. Tl1e 111ost co1nn1011 reaso11s were 

"did 1101 1010\.V 110\\ to report" a11d "dicl not lcnow it was a reportable disease.'' Tl1e 1·est1lts st1ggest tl1at 

a n1ajor factor. in p11)·sic1an t1nderreporti.I1g is a Jack of k11owledge of tl1e mo1·bidity 1·eporti11g syste1n. 

Al-Ja,\'Rcii and Al-�eami (2008) in tl1eir sn.1dy of Assessn1e11t Of I11fectiot1s Diseases Surveillance 

S)'5ten1 J 11 Ivlos11l, Iraq� fot1nd 011t tl1at tl1ere is a11 acceptable 1·egistratio11, re1Jo1·ti11g activities and 

passable s111Jef\'isor)' visits for tl1e clisease specific st1rveillance syste111s at l1ealth facilities level, wl1ile 

all poor for n1onthl)' passive surveilla11ce. Obvious lacl< of standardized case defi1litio11s witl1 li111ited 

abilit)' for laborator)' diagnosis at healtl1 faciljties st11-veyed. Feedbaclc activities vvere the \Veal-..est 

issue i11 tl1e st1rvei I lance at all le,1eJ s. Noncxi stence of esse11ti,11 activities 1·eq t1i red [01· t]1e S) �te111 to 

act as n11 early \.\',11·ni11g system for epidc111ic dctect1011 al 1,cal tl1 faci I 1tie<; a11tl sectors levels. J l1crc 15

poor reporti11g facilities, a1tl1ot1gl1 76 ')% of l1calth facilities l1avc co11111trtt!rs, 11011c ()r tl1e111 t1�e tl11� 

equipment for compiling a11,l r·eporti11g Sl11·veill,1ncc cl,11a. 'I l1cy C<>11clt1clccl tl111t s11e0il1l :1tle11ticltl i� 
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required tor tl1e in1proven1ent jn supervision, standardized case defmitio11s and qt1ality of reportu1g,

analysts ru1d feedbaclc of 1nonll1ly passive s11rveillance, witl1 a co11tinuous st1pJJOt·t for tl1e disease

specific su1·veillance systems activities. 

Simo11 Voss (1992): How mt1cl1 do docto1·s lmow about tl1e notification of infectioLtS diseases? Of all 

doctors ,vl10 responded, 115 (87%) lmeV\' tl1at tl1ere is a statt1tory dLtty to notify ce1·tain infectio11s 

diseases. f\lfore than 65% of doctors vve1·e aware tl1at t11ose who diagnose, confi1·1n cliag11osis, or are 

t11e consl1ltant i11 cl1arge l1ave a dt1ty to 11otify. J-Iowe,,e1·, only 37 (46%) ge11e1·al p1·actiLioners and 15

(29%) l1os1Jital doctors Ja1ew tl1at a docto1· who s11s1Jects tl1e ctiag11osis 1nay l1ave a duty to 11otify, a11d

29 (36%) ge11eral p1·actitio11ers a11d 24 (47%) l1ospiLal cloctors inco1·rectly tl10L1gl1t tl1at tl1e

mic1·obiology ]abo1·ato1·y l1as a cluty to 11otify. Botl1 gi·ot1J)S of cloctors t11011gl1l 11oti fication to be 1nost 

importa11t to tl1e co11st1ltant io1· con1n1t111icable disease co11trol a11d 11ational sL11·veilla11ce ancl least 

imJJorta11t to tl1e ge11eral JJ1·act1tio11er at1d i11divid11al patie11t. 011ly 40% of 1·cspo11cli11g cloctors (53) 

were a\vare of v\1l1e1·e co1111 Jleted 11otificatio11 fo1·n1s sl1ot1ld be se11t. Alt11ot1gl1 tl1c adc11·ess is on tJ1e 

form, ,vl1icl1 folds 111to a self co11tai11ed letter, a11ecdotal 1·eports stiggest that tl1e fo1·111s a1·e ofte11 pt1t in 

ru1 e11,1elope before posti11g. 

Allen ru1d Ferson (2000) Notification of infectiot1s diseases by gene1·al p1·actitioners: A Focus g1·ot1ps 

s110,1/ed tl1at at least some GPs l1ave poo1· 11nderstandi11g of tl1e p1·ocess of notification, most felt 

uncomfortable 11otif) ing an t111corlfi.rn1ed case, many prefen·ecl to leave 11otification to tl1e Iabo1·,tto1·y 

becatise of' conce1·11s abot1t dan1aging tl1e doctor-patient relationsl1ip, and tl1at tl1ere is need for 

financial or other incentives. T11ere are deficiencies in tl1e complete11ess a11d ti111eliness of notificatio11 

by GPs ,,,11icl1 n1a)' adverse!)' affect tl1e timing of propl1ylaxis a11d ot1tbrealc co11t1·0I. Notification by 

GPs n1a) be in1pro\ ed by st1ch strategies as bette1· notificatio11 for1ns a11d bette1· f eedbaclc to doctors 

on the Olttcon1es. 

Bek et al ( 1994) studied 11otification of infectious diseases by ge11eral JJractitio11e1·s in Ne\:v Sot1tl1 

\Vales. Su1·,re)' before and after the introduction oftl1e P11blic Ilealth Act 19 9 1  (NSW) Tl1e percentage 

of doctors ,,,110 co11sidered notificatio11 to be very importa11t increased (57% "befo1e" v 67% 

"after'';JJ=0.02). as did tl1e percc11lage ,vho believecl tl1,Ll 11ot1 ficatio11 t1st1ally leads to pt e, e11ti,1e 

action (41% ,,. 54%· P - 0.04). 'I J1ere was 110 increase in self-re1101·tecl 11ot1ficat1011 (5()0 o v. '54°/o \\}10 

reported noti f),ing cases of noti fiablc diseases "al ways, c ,r �, I 1nost nl \Vays'' � f > = () .112). Nott fi(·i1t 1011 () f 
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requirec1 101· tl1e imp1·ovement in s11pervision, standardized case deftnitio11S and qL1ality of reporting, 

analysis ru1(l feedbaclc of 1nontJ1ly passive surveillance, witl1 a co11tinuous st1pJJOrt for the clisease

specific s11rveillance syste111s activities. 

Sin1on Voss (1992): How 1nucl1 clo docto1·s lcnow about tl1e notification of i1uectio11s diseases? Of all 

doctors ,vl10 1·esponcled, 115 (87%) la1ew tl1at tl1ere is a stah.1tory dL1ty to notify ce1-tai11 infectio11s 

diseases. l\1ore thru.1 65% of doctors ,ve1·e a\\,are tl1at tl1ose wl10 diagnose, confir1n diagnosis, or a1·e 

tl1e co11st1ltant i11 cl1arge have a d11ty to 11otify. I-Iowever, 011ly 37 ( 46%) ge11eral p1·actitio11ers and 15 

(29%) l10s1Jital doctors lmew tl1at a doctor wl10 s11s1Jects the diagl'1osis 1nay l1ave a d11ty to notify, and

29 (36°/o) ge11eral p1·actitioners and 24 (47%) l1ospilal cloctors incor1·ectly Ll10L1gl1L tl1at l11e 

microbiology labo1·ato1·y l1as a cluty to 11otify. Botl1 f,JTOllJJS o·f electors tl1ot1gl1t 11olificatio11 to be most 

importa11l to t11e cons11ltant for con1n11111icable disease co11trol a11d 11ational st11·veilla11ce a11cl least 

i111JJ01ia11t to tJ1e ge11eral IJractitioner and i11dividt1al patient. Only 40% of respo11cling clocto1·s (53) 

we1·e a,va1·e of ,,,J1e1·e con11Jletecl 11otiiication fo1·n1s sl1011ld be se11t. Altl10L1gl1 t11c address is on the 

forn1, ,,,11icl1 folds i11to a self contai11ed letter, a11ecdotal reports s11ggest tl1at tl1e forn1s are ofte11 pt1t in 

ru1 e11v el ope befo1·e posting. 

Allen ru1d ferso11 (2000) Notification of infectiot1s diseases by general p1·actitioners: A Focus groups 

s110\ved tl1at at least some GPs l1ave poor 11nderstandi11g of tl1e process of notification, most felt 

11ncomf ortable 11otif) ing a11 11nconfrrn1ed case, many prefen·ed to leave notification to tl1e laborato1·y 

beca11se of� conce1·11s abot1t dan1aging tl1e doctor-patient relationship, a11d tl1at tl1ere is need fo1· 

fi11anciaJ or other incentives. Tl1ere are deficiencies in tl1e co111plete11ess and tin1eliness of noti.ficatio11 

by GPs ,,,}1ich n1a)' ad,1ersel)' affect tl1e ti1ning of propl1ylaxis aJ1d ot1tbrealc co11t1·ol. Notification by 

GPs n1a)' be in1proved by s11ch strategies as bette1· notificatio11 fo1·111s a11d bette1· feedbacl< to docto1·s 

on the OLttco111es.

Bek et al, (1994) studjed 11otification of i11fectiot1s diseases by ge11e1·al practitio11ers in New Sot1th 

W ales. Stt1·,,ey before and after tl1e introdt1ction of the P11blic IIealth Act 1991 (NSW) Tl1e perce11tage 

of doctors ,�,110 considered notificatio11 to be very importa11t increased (57% 11befo1·e" v 67o/o 

"after" :J>=Q.02), as did the percentage \\1110 believed ll1at 11ot I fi en t1011 t1st1a] 1 y lea tis to p1 e, e11 ti, e 

action (41% v. 54%; J> = 0.04). '"f�l1ere \Vas no increase in sclf-repo1·tecl 11ot1ficat1011 (5()0/o ,,. �'4°/o ,vJ10

1·eported notifying cases of 11oti fiable disca.5es "al \Vays, <>r ,1 I 111ost r1 I \Vrt ys"; [ > = () tl 7 ). Not i ficrlt 1011 t1 l ... 
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required for tI1e jn1proveme11t in supervision, standardized case defmitio11s and qL1ality of reporting, 

ru1alysjs ru1d feedbaclc of 1nontl1ly passive s11rveilla11ce, witl1 a continuous st1p1Jort for the disease

specific surveillance syste111s activities. 

Simon Voss (1992): How mucl1 do doctors lmow about tl1e notification of infectiot1s diseases? Of all 

doctors ,vl10 1·esponded, 115 (87%) lmew tl1at tl1ere is a statt1to1y1 dt1ty to notify ce1·tai11 infectiot1s 

diseases. �!f 01·e than 65% of doctors we1·e avvare tl1at tl1ose wl10 diagnose, confinn dirig11osis, or are 

the co11st1ltant i11 cl1arge l1ave a dt1ty to notify. I-Ioweve1·, 011.ly 37 (46%) ge11e1·al p1·actitioners and 15 

(29%) l1ospital docto1·s lme,:v tl1at a docto1· wl10 st1s1Jects tl1e cliag11osis 111ay l1ave a d11ty to 11otify, and

29 (36%) ge11eral practitioners a11d 24 (47%) l10s1Jital electors inco1·1·ectly tl1ot1gl1t Ll1at the

mic1·obiolog)' labo1·ato1·y l1as a clL1ty to 11otify. Botl1 grot1J)S of electors t11ot1gl1t noti ficatio11 to be most 

importa11l to tl1e const1lta11t for comn1t111icable disease co11tTol a11d 11atio11al st1rveillance a11cl least

importa11t to tl1e ge11eral JJ1·actitione1· a11d it1divid11al patie11t. 011ly 40% of respo11cling clocto1·s (53) 

we1·e a\vare of \:\1l1e1·e con11)leted 11otificatio11 for111s sl1ot1ld be se11t. Alt11ot1gl1 t11e address is on the 

fo1·n1, ,vhicl1 folds into a self contai11ed lette1·, anecdotal reports st1ggest that tl1e fo1·ms a1·e o fte11 pt1t in 

an en,,elope before posti11g. 

Allen and r erson (2000) Notification of infectiot1s diseases by gene1·al p1·actitioners: A Focus grot1ps 

s110,ved t11at at least son1e GPs 11ave poo1· t111derstandi11g of tl1e process of notification, most felt 

tmcomfortable notif) ing an 1111confrr111ed case, many prefen·ecl to leave 11otification to tl1e laborato1·y 

beca11se o1 conce1·11s abot1t dan1aging tl1e doctor-patient re1ationsl1ip, a11cl tl1at tl1ere is need fo1· 

fi11anc1al or otl1er incentives. Tl1ere are deficiencies in tl1e co111plete11ess and timeliness of notificatio11 

by GPs \\'luch ma) adverse!)' affect tl1e timing of propl1ylaxis and 011tbrealc co11t1·ol. Notification by 

GPs n1a)' be in1pro\ ed by st1ch strategies as better· notification for1ns a11d bette1· feedback to doctors 

on the ot1tc0n1es. 

Bek et al. (1994) studied 11otification of infectio11s diseases by ge11e1·al p1·actitio11ers in New Sot1th 

\\'ales. Su1·,,e)' before and after the introdt1ction of tl1e Pt1blic I Iealtl1 Act 1991 (NSW) Tl1e perce11tage 

of doctors ,,,110 considered n< tificatio11 to be very irnportant increased (57% "befo1·e 11 v 673/o 

"after,. ;JJ=0.02 ), as djd the percentage \\1l1(> be I ievecJ Ll1,1t 11ot1 fi cat1011 t1s11al 1 y lea els to p1 C\ c11t1, c 

action (41 % ,,. 54%; J> = 0.04). "J�J1erc ,vas 110 i11crcasc in sell-reported 11ot1ficat1011 (5()0 a,, 5Li(Yo ,, 110 

1·eported notif)'ing cases of 11otifiable diseases ''al\.vays, c,r �1lrnc>st nl\vnys"; J ) 
= 0.Ll2). Notil1cntio11 ()(
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infectioL1s disease by doctors re111ajns subopti1nal, bt1t may i1111Jrove ove1· time as tl1e in1pact of the

11e,v Act js felt. Feedbaclc to doctors s11ovving tl1at p1·eve11tive action is talce11 as a rest1lt of their

notificat1011s 1nay be tl1e most effective way to improve notification practices. 

Ta11 et al (2009) st1.1cly- Private docto1·s' practices, la1owledge, ru1d attitt1de to reporti11g of 

co111n1t111ic�ble diseases: a 11atio11al st11·vey in Taiv\ran. Tl1e 111ost co1ru11011 1·easo11s fo1· 11ot reporting 

,�ere "do 11ot ,vant to violate tl1e }Jatient's JJrivacy", "1·eporti11g procedu1·e is trot1bleso1ne", ancl "11ot 

st1re ,, l1etl1er the diagnosed disease is 1·eportable". Significantly liigl1er propo1iio11s of tl1e 11011-

reporting doctors co11side1·ecl tl1e repo1·ti11g systen1 incon,,enie11t or we1·e 11ot ia1niliar witl1 ll1e syste1n. 

Tl1e lugl1est })erce11tage (65.23/o) of tl1e 11on-reporting doctors co11sidered tl1,1t a si111plified 1·eporti11g 

proceclt11 e, a111011g all 111eas11res� wot1ld i11crease tl1ei1· vvilli11g11ess to 1·cport. 111 aclclilion, a signiJicantly 

]1igber p1·01)ortio11 of tl1e no11-1·eporting doctors ,:vot1ld i11crease tl1eir ,villi11g11ess to report if tl1ere l1as 

been a good re,vard for reporti11g or a pe11alty fo1· not 1·eporti11g. Tl1e 111ost effective way to irnprove

reporti11g rate n1ay be to 111oclify doctor's attih.1cle 10 clisease 1·cpo1·ti11g. Tl1e development of a 

conve11ien1 a11cl ,videl)'-accepted reporting syste111 a11d tl1e establisl1111e11t of a 1·ewarcl /1)enalty syste111 

1nay be esse11tial in i1npro, i11g clisease repo1·ti11g co111pliance i11 l)rivate doctors. 

SJJedding et al ( 1998) Notification of i11fectiot1s diseases by j1111ior doctors in acciclent and emergency 

departn1e11t Ireland 81 (91 %) of tl1e se11io1· l1011se officers }Ja1·tici1Jated in t11e stt1cly; 23 (29%) realised 

that tl1e doctor diagnosi11g tl1e 11otifiable disease l1ad a stat11tory d11ty to 11otify t11at disease; 1u11e (11 %) 

,�.rere a\\'are there ,, ere tliree statt1tory lists in tl1e United I(ingdo1n. I(11owleclge abot1t wl1icl1 infectious 

diseases reqt1ire notification ,,a1�ied fro1n 79/81 (98%) for n1e11i11gococcal disease to 15/91 (19%) for 

methicil I in resistant S at1ret1s. Sev'ent)' ni11e (98%) of tl1e doctors tl10L1gl1t tl1at a !)Oster displayed i11 the 

A&E department ,vould be helpful. There was no significant difference between duration of 

qualification and performance on the questionnaire (p=0.2).In Conclusion despite varying experience, 

junior doctors in A&E do not kno\V \\hich infectious diseases are notifiable by statute. They felt that 

it ,vould be l1elpft1l to ha\'e a poster in tl1e A&E clepart1nent listing tl1e notifiable diseases of tl1at 

region. Io encourage accurate reporting, interregional variation bet,veen the statutory lists should be 

• 

abolishecl and 1·eplaced by one n,1tionally agre d list. 
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infectiot1s disease by doctors re111ains subopti1nal, bttt 1nay i1n1J1·ove over time as tJ1e in1pact of the 

11e,v Act jg felt. Feedbac1< to doctors sl1owing tl1at p1·eventive action is tal<e11 as a rest1lt of their 

noti:ficat1011s 1nay be tl1e most effective way to imp1·ove 11otification p1·actices. 

Ta11 et al (2009) study- Pt·ivate doctors' practices, la1owledge, ru1d attitt1de to repo1·ti11g of 

com111t111icr1ble diseases: a 11ational st11·vey in Taiwa11. Tl1e 111ost co1runon reaso11s fo1· 11ot 1·eporting 

,ve1·e "do not ,vant to violate tl1e JJatient's JJ1·ivacy", "re1Jorti11g procecl111·e is h·o11bleso111e", and "not 

sure ,vl1etl1e1· tl1e djag11osed disease is 1·eportable". Significa11tly lugl1er propo1iio11s of tl1e 11011-

reporting doctors co11side1·ed tl1e reporli11g systen1 incon,,enie11t or vvere 11ot fa11uliar witl1 tl1e syste1n. 

Tl1e l1igl1cst JJerce11tage (65.2%) of tl1e 11011-reporting doctors co 11sicle1·ed tl1,tt ,t si1nplified 1·eporti11g 

procedt11 e, a111ong all 111east1res, ,vot1ld i11crease tl1eir ,vil]i11g11ess to rc1Jort. T11 actclilio11, a significantly 

l1igl1er p1·011ortio11 of tl1e no11-1·eporting cloctors wo11lcl i11crease tl1eir \Villi11g11ess to report if tl1ere 11as 

been a good re\vru·d for 1·epo1·ti11g or a pe11t1lty for· not reporli11g. Tl1e 111ost effective w,1y to in1prove

reporti11g I ate n1ay be to n1oclify doctor's attih1cle to cliscnsc reporti11g. Tl1e clevelopme11t of a

co11ve111e11t a11cl ,,,idely-accepteci re1Jo1·ting syste111 a11d tl1e establisl1111e11t of a 1·ewarcl/1)enalt)1 syste111 

1nay be essential in i1n1Jro,1ing clisease re1)orti11g con1plia11ce i11 IJrivate docto1·s. 

Spedding et al ( 1998) Notification of infectiot1s diseases by j1111io1· doctors in accident a11d emergency 

departme11t lrela11d.8l (91 %) of tl1e se11io1 · l1ot1se office1·s pa1·ticipatcd in tl1e stt1dy; 23 (29%) realjsed 

that the doctor diagnosing tl1e notifiable disease l1ad a statt1tory dt1ty to 11otify t11at disease; 11i11e (1 1 %)

,vere a\\ are there ,,,ere tl1ree statt1tory lists in tl1e U11ited I(ingdo1n. I(t1owledge abot1t wl1icl1 infectiot1s 

diseases require notification varied fi·o1n 79/81 (98%) for 111e11i11gococcal disease to 15/91 (19%) for 

metmci] I in resistant S a11ret1s. Se\ ent)' ni11e (98%) of tl1e doctors tl1ot1gl1t tl1at a }JOster displayed i11 the 

A&E depart111ent ,vould be helpful. There was no significant difference between duration of 

qualification and performance on the questionnaire (p=0.2).In Conclusion despite varying experience, 

junior doctors in A&E do not kno\V ,vhich infectious diseases are notifiable by statute. They felt that 

it ,,,ould be l1elpful to ha,,e a poster i11 tl1e A&E depa1·t1nent listing tl1e 11otifiable diseases of tl1at 

region. Io encourage accurate reporting, interregional variation bet,veen the stah1tory lists should be 

• 

abolishecl and 1·eplaced by one 11,ttional ly agreed list. 
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CHAPTER TlffiEE

METHODOLOGY

3.1 Stt1ll)' design 

Tl1is \). as a desc1·iptive c1·oss sectio I d 11a stLl Y among cloctors ancl 11t1rses i11 pt1 blic l1eal tl1care f aci Ii ties
in Ibada11. 

Tl11s S(ltcly \iVas cai·r·ied Otlt i11 a te1·tiar)', t\VO seconcla1·y a11cl 52 JJri111nry l1caltl1cnre facilities i11 Ibaclan. 

Ibada11 is located i11 sot1tl1-v\1este1·11 Nige1·ia, 128 l<n1 11ortheast of Lagos a11d 530 1<111 s011tl1wesl of 

Abuja, tl1e fede1·al capital. It is tl1e ca1)ital of Oyo State and tl1e tl1ird largest 111et1·opolitan city in 

Nige1·ia, \\ itl1 a pop11latio11 of 1,338,659 according to tl1e 2006 ce11st1s. Tl1ere a1·e ·five Ltrban local 

govenu11e11l areas (LGAs) \iVitl1 tl1eir l1eadqt1arte1·s witl1i11 tl1e city. ,.fl1e pt1blic 11ealtl1 care clelivery 

systein 1 1 1 Nigeria is strt1ctl11·ed i11to tl11·ee levels, nan1ely tl1e prin1ary, seconclary a11cl tertiary levels of 

care. Tl1e1·e is one pt1blic tertia1·y l1ealtl1 ca1·e facility (Tl1e U11iversity College I-Iospital) in Ibaclan, two 

pt1bl1c seco11da1·)' l1ealtl1 care facilities (AdeO)'O Maternity a11d tl1e Ri11g Road State I-Iospitals) and 52 

pr11nm·) l1ealtl1 care (PI-IC) ce11t1·es distribt1ted in tl1e LGAs witl1in tl1e city. Tl1e te1·tiary l1ospital, UCII 

l1as 380 resicle11t Doctors a11d 1,131 11t1rses a11d serves as a 1·efer1·al Ce11t1·e for gene1·al l1ospitals ancl 

cJ.mjcs 1n 01 o state and its environs. It is located in Ibada11 Nortl1 local governme11t area. Adeoyo 

Materrut)' I-lospital, Yen1etu is located in Ibadan No1il1 local governn1e11t a1·ea l1as 18 medical Docto1·s 

and 217 Nt1rses Ring road state hospital is located in Ibada11 sot1tl1west local gove1·ru11ent area of Oyo 

state. It J1as 14 doctors and 173 nurses. Tl1e1·e are 52 p1·imary l1ealthcare ce11ters in tl1e 5 LGA in 

Ibadan aiJci t]1ere are 70 bealtl1care worl<ers i11 tl1em: Ibadan No1·tl1 (8), Ibadan Nortl1west (8), Ibadan 

Northeast (8), Ibadan South,vest (21) and Ibadan Southeast (7) (SMOJ-I, 2012) 

3.3 Sampling tecJ1nic1ue 

A cluster of the tertiarv. secondary and primary healthcare levels of the public facilitie!. in I b,1dnn
• 

\\'ere selected. Probability proportional to <11e ,-vas used to select nu1nbcr or docto1 s nnd nurses thntl

participated in the study for the tertiary and S( condary hosp1lals. Due to the relallvcly lo\� nu1nher or

el. ·bt 
· · t r. tJJe pJ J( ce,1trcs an<l to �,1sL1re tl1;tt till cc11tr�s \VcrL: \veil re11rc�c11tell, i1ll 7() 1g1 e part1c1pa11 s 1ro111 
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Participn11ls in tl1ese centres we ·e l t d Tl d · · 1 se ec e . 1e epart1nents 1n tl1e tertiary and secondary l1ospita1s 
\Vas ft11111er Stfatified 111to medical and non-medical t1nits, after w11ich simple 1·andom san1pling was
used to select tlie 11un1ber of persons tl1at participated in each clt1ste1·.

3.4 Sa111ple size detern1i.nation 

Usi11g s111gle proportion 

11 = (} . 9 6) 
2

X Q. } 19 X ( 1-0. l J 9)

0.0025 

11 = n1111ii11t1n1 sru11ple size 

=161 

P = Prevalence of good la1owledge of 11otificatio11 a111011g 111edical doctors i11 Edo state ( 11.9%) (Ofili 

. 2003) 

d = precision for t]1e st1.1dy ,vhicl1 is set at 0.05 

z = Sta11dard 1'orn1al Deviate at 95°/o confide11ce inte1·val = 1.96 

Si11ce tl1e popt1lat1on is a finite 011e (i. e 1933 l1ealthcare ,vorl<ers in UCI-I, Adeoyo maternity l1ospital, 

Ring road l1ospital) tl1en the sample size for a finite JJOpt1latio11 was fu1�t11e1· cleter1ni11ed 11si11g tl1is

formttla; 

nf = n 

(I+ n/N) 

nf = desired sample size for finite popt1lation 

n = desired sample size for infi11ite population 

N = tl1e estimate of the population size

nf = l 61 / ( 1 + ( I 6 1 / 19 3 3) 

= J 48 rcspondc111s 
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Non response 1·ate 

Using a 11011-re5po11se rate of 10% 

} QQ/90 := ] . } l X ] 48 =: 165 

To get tl1e 11ttn1be1· of pru.ticipants it tl 
. 

. 
1 1e te1i1ary and secondary level, probability proportional to size 

\Vas t1sed to estimate par·ticipants in eacll 11ospital.

Total san1ple fi·an1e = 1933 

Sat11ple size = 165 

UCH = ) 511 doctors and 11t1rses 

}51} X 165 =132 

1933 

. AdeO)'O J\1atemity I-IosJ)ital = 235 doctors a11d nt1rses 

235 X } 65 = 20 

1933 

Ring Road State Hospital = 187 cloctors and nt1rses 

187 < 165 = 16 

1933 

Total nt1111l1e1· of 11ea]t]1care ,vorkers in the prin1ary l1ealtl1 ca1·e ce11t1·es was 70.

T11erefore 132, 36 a11d 70 doctors and nt1rses from tl1e te1iiary, seco11dary ancl J)1·irnary levels of I1ealtl1 

care faci]jtjes i11 Jbada11 \\'ere recruitecl for tl1is stttdy tising mt1ltislage rat1clo111 sa111pli11g. 
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Non ricsponse 1·ate

Using a 11011-response rate of 10% 

100/90 = 1 .11 x 148 = I 65 

in 1e te1·t1ary a11c1 seconclary level, p1·obability proportio11al to size To get tl1e 1111n1be1· of participa11ts · tl 

\Vas t1sed to esti1nate pa11.icipants in eacll llospital. 

Total sanlJJle f1·an1e = 1933 

Sa1nple size = 165 

UCH = 15 l 1 docto1·s m1d 11t1rses

1511 X 165 =}32 

1933 

. AdeO)'O 1'1ate1·nity I-Iospital = 235 docto1·s a11d 11t1rses

235 X ] 65 = 20 

1933 

Ring Road State Hospital= 187 doctors and 11urses 

}87 X ] 65 = 16 

1933 

Total 11t1111l1e1· of l1ealtl1care ,vorkers in tl1e prin1a1·y l1ealtl1 care centres was 70.

Therefore 132. 36 and 70 doctors and nurses from the tertiary, secondary and primary levels of health

care facilities in Ibadan \Vere  recruited for this study using multistage randon1 sampling.
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tJsing a 11on-response rate of 10%

)00/90 == J .} 1 X }48 = 165 

To get tl1e nl1n1be1· of participants in tll . 
. . . 

e tert1a11' a11d seconda lev . . . 
\vas used to estimate pa1i1c1pa11ts in e h I . 

ry el, p1 obab1J1ty JJ1·oportional to size 

Total san1JJle fi�ame = 1933

Snn1ple size = 165

ucH == 1511 docto1·s a11d 11t11·ses 

}5}1 X 165 =132 
-

1933 

ac 1osp I ta I.

Adeo}'O \1ate1·nity Hospital = 23 5 doctors a11d ntlrses

�35 X }65 = 20

1933 

Rmg Road State Hospital = 187 cloctors and n11rses 

}87 X ] 65 = J 6

1933 

Total nt,mber of l1ealthcare \Vorl<ers i11 the JJrin1ary l1ealtl1 care centres was 70.

Therefore 132, 36 and 70 doctors and nt1rses from t11e tertiary, secondary anct prima1·y levels of l1ealtl1

care facilities in Ibada11 we1·e recrt1itecl for this study t1sing mt1l ti stage ra11don1 sa111p) i11g.
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3.5 Selection criteria
• 

Inclusion cri tc1·ia

11 altl1cnre v..01·l(e1·s wl10 vvere }Jresent d · 1 . ne llritlg t 1e study period at tl1e specil·ied faciJ ities and gave tl1eirco11se11l. 

· All Healthcare workers who were on leave or otherwise unavailable during the study period and those,v]io \,,ere J)resent bt1t did not give tl1ei 1• consei1t.

3.6 Dn t,1 collection n1 etl1od 

Data \Vas co1{ected tlsi11g an obse1-vational cl1ecl<list a11d a se111i-slructt11·ed jJ1·e-leslecl qL1eslioru1aire 

containi11g OJJen a11d close e11ded qt1estions vvl1icl1 ,;vas desig11ecl basecl 011 tl1e l11tcgrated Disease 

SLtrveil1a11ce tecl1.nical guidelines by vVIIO a11d CDC Lassa fever fact sl1c�ts tl1,1t elicits tl1e rec.1Ltired 

informatio11 based on the stt1cl)1's objectives vvlucl1 v\'as ad1ni11iste1·ecl to rcspo11clent in thei1· facilities

by trajned researcl1 assistant. 

Tl1e qt1estion11c1i1·e cotnJJrise 5 sections: 

Section A· Socio demograpl1ic a11d edL1cational details. 

Section B: reno,� ledge of Lassa fever i11clt1ding signs ai1d sympto1ns, clinical diag11osis, 

tra1151ni<isio11 ru1d treat111ent. 

criteria for Lassa feve1· 1·eporti11g, 1·e1Jorting seq11ence a11d for111s Sectjon C: J(no,, ledge of IDSR 

11tiJ1zed 

. 
d prio1· 111a11age1ne11t of p1·obable cases. Sectio11 D: AL ti rude to Lassa fe,,er i·epotiing 811 

Sectio11 E: Pactors associated 'A'i tl1 reporting practice

I 
. as assessccl at tl1e l1ealtl1 facility level t1si11g a11Th . D r disease report1ng w ' i e adequaC)' of 111f1·astrt1cture O 

. . 
(' tio,i fro,,, tile lic,,lll1 fnc1lit1cs 011 

. . . 1· was used in ol,ta1r1111g in OJ ,na obsen1at1011al checklist. This c11eck 151 
f" t· 1,11 1,,1.,clr ilc)ry lc)<)ls fc)r cc>llect111g

·k-- dcsi 1nalc<l pcrsc..>n, uric ,c,,' ( < the availability of infi·astructures h e g 

1 fi II I . . . ro11natio11 dissc111int1l1cJ1 1 ,111c cut ),1c <.specm1en, reporting tools, 111ate1·1als, 1111' 
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• 

3_7 Data manngen1ent

D 
r collected \Vas cl1ecked for co l a a 01P eteness, cleaned, edited and ente1·ed into Statistical Software

package for Social Scie11ces (SPSS) version 15 .O.

frequencies, percentages, 111ean and standard deviations "vere used to su1n1narise the data. I<nowledge
of Lassa fevei· was scoi·ed based 011 25 qt1estions fron1 tl1e la1ov,1ledge sectio11. Eacl1 co11·ect n11swer
,,as a,varded 011e point while a ,vi·o11g ans,,..1e1· vvas give11 no poi11ts. Participa11ts with scores <12 were
categor1seci as 11a,,ii1g l)Oor lmo,:vledge, a11d tl1ose witl1 sco1·es �12 ,:ve1·e categorizecl as l1avi11g goocl
kno�1leclge. IC11owleclge of IDSR was scored based 011 22 q11estio11s [1·0 111 tl1c l(nowledge sectio11. E,1cl1
correct ans,ver ,:vas avvarded 011e point vvl1ile a \Vrong a11swe1· w,1s give 11 1 10 poi11ts. Particip,t11ts witl1
scores <9 ,ver·e catego1·izecl as l1a\1i11g poo1· Ic11owledge, a11d tl1ose vvitl1 scores 2:9 we1 ·e c,1tegorisecl as
J1a, ing good Ja10,vledge sco1·ed. Based 01 1 5 qt1estions fi·o111 tl1e attitt1cle sectio11 graclecl 011 a lil<e1·t
scale the 111axi111u111 score is 25. Eacl1 correct pe1·ceptio11 \Vas awarclecl 5 1Joi11ts wllile the wrong

ans\ver ,, as a,varded 1 point. Pa1·ticipants witl1 sco1·es < 15 vvere catego1 ·isecl as l1aving 11egative

attitude tO\\,a1·ds 1·epo1·ti11g of st1spected Lassa fever case ancl tl1ose \:\rit11 scores �15 vvere categorised 

as having JJOsiti, e attitt1de. 

Tile c]ii-sqL1a1·e test statistics v\1as t1sed to evalt1ate the associations betwee11 la1owledge, attitt1de and 

denlographic cI1aracteristics of 1·esponde11ts at p-valt1e 0.05. A bi11a1·y logistic regression a11alysis was

then llSCtl 10 btii1d a n1odel benvee11 tl1e ol1tcon1e va1·ial)le and tl1e ex1Jla11ato1 ·y va1·iables witl1 p-value

set at 0.20. Tile outcome ,,ariables \Vere Imowledge of Lassa fever, la1owleclge of IDSR cliag11ostic

· 
1 · d tt ·n de towarcls j ts reporting. Tl1e ex1Jla11atory va1·iables tl1at we1 ·e i11clt1dedcnter1a for the c 1sease an a 1 1 

· · d a api. =c cl1aracteristics of respo11dents, type of facility, s0111·ce ofm the n1odel are socio- emoc-r 1u 

. . r·r 
· 

t· 1g The aclJ·11sted oclcls ratios (AORs) ancl 95% Cls were
1nfonnat1011 and o111er factors a 1.ect1ng repor 11 

used as 111easu1·es of association . 
• 
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3.9 Lii11itntions

Time con�tderations necessitated the limitation of the study to doctors and nurses and not all

popula11ons relevant in the diagnosis, treattnent, reporting and nosoco1nial prevention of Lassa fever

which involves all cadres of health workers. Only healU1care workers in the public facilities

participated i11 the study.

3.1 o Etl1 ic�11 considcra tions

Tile Pro1Josal \Vas st1bmitted to tl1e UI/UCII etl1ical 1·evie,;v co111111il1ee for etl1 ical aJ)proval. W1·itten 

infonned co11sent ,;vas obtai11ed fi·om all J)articipar1ts "''110 ,vere i 11for111ecl of wl1at the sh.1dy e11tailed 

and time 1 equi1·ed to co111plete tl1e resea1·c11 i11strt11ne11l. Pa1iicipatio11 \iVas volL111tary, sessio11s were 

interruptecl at any ti111e at responde11ts' desire .Co11fide11tial ity of res1Jo11ses was 1naintai11ecl as

participa11ts \Ve1·e 11ot required to i11pt1t tl1ei1· 11ames 01· any pe1·so11al ide11tifier .

• 
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CIIAPTER FOUR 

• 

RESULTS 

4.1: Socio-clcmograpl1ic cliaracteristics of tl1e respondents

A total of 25S questiom1aires \Vere dislribt1ted a11d 238 were 1·etlrrned comi)letecl giving a response 

rate of 93.0% .In table 4 .I below, tl1e de111ographic chru·acteristics of tl1e respo11dents ar·e prese11ted.

rviajority of tl1e respoi1dents were 11u1·ses 155 (65.1 %). Tl1ere were 85(35.7%) n1ales .TJ1e ages of 1l1e

respo11dents 1·a11ged from 22 to 58years ,vitl1 a 111ean age of 36.5yea1·s (STD± 9.3). Majority of tl1e 

responde11ts ,vere n1ar1·ied 154(64.7%), witl1 only two ,vido\1/S (0.8%) a11d 82(34.5%) singles. Tl1e

highest le, el of edt1cation fo1· 111ost 1·es1)011de11ts \Vas tl1e t1ni,,ersity ecit1catio11 vvitl1 60.3 % (143) ancl

otl1ers tertiary edt1cation 35. l % (8L�). Tl1ei1· year·s of experie11ce ra11ged f1·0111 2 to 35years witl1 a 1nean 

of9.8 )ea1·s(STD± 9.3).T11e et1111ic co1npositio11 oftl1e grot1p vvas Siltch that 186(78.2o/o) were Yon1ba, 

46 (19.3°/0) Ibo� 4 (1.73/o) Ha11sa a11d 2(0.8%) fro1n otl1er tribes. 

# 
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Table 4.1: Freq11ency dist1·ibution of r espondents by soc10-dc1nog1·aphic cl1a1·acteristics

Variables 
• 

Age group 111 years 

20-29

30-39

40-49
50-59

Sex 
Male 

Female 

Marital Statt1s 

Single 
Married 
\\�d0\:\1

Designation • 

Doctors 

Nurses 
Education 
Uru,,ersjty/ Postgradt1ate 

Schoolof 
H)1giene,Technolog)' 
School of nursingi rn.id\vifery 

Ethnic group 

Yoruba 
lgbo 
Hausa 

Others 

¥ears of service
<10 

10-19

20-29
>"o_J 

Primary 

N=70 

19 (27.1 %) 
35 (50.0%) 
10 (14.3%) 
6 (8.6%) 

30 (42.9%) 
40 (57.1 %) 

27(38.6%) 
42(60.0%) 
1 (1.4%) 

17(24.3%) 
53 (75.7%) 

41 (58.6%) 

18 (25.7%) 

11 (15. 7%) 

53 (75.7%) 

15 (21.4%) 

1 (1.4%) 

1 (1.4%) 

51 (72.9%) 
12 (17.1%) 

5(7. 1 %) 

2 (2.9%) 

Health Fncilities 

Secondary 

N=36 

17 (47.2%) 
13 (36.1%) 
5 (13.9%) 
1 (2.8%) 

7 (19.4%) 
29 (80.6%) 

16(44.4%) 
20(55.6%) 

0 (0%) 

6 (16.7%) 
30 (83.3%) 

15 (41.7%) 
12 (33.3%) 
9 (25.0%) 

25 (69.4%) 
11 (30.6%) 

0 (0.0%) 

0 (0 0%) 

24(66 7%) 

9 (25 0'1/o) 

3 (8 3%) 
0 (0 0'¾) 

37 

Tertiary 

132 

28 (21.2%) 
49 (37.1 %) 
35 (26.5%) 
20 (15.2%) 

48 (36.4%) 
84 (63.6%) 

39(29.5%) 
92(69.7%) 
1 (0.8%) 

60 (45.5%) 
72 (54.5%) 

98 (74.2%) 
26 (19.7%) 
8 (6.1%) 

108 (81.8%) 
20 (15.2%) 

3 (2.3%) 

1 (0.8%) 

75 (56.8%) 
26 (19 7%) 
20 (15.2'½1) 
I 1 (8 1'½,) 

Total{%) 

N=238 

64-(26.9) 
97(40.8) 

50(21.0) 

27(11.3) 

85(35.7) 
153(64.3) 

82(34.5) 
154(64.7) 

2(0.8) 

83(34.9) 

155(65.1) 

154(64. 7) 
56(23 .5) 

28(11.8) 

186(78.2) 
46(19.3) 

4(1. 7) 
2(0.8) 

150(63 0) 
47(19 7) 
28( 11 8) 
I 3(5.5) 
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4.2: Kno"'ledge of the respondents on Lassa fever signs and symptoms, transmission, diagnosis

and tr·en tment.

Table 4.2 and 4.3 below highlights knowledge of the respondents on Lassa fever signs and symptoms,
transmission,. diagnosis and treatment and their scores. A high proportion of the respondents 219
(92.0%) lmevv tl1at tl1e rese1-voir is rat, 154 (64. 7%) lmew tl1at Lassa fever is a viral irifectio11, wliile
167 (70.2%) lmew tl1at the i11cubatio11 period 1·anges from abot1t 011e to tl1.ree 1vveelcs.

Very little of tl1e stl1dy pa1·tjciJJants 76(32.0%) Icne"v t]1e cor1·ecl sig11s a11d sy1111Jtoms of Lassa fever
and also 69(29 .0%) o_f tl1e responde11ts cot1ld ide11tify tl1e rigl1t cl1ar111el of. tra11s111ission for Lassa
fever v11·L1 s. 

In Lassa lever treat111e11t, a lligl1 perce11tage of tl1c 1·espo11clents 130 (54.6%) lu1ew tl1at JJatients a1·e 

nursed in isolated wa1·ds ,vl1ile very few 72 (30.3%) la1e\v tl1at Ribavirin is tl1e dr11g of cl1oice and 

22(9.2%) tl1e co1·1·ect dose. 

Table 4.2: J(no,\1ledge score of l1ealtl1care ,,,01·l{ers N=238 

J(no,,1ledge sco1·e Frequency (0/o) 

Good 67 28.4 

(?.12) 

Poor 169 71.6 

(<12) 

• 

• 
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Tnble 4:
3= Kno,vlcdge of the respondents on Lassa fever signs and symptoms, transmission anddingnos1s 

-variable

-

Lassa is a viral disease 
Reservoir in Rats 

Infectio11 is t1st1ally fatal 
Transn1ission by rat bite 
1ncubatio11 1-3 vveeks 

Features incI11de 

Fe,,er > 38°C 

Ivft1cosal bleedi11g 
Facial Oeden1a 
Retroste1·nal pail1 
Jaw1dice 

• 

Diagnosis 
Children not affected 
Suspect i11 fever + bleeding 
Abnormal bleed excludes 
Confrrn1ed witl1out lab 
Distinct case presentations 

Transmission 
Dead bodies may transmit 
Active '>lci11 pe11etration 
B)' aerosol 
OnJy infectious in acute phase 
Semen n1av transmit 

Treatme11t 
Nurse patient on open v\ ards 
Bleeding poor prognostic sign 
Ribavirin 
Use Steroids 
Dose for IO days

• 

39 

No of respondents= 238 
Response 

Yes 

* 154 (64. 7%)
*219 (92.0%)
�( 179 (75.2%)
79 (33.2%) 
* 167 (70.2%)

,� 13 5(56. 7o/o) 
* 125 (52.5)
*83 (34.9%)
*82 (34.5%)
88 (37.0%) 

23(9.7%) 
*108(45.6%)
37 (15.5%)
44 (18.5%)
63 (26.5o/o)

* 190(79.8%)
116 (48.7%)
*117 (49.2%)
151 (63.4%)
113 (47.5%)

39 (16.4%) 
*45 (18.9%)
*72 (30 3%)
34( 14 1°/r>)
*22 (9 2%)

No 

23(9.7%) 
8(3.4%) 

40(16.8%) 
* 124(52.1 %)
22(9.2%)

32 (13.4%) 
21 (8.8%) 
19 (8.0%) 
28(11.8%) 
:�41 (17.2%) 

* 120 (50.4%)
41 (17.2%)
:i:116 (48.7%) 
:f: 112 (47.1 %) 
* 58 (24.4%)

19 (8.0%) 
:f: 7 6 (3 1 . 9%) 
57 (23.9%) 
*35 (14.7%)
:f'2 l (8.8%)

* 130 (54.6%)
79 (33.2%)
86 (21.0%)
* 84 (35.3'1/o)
,i 2 ( I 7. 7'¾,)

Not Su1·e

61 (25.6%) 
11 (4.6%) 
19 (8.0%) 
35 (14.7%) 
49 (20.6%) 

35(14.7%) 
92 (38.7%) 

136 (57.1 %) 
128 (53.8%) 
109 (45.8%) 

95 (39.9%) 
88 (37.0%) 
84 (35.3%) 
82(34.5%) 

117(49.2%) 

29 (12.2%) 
46 (19.3%) 
64 (26.9%) 
52 (21.8%) 
10 (43.7%) 

69 (29.0°/o) 
114 (47 9° o) 
116 ( 48. 7) 

120 (50.,lo/o) 
1 7 L� ( 71 I 'Yo)
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r 
'

4J: J{non•ledge of the respondents on IDSR, diagnostic criteria for Lassa fever and its
reporting.

Table 4 4 and 4.5 belo,:v summarizes IDSR knowledge of respondents and their scores with respect to

Lassa fever reporting. On.ly 67 (28.2%) of the respondents reported an awareness of the IDSR 
diagnostic criteria for Lassa fever. The n1ost frequent source was journals 87(36.6%) followed by

other health workers 47 (19.7%), conferences 37(15.5%), books 29(12.2%), postgraduate

teaching/] ectures 1 7 (7 .1 % ) , under graduate teachings/I ectures 11 ( 4. 6%), and internet 9 (3. 8% ), wh ii e

1 (0.4%) 1·espo11de11t obtained l1is lcnovvledge elsewl1ere.
Tlle n1ost con�ectly lmowJ1 Lassa fever criterion was epide111iological li11lced to a corifirn1ed case of

Lassa b)' 177(74.4%) 1·esponcle11ts, fol1o,ved by labo1·ator.5, co11fi 1·111ed IgM Lassa a11libodies

l'i5(73.5%), ru1d subconj11ctival bleeclu1g bei11g co11siderecl diag11ostic crite1·ia by oruy 114(47.9%) 

respondents. 

It \Vas rot111ct tl1at 5 0(21. 6%) of tl1e respo11dents �,e1·e jn t11e goocl lmowleclge catego1·y wl1iJe

181(78.4%) of the respondents were in the poo1· catego1·y .

• 

N=238 

Frequency 
(Ofo) 

Good 50 21.6 

( �9) 

Poor 181 78.4 

(<9) 
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f:ible -t.S: Kno,vledge of IDSR diagnostjc criteria for Lassa fever. No of respondents= 328

-Included in IDSR Lassa criteria

Littl< to Lassa case 
Lac;sa Igivl a11tibodies 
fever t11,respo11sive to Rx 
Lassa v1rt1s isolation 
SubconJ t1ct1,,aJ bleedi11g 
Haematt1r1a 

JDSR Repo1·ti11g Req11i1·1nents 

Repoii st1spected cases 
Report 0111)' co11fi11ned cases 
Critical 11t11nbe1· of cases needed 
to repo1·t 
Notify State Mi1listry 
Notify Local Gover1une11t 
Report cases ,;veeld Y 
Notu)' Federal �Iinistr)' 

Reporting Fonns 
Only 001 B t1sed for only Lassa 
fe,,er 

001 C used for line listi11g 
All IDS fo1·1ns usef1.1l fo1· Lassa 
OOIA for Lab repo1iing 
001B for Fac1l1t)' reporting 

,: Indicates the right response 

41 

Yes 

;J: 177 (74.4%) 
�: 175 (73 .5%) 
*126 (52.9%)
;J: 116 ( 4 8. 7 % )
�: 1 14 ( 4 7. 9%) 
>{: 1 2 8 ( 5 3 . 8 % ) 

* 184(77.3%)
174 (73.1%)
154 (64.7%)

148(62.2%) 
* 135(56.7%)

164 (68.9%) 
155 (65.1%) 

23(9.7%) 

)�28(11.8%) 
�: 31 ( 13. 0%) 
35(14.7%) 

30(12.6%) 

Response 
No 

14 (5.9%) 
12 (5.0%) 
16(6.7%) 
23(9.7%) 

41(17.2%) 
18 (7.6%) 

16 (6.7<Yo) 
* 18 (7.6%)

,i:41 (17.2%) 

* 19 (8.0%)
46 (19.3%) 

:�29 (12.2%)
,j: 1 5 ( 6. 3 % )

:{:16 (6.7%)

14(5.9%) 
13(5.5%) 

:J: 1 5 ( 6. 3 % )
:Jc23 (9. 7%) 

Not Su1·e 

47 (19.7%) 
51 (21.4%) 
96 (40.3%) 
99 (41.6%) 
83(34.9%) 
92 (38.7%)

38 (16.0%) 
46 (J 9.3%) 
43 (18.1%) 

71 (29.8%)
57 (23.9%) 
45 (18.9%)
68 (28.6%) 

198(83.2%) 

196(82.4%) 
194(81.5%) 
188(79.0%) 
185(77.7%) 
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4.4: Attitude to Lassa fcvc1· 17.cpor·ting and control

Table 4 6 and 4.7 below shows sununary of responses to attitude questions and their scores.

The highest attitude score was expressed for the issue of Lassa fever being u11comn1on source of

morbidity and the least for the healthcare workers being vulnerable group in Lassa fever outbreaks. It

was found that 200(84. 0%) of the respondents were in the good attitude category while 3 8( I 6. 0%) of

the responde11ts vve1·e in the JJ001· category .

• 

Good 

( 2:] 5) 

Poor 

(<15) 

200 

38 

42 

N=238 

(o/o) 

84.0 

16.0 
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Table 4. 7: Responses to attitucle questions

\lariable 

Healthcare worlce1·s sl1ould 

1naintain clinic registers for 
commt1. disease diagnosis

Repoiii11g 1·eqt1ire111ents

not an u1u1ecess. bt11·de11

on busy cl ini ciru1s

Health wo1·I<ers especially

are Vttlnerable dt1ring

Lassa 011tbreal<s

Empl1asis on Lassa fever 

pre,,ention and control is

important and necessary

Universal precat1tions 

ofbenefi t i11 l i111i ting
nosocon1ial infection 

Ag1·ee 

strongly 

60 
(25.2%) 

109 
(45.8%) 

75 
(31.5%) 

1 1 I 
(46.6%) 

102 
(42.9%) 

Numbe1· of 1·cspondcnts = 238 

Number of Responses{%) 

Agree Undecicled Disag,·ce Disag1·ce 

st1·011gly 

26 
(10.9%) 

44 

(I 8.5%) 

37 
(15.5%) 

69 

(29.0%) 

53 
(22.3%) 

43 

22 
(9.2%) 

43 
(18.1%) 

17 
(7.1 °/4) 

24 
(10.1%) 

25 
(10.5%) 

43 

(18.1%) 

21 
(8.811/o) 

38 
(16.0%) 

27 
(11.3%) 

38 
(16.0%) 

87 

(36.6%) 

21 
(8.8%) 

71 
(29.8%) 

7 
(2.9%) 

20 
(8.4%) 
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• 

.:I.S: Ti·eatment and Repo1�ing of Proba IJle Cases.

Table 4.8 below summarises the responses to the questions on treal.!nent and reporting of probable

ca�es by respondents .Only 8 healthcare workers had in the month preceding the study singularly or

in conjunction with a team, treated a patient with fever refractory to trealJnent and unexplained

inucosal bleeding. 111e nun1ber of patients ranged fro1n 1 to 3 per respondent. Three healthcare

,vorkers repo1ied Lassa fever was considered a differential and one respondent reported an

investigation was done to exclude it as a diagnosis, only one physician was certain a case in question

\1/aS reported to the local govenu11ent .

• 

Tnble 4.8: T1·eatn1e11t ancl Re1101·ting ot� }) 1·obable Cases.

11anaged a patient \\-itl1 fever 
refractor)' to t1·eatme11t + m11cosal 
bleeding i11 the last one month 

Lassa fe,,er co11sidered a 
different1al in the patient. 

Laborator)' investigation done 
to excl11de Lassa fe,,er 

Case reported. 

44 

Nt1111be1· of' 1·cspo11(lc11ts = 238 

Yes (0/o) No (0/c>) 

8 (3.4) 228(95.8) 

3(1.3) 5(2.1) 

1(0.4) 7(2.9) 

3(1.3) 4( 1. 7) 
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4_5: Ti·ent1nent and Reporting of Probable Cases.

Table 4.8 bel ow summarises the responses to the questions on treatment and reporting of probable

cases by respondents .Only 8 healthcare workers had in the 1nonth preceding the study singularly or

in conjunction with a team, treated a patient with fever refractory to treat1nent and unexplained

mucosa! bleeding. The number of patients ranged fron, I to 3 per respondent. Three healthcare

workers repo1ied Lassa fever was considered a differential and one respondent reported an

investigation was done to exclude it as a diagnosis, only one physician was certain a case in question 

"vas reported to tl1e local govenunent .

• 

Table 4.8: T1·eat1nent ancl Repo1·ting of' }) 1·ol1able Cases.

''ariable 

1,fanaged a patient wit11 feve1· 
refractory to treatme11t + mt1cosal 
bleedmg 111 tl1e last one montli 

Lassa fever co11sidered a 
differential in the patient. 

Laborator)' in\1estigation done 

to exclude Lassa fe,,er. 

Case reported. 

4,1 

Yes (0/4) No (0/o) 

8 (3.4) 228(95.8) 

3(1.3) 5(2.1) 

1 (0.4) 7(2.9) 

3(1.3) 4(1. 7) 
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4_6: Other v.ariables associated ,vith Lassa fever reporting

Table 4. 9 belovv Sui1m1arizes tl1e l1ealthcare worlcers respo11ses lo facto1·s tl1at can affect Lassa feve1·reporting. A high proportion of the respondents 159(66.8%) and I 66(69.7%) reported that theirclinics, ,vard or otl1e1· pi·actice areas contain a manual and posters of case defirtitions for
con1n111n1cable diseases respectively. Less than half of the respondents 95(39.9%) have attended atrajning or vvo1·lcshop wl1icl1 inclt1ded commt1nicab]e disease reporting a11cl sL1rveillance wliile
42(17.6%) l1a,,e been i11volvecl directly 01· i11directly ,:vitl1 i 11vestigation of a11 OL1tbrealc. 011l y 45
(JS.9%) of the respo11dents l1ave eve1· 1·ecejved feedbaclc 011 any con1n1t1nicable disease rc1,011cd.

Tnble 4.9: Otl1er va1·iables associatell ,vitl1 Lassa t·e,,cr· 1·cpo1·ti11g

• 

Vnriablc 

Presence of a n1ant1al of case 
defrnitions for comm.diseases 

Presence of a poster of case 
definitio11s for comm.diseases 

Training or "''orksl1op on c�mm. 
disease reporting a11d st1rveil lance 

ln,·olven1ent in in,,estigation 
of any outbreaks. 

Ever recei,1ed feedback 
on an)' communicable disease 
reponed. 

Nt1111l>cr· of' 1·cspo11clcnts = 238

llcsponscs 

Yes (0/4) No (0/c,) 

159(66.8) 79(33 .2) 

166(69.7) 72(30.3) 

95(39.9) 143(60.1) 

42(17.6) 96(82.4) 

45 (18.9) 193(81.1) 

45 
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7. Assessment of inf1·ast1·uctu1·e ·tffi t· 1• 4, · . " ec •ng t isease reporting at tl1e healtJ1 f�1cilities.

Th table 4.10 below contains tl1e results f th b e O e o servat1onal cl1ecklist Ltsed to assess tl1e adequacy of
rlle infrastr11ctl.1re for reporting of notifiable diseases.

Majority 46(83-6%) out of the 55 health facilities that were visited had designated people who collect

inforrnation of notifiable diseases in the facilities. Fo11y-six (83.6%) of the health facilities had clinic

registers for recording the diagnosed disease. Thirty-four (61 .8%)of them also have copies of the

standard case defi11itio11 pasted around tl1e 11ospital. 46(83.6'1/o) of tl1e l1ealtl1 facilities l1ave vaccine

carriers fo1· paclcaging and ti· a11sporti11g specimens, 46(83.6%) I1ad clea11 test tubes for collection of

specin1e11. Most of t11e facilities 29(52. 7%) l1acl refrige1·ato1· fo1· l1nndli11g s1Jeci 111en. Also 34(61.8%) of

the bealtl1 facilities plotted g1·apl1 of prio1·ity diseases diag11osed i11 tJ1e l1ealtl1 facility, plotted tl1e 

distribl1tio11 of prio1·ity disease i11 a map of their catcl1n1e11t areas a11d clisplayi11g n1aps for· people to 

see at a glance in t11e l1ealtl1 facility. Jv[ost of tl1e ]1ealth facilities 46(83.6%) l1ave tl1e monthly 

reporting forn1s, in1n1ediate/case based repo1·ting fo1·m, and 1·eported l1aving enot1gl1 forms that will

last for 111ore tl1an 3 montI1s. �ine (16.4%) of tl1e l1ealtl1 facility 1·epo1·ted not l1aving a11y of the

· .r. t the tin1e of tJ1e sttidy Ortly 12(26.1%) of tl1e l1ealtJ1 ·facilities st1b1nit tl1ei1· forn1s toreporting 1orm a 

· · ...,4(6l 8) tl LGA DSNO collects tl1e forms d11ring visit to tl1e l1ealtl1 facility. Also
the LGA \\1lu1e 1n .J • 1e 

· fi t t LGA on n1011tltly and qt1arterly basis while 
43(78.2olo)and 3(5.So/o) received i11format1on ·rom s a e or

. . . d . 
. 

g info1·matio11 weel<l)' a11d 9(16.4%) said they 11ever 
none of the health facil1t1es reporte receiviil 

received a11y information.

46 
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'fable 4, 10 Assessment of infrastructure affecting disease reporting at the health facilities.�-------:vu:-ar�i=�1hb]i":e��N�=�S�S----------=-,�. �------:
N
-:-o-(

�
0
�/o:--) ---· 

. 
i es (0/4) /< 

-

Presence of a surveilla11ce officer or designatedperson v�110 collects iU:ormation 011 notifiablediseases 1n the commuruty. 

Presence of a I'egister for reco1·du1g diseasesdiagnosed 

Sta11dard case definitio11 of tl1e 11otifiable 
diseases J)Osters 011 dis1)la)'. 

A ,,8i]abi 1 ity of tl1e f ollo,vi 11g fo1�111s 

1-I11u11ed1ate /case base 1·epo1·ting 
2-Line list for1n 
3-v\'eel<ly repo1ting 
4-J\'1ontl1ly 

Qt1antit)' of the forms avai]able in tl1e l1ospital 
IlO\\'. 
I-None 
2-Enough for 011e weelc 
3-Enough for one month 
4-Enougl1 for 3 111onths 
5-Enougl1 for n 1ore than 3 111011tl1s 

Transportation or logistics_ st1pports available
1- a,,ailability of Vel11cles
,_ a, ai]ab1lit)' of !\,1otor cycles 
-

A ,,ailabilit)' of in5tn1111�n t
packagi11g and transportlng 
sttspected Lassa fever cases 

I- Clean test tubes
2- vaccine carriers

3- Refngerator
4- plastic bag
5- Generator
6- Ice packs

for l1andling, 
specimen for 

47 

46(83.6) 

46(83.6) 

34(61.8) 

46(83 .6) 
46(83.6) 
46(83.6) 
46(83.6) 

9(16.4) 
46(83.6) 
46(83.6) 
46(83.6) 
46(83.6) 

34(61.8) 
34(61.8) 

46(83.6) 
46(83.6) 
29(52.7) 
34(61.8) 
29(52.7) 
46(81 6) 

9(16.4) 

9(16.4) 

21(38.2) 

9(16.4) 
9(16.4) 
9(16.4) 
9(16.4) 

46(83.6) 
9(16.4) 
9(16.4) 
9(16.4) 
9(16.4) 

21(38.2) 
21(38.2) 

9(16.4) 
9(16.4) 
26(47 3) 
21(38.2) 
26(t:i7.1) 
9( 1 (, 4) 
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• 

• 

Availability of n1ateriaJs for crurying out data
01anage1nent 
1 A ,,ail ability of Computers 
2 _A. vailability of Statistical JJrograins/pacl(ages3. A ,,aiJability of Calc111ator and JJapers

Presence of plotted nun1ber of cases for eacI1 oft11e p1·iorit)1 disease 011 a grapl1. 

Presence of appropriate st1pplies fo1· collectinoE> spec1111e11. 

Prese11ce of plotted dist1·ibt1tion of diseases 011 a
maJJ for tl1e hospital catcl1111e11t a1·ea.

Prese11ce of displayed 111aps and g1·aphs of
diseases plotted in the l1ospital fo1· eve1·ybody to
see 

St1spected Lassa fever case l1ad eve1· bee11 see11 

If yes to 14 above, wl1at was tl1e reaction 
I-Report to tl1e LGA 
2-Go to in,,estigate in tl1e co1nmt1nit)1

3-0rder for dr11g supplies 

Adequate funds in tl1e facility fo1· t1·a11sportion 
of spec1men to laboratory. 

Ho,v diseases a1·e reported 
l-SL1bmission of fo1·1ns to tl1e LGA office 
2-Col lection fron1 the l1ospitals by LGA 

DSNO officer during visit 

E,,e1· recei,,ed feedback from the LGA or state 
on disease reported. 

1. Never
2. Weekly

3. Mont11J.,
r

4. Quarterly

• 

• 

48 

34(61.8) 
34(61.8) 
21 (38.2) 

34(61.8) 

21(38.2) 

34(61.8) 

34(61 .8) 

0(0) 

----

34(61.8) 

12(26.1) 

34(61.8) 

9(16.4) 
0(0) 

43(78.2) 
3(5.5) 

21(38.2) 
21 (38.2) 
34(61.8) 

21(38.2) 

34(61.8) 

21(38.2) 

21(38.2) 

55(] 00) 

-----

21 (38.2) 

43(73.9) 

21(38.2) 

46(83 .6) 
55(100) 
12(21.8) 
52(94.5) 
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8. Relationship bctiYeen socio demographic factors and respondents kno,vledge of Lassa
4 .. 

'fhe associations of the socio-de1nographic variables with respondents knowledge of Lassa fever are

presented i11 table 4.11 belo,v. Only gender ,vas fot1nd to l1ave a significa11l association with

Ondents lmowledge of Lassa fever.resp 

, 

• 

49 
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'
fable 4.1 J: Relationship between socio-demographic factors and respondents knowledge ofLassa fever 

- . dcmograpl1ic va1iablessocio-
-

• 

Age grot1p in )'ears
?0-29 ... 

30-39 
40-49 
50-59 

Gender 
Male 
Fe111ale 

�1arital Status 
Single 
Married 

• 

Designat1ot1 
Doctors 
Nurses 

Education 

U1uve1 sity/ Postg1·ad11ate 
School oj· l1)'giene/Tecl1nolog)' 
School of n11rs1ng n1idv,,if ery 

Ethni C g1·0 ll p

Yoruba 
lgbo 
Hattsa 

Other� 

Years of sen11ce 
<IO 
10-19 

20-29 

�30 
Healtl care facili t)' le,,el
Primary f-Ieal tl1care
Seconclarv Healtl1ca1·e 

" � Tertiar)' Ilealtl1ca1·e

lCno,vledge in frequency (0/4)
Good 

17(27.0) 
29(30.2) 
15(30.0) 
6(22.2) 

14(16.5) 
53(35.3) 

18(22.2) 
49(30.7) 

21 (25.6) 
46(29.9) 

43(28.3) 
19(33 .9) 
5(17.9) 

5 I (27.6) 
14(31.1) 

0(0.0) 

2(100) 

46(30.9) 
7(14.9) 

10(37 0)

4(30.8) 

20(28.6) 

J 3(36 1) 

34(26 2) 

50 

46(73.0) 
67(69.8) 
35(70.0) 
21(77.8) 

71(83.5) 
98(64.7) 

63(77.8) 
106(69.3) 

61(74.4) 
108(70.1) 

109(71.7) 
37(66.1) 
23(82.1) 

134(72.4) 
31(68.9) 
4(100) 
0(0.0) 

103(69.1) 
40(85.1) 
17(63 0) 
9(69.2) 

50(71 4) 
21(61 9) 
96(71.8) 

0.853 

0.002 

0.129 

0.489 

0.305 

0.077 

0.128 

() 102 
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. Relationship behveen respondent's lcno,vledge of IDSR, diagnostic criteria for Lassa fever nnd its4.9 . 
t'n'' nnd socio-,Jcmog1·aphic factors

repor 1 b 

associations of the socio-demographic variables with respondent's knowledge of IDSR,T]1e 

. ostic criteria for Lassa fever and its reporting are presented in table 4.12 below. None of thed1agn 

. bles ,vas found to have a significant association with respondent's knowledge of IDSR,,,aria 

diagnostic criteria for Lassa fe,,er and its reporting .

• 

51 
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Q· )l
cfationship behveen respondent's knowledge of IDSR, diagnostic criteria for Lassa fever and its4· · t· fr n 11cl socio-clemographic factors

repor int:, 

associations of the socio-demographic variables with respondent's knowledge of IDSR,
The 

diagnostic criteria for Lassa fever and its reporting are presented in table 4.12 below. None of the

. bles ,vas found to have a significant association with respondent's la1owledge of TDSR, 
var1a 

. stic c1·1te1·ia for Lassa fever and its 1·epo1·ting.
d1agno 

• 

51 
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9
. Relationship bet,,,een respondent's kno,vledge of IDSR, diagnostic criteria for Lassa fever and its4

· · t' ,, nncl socio-clemograpl1ic facto1·s 
rcpor 1110 ' 

associations of the socio-demographic variables with respondent's knowledge of IDSR,
n,e

di !ll
lOStlC criteria for Lassa fever and its repo11ing are presented in table 4.12 below. None of the

a� 

. bles ,vas found to have a significant association with respondent's knowledge of IDSR, 
,,aria 

. stic cr1te1·ia fo1· Lassa feve1· and its repo1·ting. d1agno 

51 
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• 

• 

I I' M,t•t
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• 

• 
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I 4 12: Relationship bet\veen respondents kno,vledge of IDSR, diagnostic criteria for Lassa
'fnl> e . 

fever and socio-demographic factors. l(no,vledge in frequency(%) N= 238

Vorinbles YES 
NO P-val11e 

Ageg rotrp in years

70•29 
.., 16(25.4) 47(74.6) 
3Q.J9 16(16.8) 79(83.2) 0.199 
40-49 14(30.4) 32(69.6) 

4( 14.8) 23(85.2) 50-59 

Gender

�tfnle 13(15.5) 71 (84-.5) 0.085 
female 3 7(25 .3) I 10(74. 7) 

Marital StatLlS
14( 17 .3) 67(82.7) 0.237 Single 
36(24.3) 114(75.7) 1'Iarriecl 

Designat,011 

Doctors 15(18.3) 67(81.7) 0.359 

Nurses 35(23.5) 114(76.5) 

Education 

34(22.5) 117(77.5) Uni, ersit) Postgradt1ate

42(80.8) 0.884 School of )1ygiene/Teclmology I 0(19.2) 
School of nursing/mid\vifery 6(21.4) 22(78.6) 

Ethnic grou P 
Yoruba 44(24.0) 139(76.0) 

3 8(90.5) Jobo 4(9.5) 
0.082 2(50.0) 

0 

2(50.0) Hausa • 

Others 0(0.0) 2(] 00) 

28(19.0) 119(81.0) 
0.368 

Years of ser\1ice 

37(78.7) 10(21.3) <10 

16(66.7) 8(33 3) 10-19 

9(69.2) 4(30 8) 20-29 
>::JO

10(14.7) 58(85.3) 
0.243 

Healtl1care facility level 
25(73.5) 9(26.5) Pri1nary Healthcare 
98(76 0) Secondary HeaJtJ1care 

J J (24 0) Tertiary Hea)tl,care

52 
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4.JO: Relationship between socio demographic factors and respondents attitude to Lassa fever
i·cporting ancl conh·ol 

•ssociat1ons of the socio-demographic variables with respondent's attitude to Lassa fever'f)1e CA 

oner and co11tJ.·ol are prese11ted in table 4.13 belovv.repor b 

Ethnicity ,\las found to have a significant association with respondent's attitude to Lassa fever

rtin o at1cl control.
repo :::, 

• 

' 

• 

• 

• 
• 
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4 13: Relationship behveen socio-demographic factors and respondents attitude to Lassa 
fable 

· ortinu and control r,rcp b feve 
Attitude in frequency (0/4) N= 238 

. demographic va1·iablessoc10-

m·o tip i 11 years Age o· 
'JQ-29... 
30-39

40-49

50-59

Gender 
Male 
fen1ale 

Marital Sta tt1s 
Su1gle 

Mruried 
• 

Designation 
Doctors 
Nurses 

• 

Education 
Univers1l)'. Postgradt1ate 
Schoo] of J1ygiene/Teclu101ogy 
School of 11ursing/mid\vifery 

Ethnic f,rroup 
Yon1ba 
Ibo 
Hausa 
Others 

" 

l'ears or se1·,,tce 
<10 

10-19

20-29
.)::30 
Healthcare facility level
Primai·,, J-IealtJ1care
Secondttry Healt11care 
Tertiar,, Hea1t11ca1·e -

Good 

50(78.l) 
84(86.6) 
41 (82.0) 
25(92.6) 

70(82.4) 
130(84.9) 

69(84.1) 
131(85.1) 

68(81 .9) 
132(85.2) 

130(84.4) 
46(82.1) 
24(85.7) 

162(87.1) 

34(73.9) 

4(100) 

0(0.0) 

128(85.3) 

36(76.6) 

23(82 lJ 

13(100) 

62(88 6J 

29(80.6) 

109(82.6) 

54 

Poor 

14(21.9) 
13(13.4) 
9(18.0) 
2(7.4) 

15(17.6) 
23(15 .1) 

13(15.9) 
25(14.9) 

15(18.1) 
23(14.8) 

24(15.6) 
10(17.9) 
4(14.3) 

24(12.9) 
12(26.1) 

0(0.0) 
2(100) 

22(14.7) 

J I (23 4) 

5(17.9) 

0(0.0) 

8()],Li) 

7( J 9 4) 

23(17.4) 

P-valt1e

0.288 

0.598 

0.973 

' 

0.516 

0.894 

0.001 

0.198 

0.448 
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, Relationship hehveen respondent's knowledge of Lassa fever and other variables
4.11, 

4 14 below summarizes the result of respondent's knowledge of Lassa fever.
Tobie · 

. 
. . 

I dge of 1,assa fever was associated with other related variables such as source of 1nformahon,
[{DOW e 

. 

. . 
e of n1anual and posters 1n the clinic, i.nvolven1ent in outbreak investigation and traunng and

presenc 

. . . 
. . . . rece1v1n .... 

. g of feedback. Ava1Iab1hty of 1nanuals and posters were s1gn1ficantly associated withdents J<nowledge of Lassa feve1·. respon 

• 
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• 

4 J4: Relationship behvcen respondent's kno,vledge of Lassa fever and other variables.
'fnble

l<nowJedge in Frequency(%) N=238 
Variables

of info1·1nation 
sources

1ecn1res/ co 11 eagues

Books 

[onfere11ce 
·1 bility of manualAva1 a 

Yes 

No 

.1 biJity of posters A,,a1 a 

Yes 

No 

Anendance 
training/,�rork s l10 p 

Yes 

No 
Jnvo1,,en1e11t 
in,·estigation 

Yes 

No 

Ever rece1, ed feedbacl<: 
Yes 
No 

Good 

16(28.6) 
43(28.7) 
8(27.6) 

27(17.0) 
40(51.9) 

37(22.3) 
30(42.9) 

28(29.8) 
39(27.5) 

13(31. 7) 
54(27. 7) 

13(28.9) 

54(28.3) 

, 

56 

Poor 

40(71.4) 
107(71.3) 
21 (72.4) 

132(83.0) 
37(48.1) 

129(77. 7) 
40(57.1) 

66(70.2) 
103(72.5) 

28(68.3) 
141 (72.3) 

32(71.1) 
137(71. 7) 

P-value

0.993 

0.001 

0.001 

• 

0.698 

0.604 

0.934 
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4
.
1z

: Relationship hehveen Jen ow ledge of IDSR, diagnostic criteria for Lassa fever and other
,,n ria b I es 

ondents knowledge of IDSR, diagnostic criteria for Lassa fever and its reporting are presentedResp 

. table 4. 15 below, it was associated with other related variables such as source of informationJO 

nee of manual and posters in the clinic, involven1ent in outbreak investigation and training and,prese 

. ·ng of feedback. Availability of posters, involve1nent in outbreak investigation and receiving ofrece1v1 

b I ,vere significantly associated with respondent s lrnowledge of IDSR, diagnostic criteria forfeed ac < 

Lassa [e\1e1• a11d its repo11ing .

• 
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ble 4.15: Relationship between respondent's Imo,vledge of IDSR diagnostic criteria for Lassa
fn d otJ1c1• variables 
fever an 

varl3bles 

• 

of infonnat1on sources 

Lecture s colJeagt1es 

Books

confere11ce

.1 bility of 111a11t1alAva1 a 

Yes 
No 

A,,ailability of posters 
Yes 
No 

Attendance 
·run· 0 ,,,,orl�sJ1op tra1 c: 

Yes 
1\o 

l·n 011tbreakInvo1, e111ent

in\ estigati on 
Yes 
No 

Ever rece1,,ed feedbaclc 
Yes 
No 

l(no,vJedge in Frequency(%)

Good 

11(20.4) 
35(23.5) 
4( 14.8) 

34(21.8) 
16(21.3) 

41(25.3) 
9(13.0) 

24(26.7) 
26(18.4) 

17(42.5) 
33(17.3) 

18( 40.0) 
32(17.2) 

58 

Poor 

43(79.6) 
114(76.5) 
23(85.2) 

122(78.2) 
59(78. 7) 

121 (74. 7) 
60(87.0) 

66 (73.3) 
115 (81.6) 

23(57.5) 
158(82.7) 

27(60.0) 
154(82.8) 

• 

N=238 

P-valuc 

0.580 

0.936 

0.038 

0.139 

0.001 

0.001 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



tJ: R
clotionship between respondent's attitude to Lassa fever reporting and control and other�. ,,ni·inbles 

4 16 below summarises the result of respondents knowledge of Lassa fever .it was associatedfable

.1 r related variables SUch as source of information, presence of 1nanual and posters in tl1e
'tb ou1e 

\\'l 

. . ,oh en1ent in outbreak investigation and training and receiving of feedback. Involve111ent inclinJC, 111 \ 

I, · nvestigation and receiving of feedback were significantly associated with respondent'sot1tbrea \ I 

. d t Lassa fever reporting and control.art1tt1 e o 

• 

• 
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., t6: Relationship beh�·een respondent's attitude to Lassa fever reporting and control 
l le ... 

f11, tf1c1· ,,nriables. 

n11d 0 

---: bfcs
,,nr1n 

• 

of infom1ation
sources

S/colleag11es
Lecture 

aooks
r.ere11ce

con1, 

·1 b'litv of ina1111al
A ,,ai a J • 

Yes 

No 

·1 bt'lit) of postersAva1 a 
'i' e..., 

No 

Attendance 

training/\vorlcsl1 op 

Yes 

1\Jo 
outb1·ealc 

• 

In, 01,,en1ent 111 

investJgation 

Yes 
No 

Ever recei, ed f eedbacl{ 

Yes 
�o 

Attitude in Frequency (0/4)

Good 

48(84.2) 
127(84.1) 
24(82.8) 

136(85.5) 
64(81.0) 

143(86.1) 

57(79.2) 

80(84.2) 
120(83.9) 

23(54.8) 
177(90.3) 

29(64.4) 

171(88.6) 

GO 

9(15.8) 
24(15.9) 
5(17.2) 

23(14.5) 
15(19.0) 

23(13.9) 
15(20.8) 

15(15.8) 
23(16.1) 

19(45.2) 
19(9.7) 

16(35 .6) 

22(11.4) 

N=238 

p-value

0.982 

0.370 

0.177 

0.952 

0.001 

0.001 

, 
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4. Relationship between respondent's attitude to Lassa fever reporting, knolvledge of IDSRJ.l .

d 1,noW 
:1n 

lcclge of Lassa fe,,er 

17 below highlights the relationship between respondents attitude to Lassa fever reporting,fable 4. 

111c of IDSR and lmowledge of Lassa fever .They were found to be statistically significant}J10\viec.; 

. de to Lassa fever repo1ting. 
'tl1 attJ t11 

,VI 
' 

rable .

d 1 no,vledge of Lassa fe,,e1·[DSR an c 

Attit11cle in F1·cq11c11cy (<1/0) 

-Variables Good 

Lassa fe,,er kno,vledge
17( 25.4) 50 (74.6) Good 20 (11.8) 149 (88.2) Poor 

14 (28.0) IDSR knowledge 
36 (72.0) 

24 (13.3) Good 
157(86.7) Poor 

61 

N=238 

p-val11e

0.010 

0.013 
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. nr Joaistic regressio11 of variabl 
4
.15: Bina,J O ' ' es associated ,vith kno,vledge of Lassa fever

4 1 g belo,v sho\VS different variables th t . . 
fnble a were ptit into a logistic reg1·essio11 model to adjust for

d
. 

g variab] es and sl1ow tl1e stre tl f · 
· confot1n in iig 1 0 association between dependent and u1dependent

,,ar jab le s.

an·tal status ethnic gro11p years f · 
·1 b·1· · · · Gender, n1, ' ' 0 service, avai a 1 1ty of n1a11t1al and posters 1n 1J1e cl 1n1c

ore factors that were significantly associated with knowledge of the respondents on Lassa fever in the

bivariate a11alysis.

�lale respondents were 1/0.416 times less lilcely tha11 fe1nale to have good lmowledge of Lassa fever,

ho,vever the difference was statistically sig11ificant.( 95% C.I= 0.200 _ 0.866)

Healthcare worl<ers that had a manual of case definitions for communicable diseases in their

. e 1/0 141 times less lil<ely to have good lmowledge of Lassa feve 1 · tl1a11 tl1ose tl1at clid 11ot
clinics wer 

als ]·n t11eir cli11ics tl1ere was however sigrliftca11t association betwee11 tl1em. 
have n1a11 u ' 

(9S% C.I== 0.058 - 0.342)

. . 
bles we1·e aclJ' t1sted fo1· at p < 0.2: marital status, etl111ic g1·ot1p and yea1·s of service.

The f ol]o,v1ng var1a 

• 
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4.15: Binary logiStic I'"egrcssion of variables associated ,vith lrno,,1ledge of Lassa fe,,er

Table 4 18 below sl1ows different variables that were put into a logistic regressio11 model to adjt1st for

confou11cl111g variables and sl1ow the stre11gtl1 of association between depe11de11t and indepc11dent

,,ariable�. 

Gende1·, n1arital status, etl1nic gro11p, years of service, availability of manual a11d posters in tl1e clinic

are factors that were significantly associated witli Imowledge of t11e 1·espondents 011 Lassa fever i11 the

bivariate a11alysis.

rviale res1Jondents were 1/0.416 ti111es less likely tI1a11 feinale to l1ave good lcnowledge of Lassa fever, 

however the difference was statistically sig11ificant.( 95% C.I= 0.200 - 0.866)

Healthcare worl<ers tl1at had a manual of case definitions for comn1unicable diseases in their 

clinics were 1/0.141 times less likely to have good knowledge of Lassa fever than those that did not 

}Jave manuals in tl1ei1· clinics, t11ere was l1ovvever sig11ifica11t association betwee11 tl1e111.

(95% CI== 0.058 - 0.3-l2)

The follo\\'ing variables were adjusted for at p < 0.2: marital status, ethnic group and years of service .

• 
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fnble 4.18 Binary logistic rcgi--cssion of variables associated ,,,ith Icno,vlcdge of Lassa t·evcr

__. Facto1·s

eender

Male

f en1ale(1·ef)

�1arital staLu�

Single 

IV1ruried( 1·ef) 

Etl1nicity

y0rub(1 

Jbo/Hatlsa/0 tl1 ers( 1·ef)

Years of se1V'1ce 

<20 

>== 20(ref) 

A,,ailability of posters

in clinic. 
Yes 
No(ref) 

A,,ai]ability of 111ant1als

of in cl 111ic

Yes 

Nc)(ref) 
• 

• 

AOR 

0.365 
1 

0.0. 762 
I 

0.729 
1 

1.683 
1 

1.861 
1 

0. 141
1

63 

95°/o CI p -valt1e 

0.188- 0.708 0.003 

0.341- 1.704 0.508 

0.340- 1.562 0.416 

0.803- 3.530 0. 168

0.727 -4.765 0.195 

0.058 -0.342 0.001 
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4,f 6: Bin}lf)' Jogist-ic regression of va . 
criteria for Lassa fever

• r1ables associatecl witl1 l<no\vlcdge f IDSRo diagn t· � OS IC 

'fable 4 19 below sl1ows different variab 
. . 

les that were put into a 1 . 
. . 

confounding variables and show the
ogistic regression model to adjust for 

stre11gth of association be 

variables.
tween dependent and independent 

Aae, ge11der, ethnicity, availability f
" . 

o posters m clinics attenda 

jnvolve111e11t 1n ot1tbrealc i11vestigatio d . 
. . 

' nee of training or workshop, 

. 
n an rece1v1ng of feedback

associated \V1tl1 lmowledge of IDSR 1. . 
were factors that were significantly 

\... c 1agnost · · ic cr1ter1a for Lassa feve1· in tl1e b. ..· 1var 1ate analysis.

Male responde11ts were 1/0.317 times less 1.1 
. . . . 

l cely than fen1ale respondents t 1 

IDSR d1,tg11ost 1c c1·1te1·1a fo1· Lassa fev · I 

O 1ave good lmowledge of 
' ei 10,vever tl1e d · f� . · t ei ei1ce ,vas stal1sl1calJy sig11ificant. 

(95% CI 0. 14- 0.72)

Healthcare wo1·l(e1·s wl10 we1·e )'01·11 ba wei·e 2 903 1 · 
. 

· unes inore likely than those who were lbos, I-Tausas

1agi1ost1c cr1te1·1a for Lassa fever, l1owever tl1e and olher tribes to l1ave good la1owleclge of IDSR d' · · · 

difference was statistically sig11ificant ( 95% C.I= I .060 _ 7.951)

Respondents that had a poster of case definitions for con1municable diseases in their clinics were

3.339 times more likely to have good knowledge of IDSR, diagnostic criteria for Lassa fever and

its reporting than those that did not have posters in their clinics, there was however significant

association between ihe1n (95% C.I=I .414 -7.888).

Healthcare v;orkers that had been involved in training/workshop were 1.772 times more likely to have

good kno\, ledge of IDSR diagnostic criteria for Lassa fever and its reporting than those that have

not been in vo I ved in train in g/v. o rksh op, there was however significant association bet ween the1n.

{95% C.J=l.093 -6.752). 

Healthcare v.orkers that have been involved in investigation of outbreaks were 3.987 tin1es n1ore

likely to have good knowledge of IDSR diagnostic criteria for Lassa fever and its reporting than

those th 1 b 
· 1 d ·n 1•11vestigation there was however significant association between

at 1a,1e not een 1nvo \'e 1 ' , 

them. (95% C.I=l .473_ 10.?96) 'fhe following variables were adjusted ror at p 0.2: Age, gender,

ethnicity and attendance of training or vvorkshop.
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Je 4.19: Binary logistic regression analysis variables associated ,vith lcnowledge of IDSRfab tic criteria foi· Lassa fever. 
dingnos 

---

Fnctors
--

oe groLtp i11 years
Ao "'920-J 

40-59

Gender

Male 

Female (ref)

Ethnicity

y0ruba 

Ibo/Hausa/0th ers { ref)

A ,,ailability of poste1·s

in c]i111c 
Ye':J 
No(ref) 

Attendance of n·aining /

\Vorksl1op 
Yes 
Nt)(ref) 

ln\.olve111e11t i11 outbreak

1n,,estigation

Yes 
No(ref) 

• 

Receiving of feedbacl< 

Yes 
No(ref) 

AOR 

0.721 

0.317 

1 

2.903 

1 

3.339 
1 

1.772 
1 

3.987 
1 

l .476

1 

65 

95°/o CI 

0.350-1.486 

0.140-0. 717 

1.060-7.951 

1.414- 7.888 

0.848-3.701 
1.093-6. 752 

1.473 -10.796 

0.593 -3.672 

P -value 

0.375 

0.006 

0.038 

0.006 

0.128 

0.006 

0.403 
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• 

4 ,o Binary logistic regression of variables associated ,vith respondent's :1ttitude to Lassad' b)e ·-
1 fl 10rting and cont1·0I. fever ref 

--

Factors
:...---

Ethnicity

Yoruba

JboAf atJsa/Others( ref)

Years oi� sen11ce
<20 

"?== 20(ref) 

.1 bi.lity of postersAvru a 

10 clin1c 
Yes 
No(ref)

10,,01,,e111ent

investigation
Yes 
No(ref)

in 011tbreak 

Receivi11g of feedbac1<
Yes 
No(rei) 

Kno,vledge of Lassa

fever 
Good 
Poor(ref)

Kno,vledge of IDSR

Good 
Poor(ref) 

AOR 

2.629 
I 

1.309 
I 

1.270 

0.187 
1 

0.690 
1 

2.250 
1 

2.208 
I 

67 

95°/4 CI P-val11e

1.082- 6.389 0.017 

0.581- 2.948 0.516 

0.535-3.017 0.588 

0.065 - 0.544 0.002 

0.237-2.015 0.498 

1.064 - 4. 756 0.034 

1.010-4.830 0.047 
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CI-IAPTER FIVE

DISCUSSION

,, t: socio den1ograpl1ic cliai·act . . 
:,. 

� er1st1cs of th e i·espondents

fbe response 1·ate in this study w 9 
. 

as 3.0%
.
This proportio 

. 
l . 

1011g reside11t doct 
. 

I 
. o repo1·ted in a study 

00 not1ficat1on of Lassa Fever an 
· n is 1 1gher than 60 So/c 

. 

� t f 53 23/c

ors 111 t 1e sam · · . 

or a sunllar stud 
o a .A 

response ra e o . o was reported fi 
. . 

e insl!lutlon by Popo 1 (2008) 

resu t of d . 
sp1 la erun 

(Ofili et al, 2003).Tl1is may be as a I 

y a1no11g docto1·s at tl1e Ce11tral I-Io 'j J B 
. 

J• 
• 

emo11st1·at1011 of tI1 ·ii· 

to repo1 t t 11s 11otifiable disease Tl . . 
e WI ingness of heattJ1ca 1 

· 1e 1naJority f . 

re war cers 

· · 

0 iespondents in ti · d 

healtl1care fac11Ity 132 (55 .5%) and is . 
.1 

us stu Y were form the tertiary 

. 
s1n11 ar to the result of a st ud . ·1r . 

influenza A (HI N 1 ) va cc1 ne anlon g d act . . 
Y · \VI 111 gness to receive pandein i c

o1 s a11d n111·ses in tl1e sa111e . t. 
. 

T]1e n1ajo1·it) of 1·espo11cleiits in tl1e p 

1118 i lLitio11 (FE1t1regt111 et al, 2011)

rese11t stt1cly a1·e nt1rses (65 1 o/c) t1 
. 

. . 
. . 

participants in a study: lmowled e a d . 
· 0 ' 11s IS 111 keeping with the 

g n practices rega1·di11g Lassa fever a111on 
.· 

workers 111 Esan west and central local . . 
g pr unary care health 

gove1111ne11t a1·eas 111 Edo state (A1·gb· 1 ' 11·e1110 e11 et al 2011) in 

which nurses n1ade up 52.8% of the study po 1 f 1\1 
. . 

0 

• • 

pu a ion. aJonty of the respondents were female 

(64.31/o) tl11s is s11n1lai· to tl1e rest1lts of Aigbiren1olen et al (?011) b l'f
'.
r.: . . . 

. . . 

, ' . . . . 
- ut c I ,e1 ent fi om the parttc1pants m 

Popoola s �hid) 111 which participants were n1ainly male.

5.2: Kao,, leclge of Lassa feve1�

In this study, there was poor kno,vleclge of Lassa fever an1ong the study population and is similar to

Popoola's result (mean score of 10 on a scale of 25), but different from Aigbiremolen et al (2011)

study where over 70% of participants had good knowledge about Lassa fever. These differences may

be attributed to the fact that the latter sh1cly focused on health care workers in an area where the

frequency of occurrence of the disease is high, hence participants most likely have had previous

contact with patients vvith the infection, as opposed to this present st udy which was carried out among

a heterogeneous group of healthcare workers in an area where the frequency of occurrence is lo,v. 

Fe1er,vas the most frequent correctly indicated feature of the disea5e (56.7%) followed by n1ucosal

bleeding ( 52.5%):rhese findings are in keeping with the rc<;ults of Popoola (2008), in ,vhich fever 

and mucosa! bleeding ,vere the 111ost ffequently identified feature!> ol Lassa lever. There ,v,,� no 

• 
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. nificn11t association between type f 1 
s1g 

o 1ealtl1 facility o1· de 
. 

. 
owJedr1e about Lassa fever. Tl1is is b 

s1gnat1on of health worlcer and 1 

Jal " pro ably due to th . . 
eve! of 

urricuJum and job description of this d 
e many s11rularities between training

c . 
ca re of worke1·s. ICnowlecl . 

knowledge, disease knowledge and atft d 
ge of disease and JDSR reporting

. • 
I u e towa1·ds reportin we . . 

suits are similar to the findings by Ral 
. 

g re stat1stical!y significant. These

re 1navard1 et al (2008) · t1 

Crimean haemorrhagic fever among at . 1 . 
m ie knowledge study on Congo

. 
r1s c Iran1a11 docto1·s ,vhicl1 fot1n 

. 

IJ1owledge and attitude especially for the 1 . . 
d a correlal!on between 

11ghe1 scores for I1·anian l1ospital wo 1 r <ers.

5 3. J(no,vleclge of clisease 1·eporting ti 
· · 11·ougl1 IDSR

Only tev,, of tl1e 1·espondents (28.2%) 1·eported an 
. . . 

awareness of the IDSR diagnostic criteria for Lassa 

fe\er and 1s s1n11lar to Popoola' s study ai1d Baw 
. . . . 

' a et al (2003) study of the knowledge, attitude, and 

oiig lea t 1 woi·l<ers 111 Yobe state w11ere 38.2% of pract1ces of tl1e 1 eport111g of 11ot1fiable diseases am 1 1 1 

' s111 ve1 a11ce systen1. Healthcare worl<ers should 
the responde11ts were a ware of the national disease . · 11 

be involved and made to be more effective in the surveillance of infectious diseases. This was found

to be useful in the primary healthcare facilities where nurses were used for notification of diseases

and 1t improved the performance of the system. For the purpose of e1nergency case based reporting

the IDSR guidelines state that every case of suspected Lassa fever should be notified to the

appropriate authorities by any n1eans possible within 24 hours. It was encouraging to know that over

73% of the study population knew suspected cases should be reported. It is also instructive to note

that there ,vas no statistical significant association between lmowledge and age or years of practice.

llus is understandable in the context of the fact that Lassa haen1orrhagic fever is not endemic in the

catchment area of the health facilities. IDSR knowledge and attitude were statistically significant.

Th 1t 
· ·1 ·t11 tl1e find1·11gs by Rahnavardi et al (2008) which found a correlation 

ese rest1 s are s1m1 ar ,,,1 

between IDSR knovvledge and attitude especially for the higher scores for Iranian hospital workers

5.�: Attitude to Lassa t·ev er Reporting

R 
d d altitude towards Lassa fever reporting an<l can be as n

espondents i11 tl1is study demo11stratc goo 

. esult of the recent outbreak.Ethnicity was round to ha, c

result of the a\vare11ess campa1g11s done as a r . . -::· , . . , . 

. d t I 'lSS'"' fcVCJ rcJ)OJlJllg �111tl C()Jllf()I. I 1gtlt.:llcl "cl

a. · d t''" r1tlJtU C O �, "' 

sigrufica11t associatio11 ,.-,.,j t11 respon vn 5 ' 
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P ysicians attitudes on under-notifying infectiot1s diseases shows thatal (2003) srudy on i11flt1e11ce of h · · , · 

the followi11g: beliefs lcnowledge d tt·tud 
· · 

. . ' 
an a 1 es were statlshcally associated with a smaller probability

man a ory-1eport1Dg diseases). TJ11s suggests t11at ct1ltt1ral beliefs of
of repor1111g a11y given MRD ( d t . · · · 

in 11e o a great e>..1ent so tl1at ·1nodificatio.n of ce1·tain at11tL1des in
people i11fl11ence tl1eir attitudes · 1·� t 

l1ealtl 1cai·e worl(ers could greatly reduce tl1e u11der-repo1·ting of notifiable ctiseases.

5.5: AcleqttaC)' of infrast1·t1ctu re for Lassa fcve1· repo1·ting at tl1e l1calih facilities.

There is adequacy of reporting infrastructure with respect to availabilily of personnel as 111iUorily of

the faci lities 46 (83.6%) have designated persons who collects information on notifiable diseases.The

LGA DSNO collects infonnation fron1 n1ajority of the health fncili lies. There are available reporting

fom1s at the health facilities,reasons for under reporting fro111 these facilities 111ay be as a result of

con1plexity of the notification form, lack of 1notivation because of poor feedback on reported cases, 

and a perception that it is useless to report notifiable conditions as seen in a study by Abclooll<anim

and Dilraj (1996) titled: the reasons for under reporting of notifiable conditions by doctors in a

tertiar)' l1ospital in Dt1rban, Sot1th Africa.

The facilities ,,., ere adequate in terms of avnilability of vaccine carriers, test tubes, ice packs and

refrigerator. There ,vas also adequate funds and availabili ty of transportation to the LGA. 

Out of the 55 health facilities visited, 34(61.8%) of the health facilities plotted graph of diagnosed

priority di-,ease and displayed the maps and graphs for easy glance respectively. All of the health

facilitie� visited claimed that no suspected case of Lassa fever had ever been seen in the health

facilities Despite these explanations; it is very impotent to keep trends, have action plan and

threshold because it \\rill enhance policy making and public health action. 

. .,, · h d · se Jmo,vledge kno,vledge of reporting th rough IDSR ancl

5. 6 : Facto ,· assoc J a t e u ',,It J sea ' 

attitude to,,,:,rds Reporting.

k I ave manual (66 8%) of case definition and posters (69.7%) 111

Jvla' or ty of the healthcare vvor ers Jc . . . . . 

J k (19 9o/r) have been 1nvolvcd 1n trnin1ng, 1n,c�tigat1on

their clinics and only few healthcare wor er� " ' 
, . • . . . 

. . , . c1·· ases reported (18 9'1/o) fhcsc l1nd111gs nrc suntlar lo Bn,v.i

(17 6%) or ever received feedback on ,se 
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• 0 aime to 11ave ever received feedbaclc on reports sent to I · 1 et al (2003) result \vl1ere only 21 8o/c cl . d 

authonttes and 85.5% of the respond t r 
. . 

11g 1er 

. . 

en s isted lack of t.rrun1ng on disease surveillance as one of the

facto1 s nltect111g disease reportiilg.

Lassa fever lcnowledge was signilica ti 
. . 

. . . . 
n Y associated with gender, availability of 1nanuals and posters

10 the fac1 l1t1es. Logistic model £ d
. . . 

. 
or isease knowledge identified that gender and availability of

n 1sease pracl1ce. Tl11s finding 1s 111 I111e witl1 a stt1dy on
1nanua ls 111 facilities J1ave a11 effect O d

. . . . . . . 

at 11ot1 1cat1011 register 011 tl1e rate of 11otification fi·o1n a ge11eral
assessme11t of the impact of a w ·d · fi 

· 

' 11 a ltll es o · 111ter11 medical of
f
icers regai·ding notification in a Sri

medical t1nit tl1e lmowledge a d tt'+, d f · 

. 

' 

Lanka11 sett111g, by Seneviratne et al (1997) wl1icl1 re,,ealed tl1at i11troclt1ctio11 of a \\'ru·cl 11oti!icatio11

110 1 1ca ion 1 ate. o tl1ere 1s a grec:it 11ced to 11ave 111ant1als and posters
1·egister cot1 ld greatly i111p1·0,,e t · fi t · · s 

of diseases i11 eacl1 l1ealth facilit)'·

IDSR kno,vledge of disease vvas significantly associated vvith availabi lity of posters, involve1nent in

outbreak investigation and receiving of feedback. Spedding et al (l 998) study: notification of

infectious diseases by junior doctors in accident and en1ergency department Ireland discovered that it

would be helpful to have a poster in the A&E department listing the notifiable diseases of that region. 

But for an epidemic- pron e  disease like Lassa fever, health workers cannot afford to rely only on

posters and n1anuals for a,vareness and basic knowledge relevant to its control, health campaigns and

av. aren ess pro gramn1es are i tn portan t n1eans of comm uni ca ting health information, reminding and

thus reinforcing existing kno,vledge. Aigbiremolen et al (2011) study where over 70% of participants

had good kno,vledge about Lassa fe, er shovvs that aln1o�t 50% of respondents had participated in

Lassa fe, er campaigns which may have reinforced their knowledge about the disease. 

The variables associated ,vith attitude towards reporting include ethnicity, years of service,

avai I a bi Ii 1 y Of posters, invol ven1 en t in out break investigation, receiving of feedback, know I edge of

Lassa fever and IDSR kno,vledge. Logistic 1nodel for attitude to,vards reporting found that ethnicity,

· 
1 

· 
tb k J,n0,1,Jedge of Lassa fever and IDSR knowledge influences attitude towards

1n\ o vement in ou rea , '"'' y� 

- · · l B k et al (1994) study on notification of infectious diseases by general

reporting pos1 t1 ve )',. e 

· · · N s th \Vales concluded that feedback to doctors showing that preventive action

pract1t1011ers 1n e\1/ ou , 

· I f th · noti"fications may be the most effective ,vay to i111provc not1ficat1on

1s take11 as a resu t o e1r 

. d , · ctivities encourage behaviour change and arc pnrticulai Iy in1po1 tant

practices_ Also l1eaJth e ucat1011 a 

in the co11trol of infectious disea5es.
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CHAPTER SIX

CONCLUSION

J(nowledge of Lassa fe,,er and it,s t · 1 I l repor 111g t rroug 1 t 1e IDSR strategy was fo11nd to be poo1· among
I1ealtl1care worlcei·s i 11 Ibadan, and tl1ere was no significa11t associatio11 belvvee11 ty1Je of 1Jea1tl1 facility
or designatio11 of l1ealth wo1·lcer a11d level of Ia1owledge.
Potential baiiiers towards 1·epo1·ti11g of stispected Lassa fever cases icle11lifiecl in this slt1cly were
knowleclge of tl1e disease, lmovvledge of its' reporting tl1rot1gl1 tl1e integratecl clisease st1rveil la11ce ancl
1·esponse (IDSR) strategy, i11,1olve1ne11t i11 outb1·ealc i11vestigations, availability of posters a11cl
1na11t1als in cli11ics. It is i111porta11t for l1ealtl1care wo1·l<ers Lo be grot111cled i11 tl1e basics of lc11owleclge

and co11trol of Lassa feve1· to 111itigate tl1e o1i:en avoiclable tra11s111issio11 of tl1e clisease.

Attitude to Lassa fe,1e1· re1Jo1·ti11g a11cl co11trol \Vas goocl in tl1e stt1cly popL1latio11 witJ1 J1ealtl1care

workers wi lli 11g to n1eet IDSR reqt1i1·e111e11ts of keeping clinic 1·egiste1·s a11d 11otif ying diseases clespite 

b11sy scJ1edt1les and l1ea\ry ,vorkloacts. 

It is stai1dard practice to isolate V!-IF patei11ts wl1etl1er they a1·e s11spected or co11firmed, and to tal<e 

extt·a care jn ensuring universal precautions of t1sing PPEs and regt1lar hand waslung. A very low 

propoi1io11 of respondents recog11ised tl1e in1portance of tl1ese in tl1e control of Lassa fever . 
• 

5.8 Recommendations 

• 

• 

• 

• 

J d · fior Lassa cever a J1igh index of suspicio11 is in1porta11t in tl1e 1nanagement of
11 en em1c zones , , 11 , 

1ebrile illnesses 
, · h d e, ntinous and consiste11t training and retraining of l1ealtl1 care personnel
fl1ere 1s t e nee 1 or co 

. 
d remerging diseases of public health i1nportance

on en1erg1ng an . 
• c,. ·1·t· s shotrld be involved in outbrealcs investigatio11s not only public

Healtl1care ½'Orkers in 1ac1 I ie 

J1ea I tJ1 officials. 
. . 

Jd . , Jar basis organise tra111ing progra1n111es for J1enltl1 \vorl-..e1s
1-Jealth aut11or1t1es sJ1ot1 on a iegtt ' 

on infectious disease co11troJ.
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CHAPTER SIX

CONCLUSION

I<nowledge of Lassa fever ru1d iL's 1· t· 1 . h 1 JDS epor 111g t uot1g t 1e R strategy was fo11ncl to be poor amo11g
I1ealtl1ca1·e ,1vorl<ers i11 Ibadan, and tl1ere was no significru1t association belvveen type of healtl1 facility
or designatio11 of l1ealtl1 worJ<er and level of Icnowledge.
Potential barriers towards repo1·ti11g of st1s1Jected Lassa fever cases ide11tifiecl in this stL1dy were
lmowlec.lge of tl1e disease, la1ovvledge of its' reporting tl1rot1gl1 tl1e integrated disease st11�veilla11ce and
response (JDSR) strateg)', i11,1olve1ne11t in ot1tbreal< i11vestigations, availability of posters a11cl
1na11uals i11 cli11ics. 1 t is in1po1·ta11t fo 1· l1ealtl1care worl<ers to be groL111cled i11 t11e b,1sics of lu1owledge
and co11t1·01 of Lassa fever to n1i ti gate tl1e ofte11 avoidable t1·a11s111 issio11 of tl1e clisease .

Attitude to Lnssn feve1· 1·epo1·ti11g ancl co11trol \Vas good i11 tl1e stL1cly popt1lalio11 with J1eaJtl1care 

workers ,v, lli11g to n1eet IDSR requi1·e111e11ts of keeping cli11ic registers a11d 11otifyi11g diseases clespite

b11sy scl1edt1les and l1ea,,y workloads. 

J t is stai1d8rd J)r·actice to isolate VHF patei11ts wl1etJ1er tl1ey a1·e st1spected or corifi1·med, and to take 

extra care in ensuring 11ni versa} precautions of t1sing PPEs and regt1la1· hand vvasl1i11g. A very low 

propoi-tio11 of responde11ts recognised tl1e i111porta11ce of tl1ese in tl1e control of Lassa fever. 

5.8 Rccomme11dations 

• 

• 

• 

• 

d 
· 

.c:0r Lassa c.ever a high index of suspicio11 is in1porta11t in tl1e 1na11age1ne11t ofJ 11 e11 e1n1c zones 11 , , 1.c ' 

1ebrile illnesses. 

, · h d r. conti·notis and consistent training a11cl re trai11ing of 11ealt]1 care personnel
fJ1ere 1S t e nee 1 or 

. g and remerg1ng diseases of public health importance
on en1erg1n 

• c. ·1·t· sJ,ould be involved in 011tbrealcs investigations 11ot only public
Healtl1care \Vorkers in 1ac1 I ies 

J1eaJtJ1 officials. 
. . 

ld , J, r basis organise trai r1i11g prog1 amn1es for l1enl tl1 ,vorl\ers
1-lealth at1thor1t1es shot1 on a regt1 a 

011 infectious disease control.
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I 

• Hospital depa11ments sl1011ld i11stih1te worl<Shops/sen1inars for ]1eaJthcare worlcers on

i1nJJOrtance of disease 1·eporting ai1d institute departn1e11tal 111east1re for reporting and

evaluating disease reporting. 

• Creating networlcing opportunities lilce meetings, co11ferences, ru.1d o1.11e1· professio11al

i11teractions between pt1blic healtl1 professionals, where practices and plans for st1rveilla11ce 

,1re disct1ssed. Tl1is ,vay, tl1ose atte11di11g tl1ese meetings gai11 lmowleclge a11d strengt11e11 

JJro fess1onal 111teractions. Tl1ese fi1nctions ca11 l1elJJ establisl1 st1·ong, p1·ofessio11al linlcs 

betwee11 JJublic l1ealU1 p1·ofessionals a11d private l1ealtl1care p1·oviclers 

• J-Tospital management in conjw1ctio11 with tl1� PL1blic l1ealtl1 clepartrnenl at all levels sl10L1ld

cle,,elop case clefinition posters a11d 111al<e tl1e111 available i11 all tl1e co11sL1ltant cli11ics a11cl

wa1·ds fo1· easy glance by l1ealtl1care \Vorkers.

• Tl1ere sl1ould be establisl1111ent of st11·veillance t111it for p1·iorily cliseases reportii,g a,,d 

1·esJJOnses especially in tl1e seco11dary and tertiary facilities . 

• 
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QUESTIONNAIRE ON POTENTIAL BARRIERS TOWARDS REPORTING OF 

SUSPECTED LASSA FEVER CASES BY HEAL TH CARE WORiillRS IN IBADAN 

Dear Respondents, 

I, MMADUII(E EBERE C., a postgradt1ate stt1clent in tl1e Fac11lty of P11blic I-Iealtl1, U11iversity of 
Ibadan, ru11 co11ducti11g a 1·esea1·cl1 on tl1e above topic among Doctors a11d Nt11·ses in Ibadan Nortl1 i11 

pru·tial f11lfil111e11t of tl1e 1·eqt1ire111e11ts for an M.Sc i11 Epidemiology. please lcindly con1pJete tl1is
1·esearch ii1st1·t,n1ent as trt1tl1fully and con1pletely as yot1 are able based 011 yot1r la1owledge and
opinio11s at tl1e tin1e of receivi11g tl1is qt1estion11ai1·e ,vitl1ol1t rese£Lrchi11g tl1e toJ)ic or cliscl1ssing it witl1 
a colleagt1e. 

Please be awa1·e tl1at participatio11 is not co111pt1lsory a11cl yott n1ay clecicle to i11lerrt1pt tl1is session at 
any tin1e yot1 cl1oose. Res1)011ses \¥ill be lcept co11tide11tial ancl tl1erc r1re 110 possible penalties for 110n

participatio11. Tl1a1lk )'Oll for )'Ot1r lci11d cooperatio11. l(indly a11swer all q11estio11s by i11serting tl1e 
releva11t ntt111ber code in  tl1e box fo1· yes or 110 qt1estions and ticl<ing app1·op1·iate box fo1· trtie or false 
options ki11dly a11swer all qt1estio11s as i11co111plete res1)011ses 111a)1 be u11st1itable for a11alysis. 

Serial "'\Jo ...... . 

Section .1-\. Socio-clemograpl1ic and cd11catio11al clctails

1 . A g e 8 t I as t b j rt 11 day . . . . . . . . . . . . . . . . . .
2. Female

? G d l . �/fale-· en e1· 

..., Marita) Status _), 1.S111gle

I.Yoruba

I .Doctor

2. Ma1·1-ied 3. Otl1ers Please s1)ecify

4. Etlmic Group 2.Ibo 3. Hat1sa 4.0tl1ers please

5. Desjgnatio11 'J N 3. Others please specify-· urse

6. Depart111e11t · · · · · · · · · · · · · · · · · · · · · · · · · · · · · · · 
· · · · · · · ·

7. Years of ser,,ice . · · · · · · · · · · · · · · · · · · · · · · · ··

• • • • • • • • • • • • • • • • • • • • • • 

specify 

Health Care Delivery Level Place a ticl< (v) against any level you are practicing

at 

Primary Health Care

-secondary Health Care

Tertiary Health Care
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Section B: J(no,vledge f L 0 ass a f eve,· 

IUndly ticlc appropriate ans�e1·s to tl1e follo,;ving qt1estions

Stateme11t 

12. Lassa feve1 · is a vu· ·al d' 1sease

13. I11fection witll th 
. . e organ1s1n is ust1ally fatal

14. Tl1e i·ese1·voi1· of infect1·on . 1s rats

15 Tl 
· · . 

· 1e 1 nct1bat1on J)ei·iod
.. 

to three \Veel<s 
ra11ges lro111 abot1t o11e ,,veelc 

16. Ra1s t1·a11s111it tl1e disease b)' b iti11c)ti 1t1111a11s 

Trt1e 

\\
1

l1icl1 of tl1e iollo\v O • , 111b is nre s1g11s a11c.l S)'t11plo111s of L,1ssa f cvc1? 

St�lte111e11t 

17. f e,·er > 38 °C

18. Ja11ndice

19. Retrosternal pai11

20. J\11 t1cosal bleeding

21. Facial oedema

In the diag11osis of Lassa fe\er 

St,1te111e11t 

• 

22. F e,1e1· refractor)' to treatment and 11nexplained m11cosal

bleeding is enot1gh to suspect a case

23. Tl1e abse11ce of profuse mt1cosal bleeding excl11des tl1e

diagnosis 

24. Paediatric clients are excluded frorn lliagnosis

25. C,1ses ca11 be co11firmed \.\1 i tl1ot1l JtilJorat<Jry assista11cc

26. Cases present i11 siJnjJar ct11d casil}' rccogr1is:1f1Je fns}1ic,11
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• 

Section B: I(no,vledoe ot· L o ass a f evei·

I<.indly tic!< appropriate answe1· s to tl1e following qt1estions
Stateme11t 

12. Lassa fe,,er is a v1·r·al d. 
1sease 

13. Infectio11 witl1 tl 1e organ1s111 is t1st1ally fatal
14. TI 1e i·eservoir of i11fection is rats

i-------

15. Tl1e i nct1 bation period ra11 fl· 
to three \\ eel<s

ges 1 on1 abottt 011e ,veelc 

16. Rats t1·a11s111it tl1e clisease by b't· I g 1t1111ans

T1·t1e 

\Vl1icl1 of tl1� iollo · · , \\ 111g is are s1g11s a11(l S) i11pto111s of Lassa Fever? 

State1ne11t 

17. Fe,er> 38 °C
• 

18. J au11dice

19. Re1roster11al p8in

20. !\1 ticosaJ bleedino0

21. Facial oeclen1a

ln the diag11osis of Lassa fever 

State111e11t 

22. Fe,1e1· refractor)' to treat.Jnent and t1nexplaine(l mucosal
bleedi11g is enot1gh to suspect a case

23. TJ1e abse11ce of proft1se mt1cosal bleecJing excltides tl1e

diagnosis 

24. Paedi,1tric clients are exclLtded from cf iagnosis

25. Cases c,111 be co11lirn1ed \-\1itl10L1t labor,itory assista11cc

26. Cases present ir1 si1ni)ar ar1d casil)' rccogr1isr1hle fr1sl1i<>11
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...... 

Conce111i11g Lassa fever transmissiotl 

State111e11t Trt1e False Not Stire 

27. 

28. 

29. 

30. 

31. 

Lassa fever is trat1smittecl b)' aerosol 

Cat1sative organist11 penetrates t111b1·olce11 sldn

Boclies of clead cases constitute a pote11t ial l1azard 

Cases cease to be infe t · ft 
. 

c IOtlS a er tl1e act1te phase of 
tl1e disease 

Sen1e11 of cases is capable of transmitting tl1e infectio11 
, 

-

Lassa Fe,,e1· T1·eat111e11t: (I(i11dl)' i11dicate 11t1n1ber code of selectecl 01Jtio11 i11 tl1e acco111pa11yi11g

box) 

32. Wlucl1 of t11e follo\ving drug age11ts is effective in t1·eati11g Lassa fe,,er?

1 Ostelan1i,1i1· 
? R i t'a111picin 
-·

..., 
J �C)'Clo, ir .) . 

4. Ri, abirin

5. Fan1iclovir

6. Not Sure 

33. Therapeutic agent is adn1inistered as stated belovv (indicate the appropriate option in the box)

l. JV loading dose at 33mg/kg then oral medication for one week

2. I\' loading dose at 33mg1kg, then iv 16mg/kg 6 hourly for one week

3. IV loading dose at 33mg/kg then iv 16 mg/kg 6 hourly for 4 days and iv 8 hourly for 6

da)'S 

4. Not S11re

34. PatJents are nursed on open \Yards? l. Yes 2. No 3. Not Sure

35 Corticosteroids play a prom inent role in managing the disease? 

2. No 3. Not Sure
l. 'i' es

. . 
? 

36 Presence of bleeding is a poor prognostic sign. 

3. Not Sure

1. Yes
2. No
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• 

• 

Section C: Kno,vledge of IDSR

37. Are you aware of JDSR (Integrated 0
. 

Lassa fever? isease Surveillance and Response) diagnostic criteria for

1. Yes 2. No.

l l. \Vhat is the source of your information about IDSR diagnostic criteria for Lassa fever?
l lJnderg1·adt1ate teacl1i11g / lectt11·es
� Postgraduate teacl1i11g / lectt1res
3 Jot1r11al 
4. Newspaper
5 Co11fe1·e11ce
6. Colleag11es
7. I DSR tec1111ical gt1ideli11es
8 Others. Please Specify ..................................................... .

38 Have) ou e, er seen any fonns for Integrated Disease Surveillance and Response? 

2. No

39. Ha,,e ) ot1 e\1er filled ail)' IDSR fon11s?

1. Yes 2. No

40. "'ho '"'01,Id ) ot1 notify as stated in IDSR guide1i11e on s11spicio11 of a prio1·ity disease?

I. U111 l Co11sultant
1. Head of Department
3. Chief 1\1edical Director
4. Local Go,1emment Disease surveillru1ce ltnit
5. State Disease Sur\1eilla11ce 11nit
6. Federal 1'.1linistry of Healt11 Epidemiology unit

7. Ot11�rs. Please Specify · · · · · · · · · · · · · · · · · · · · · · · · · · · · · · · · · · · · · · ·

8. Not Stire.

State111e11t 

40. 

41. 

42. 

. . 
I 

. ·
mum number of cases must be observed before

A c1·1 t1ca m1n1 

repoi·ting can occlJr

St1spected cases qualify fo1· reporting

Cases can be repo1·tcd <Jnl)' \VJ1c,1 cor1firn1cd

Bl 

T1·t1e False Not Sure

I 
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43. Cases sl1ould be reported weel<ly for ad1ninistrative efficiency I' 
I' 

I' 

44. Ter_ti�t1' l1ealtl1 facilities sl1ol1ld 11otify directly to tl1e Federal
M1111stry of I-Iealtl1 I 1 

45.Te11iary health facilities sl1ot1ld notify di.J:ectly to tl1e State
I' 

Mu1istry of I-Iealtl1 

46. Tertia1�y healtl1 facilities sl1ot1ld 11otify directly to tl1e Local
Governn1ent. 

W11ich o I' tl1e follo\ving cri te1·ion is (criteria me) inclt1ded i11 tl1e cliag11ostic criteria fo1· Lassa fever? 

Criterio11 T1·ue 

47. Illness witl1 fever and 110 response to co1u111on
treat111e11 ts [or fever i11 tl1e area 

48. St1 bco11j ucti,,al l1ae11101·1·l1age

49. Haen1att1ria

50 Ei1ide111iological li11l< to co11fim1ed cases of Lassa

fever 

51. Laborato1·) co11fir111ed Lassa IgM antibodies

52. Lassa ,1in1s isolation

d' L Regar 1ng clS!:>a f e,,er reporting 

' State111e11t

53. IDSR form 001 A
• used for facility repo1iing to
1S 

laborato1·)' 
[i · diate case based 

� 001 B is t1se<l or 11nme 
54 IDSR orn1 · ent 
reporting to tl1e local govemm 

001 c· is used for line listing of cases
55. IDSR ior1n

56. All JD51{

fever 

. 
I ... d . the reporting of Lassa

forms are ut, t/<; in 

1 D J ass·1 f cvcr
57. IDS R 001 I3 is tised on y or .; l 
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Section D. Attitude to,val'·ds L � assa icve1· reporting 

Indicate \\1it11 an (x) yotlr opinion b - a ot1t eacl1 of tl1e 1.1nder listed stale111ents

Statement Stro11gly Agree 

Agree 

5 8. Lassa fever. is a11 t111conm1011 sot1rce of inorbidity
ai1d 11101·tal1ty so en1pl1asis o11 its cont1·ol IS

u11t1ecessary 

59 .Repo1·ti11g reqt1ire111e11ts a1·e an t11mecessa1·y bt1rde11 
to bt1sy Doctors and nt11·ses 

60. !-lealtl1 ,vo1·l(e1·s sl1ot1ld l<ee1) cli11ic registe1·s of
patient c\ 1 agnosis

? 1. Healtl1 ,;vo1·kers are an especially vt1l11erable grot1p

1n Lassa ot1tbreaks 

62. Uni,1ersal precat1tions ru·e of li111iled llSe 1n

preventi11g \1ospita1 acqt1ired i11fections

Unclecided Disagree

I I

63 Have you singularly or in conjunction \Vith a tean1 of other doctors or nurses managed

any patient ,>nth fever refractory to treatn1ent and unexplained mucosal bleeding 

in the last 1 n1ontb?
If no slip to Q72 1. Yes 2. No

64. Ho,v n1an)' patients met these criteria during this period? ...................... .

6 5 \\'hat , vas the final treatrnen t diagnosis of the (] ast) patient? ............................. .

66 \\Tas Lassa fever considered a differential in this (last) patient?

I. Yes
2.No 

67 \\'as any laboratory investigation done to exclude Lassa fever?

1. Yes 
2. No 

68. If yes, what in vest igation( s) was done? ..................................
.................... .

69. \\'as this case reported? 1. Ye� 2. No

89 
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r ----------------------

70. W11at "vas tl1e outcome of tl1is patient's n1anagement? ...................................... .

Section D: F,,ctors nffecting 1·eporting of L�1ssa fever 

71. Does any of your clinics, ward or other practice areas contain a manual

of case definitions for communicable diseases?
1. Yes 2. No

72. Does a11y of yot1r clinics, warcl or otl1er 11racticc areas contait1 posters __ _
on c,1se clefinitio11s of any con1111t111icable disease?

1. Yes 2. No

73. 1-Ia,,e yot1 atte11cled a11y trai11i11g or wo1·lcsl1op wl1icl1 included co1nml1njcable
disease 1·epo1·ting a11d su1·veillru1ce?

1. Yes 2. No
74. I-Ia,,e )'Oll bee11 involved di1·ectly or i11directly ,;vitl1 investigatio11 of any ot1tbreal<.s?

1. Yes 2. No

75. I-lave yot1 ever received feedbacl< on a11y con1111t111icable disease reporti11g yotir clinical worlc
may have ge11erated?

1. Yes 2. No

T11anl< )·OU for )'Ou1· patience and cooperatio11. 
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OBSERVATIONAL CHECKLIST FOR lIEALTII FACILITIES 

Name oi� I-Iealtl1 Facility

· VARIABLES

• • • • • 
• • • • • • • 

• • 
• • • • • • • 

• • • • • • • • • • • • • • • • • • • • • • • • 
• 

• • • • • • 

1 Prese11ce of a st1rveillance officer 01· 
desig11ated person who collects irtfor1nation 011 
notifiable diseases in tl1e co1nn1t1nily. 

2 Preset1ce of a 1·egister for· reco1·ding diseases 
diagnosed 

3 Sta11clru·d case defi11itio11 of the 11otifiable 
diseases l)Osters on display. 

4 A, ail ability of tl1e follo,vi11g f or111s 

1-I1n111ediate / case base 1·eporting
2-Li11e list fonn
3-Weel<l)' reporti11g
4-1' lo11tl1l y

5 Qt1a11tit) of the fom1s available in tl1e l1ospital

no,, .. 

6 

7 

8 

l-No11e
2-Enoug)1 for one ,veel<
3-Enougl1 for one montl1
4-Enough for 3 months
5-Enougl1 for more than 3 months

. logistics Sltppo11s available
Transportation or 

I -availability of Vehicles

2-a,,ailability of Motor cycles

.1 b·l·ry of instrun1ent
A,,a1a 1 1  
packaging and transportmg

suspected Lassa fever cases 

7_ Clean test tubes 

8- vaccine carriers

9- f{efrigerator

1 o-plastic bag
1 I - Generator
12- Jee Jacks

for l1andling, 
specimen for 

. 
b of cases f,)r cacl1 of

Prese11ce of plotted r1t1m :r 

. . l\' disease on a gr apl1.
the p1·1011 1 
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9 Availability of materials for carrying out datan1a11age1nent 
1 Availability of Computers 
2. Availability of Statistical prog1·ams/pacl<ages3. Availability of Calculato1· and papers

10 Prese11ce of appropriate st1p11lies for collecti11g
s1Jec1111en. 

• 

I 

. -

11 Prese11ce of plotted distribt1tio11 of diseases on a
ma1) f 01· tl1e 110s pi tal catcl11nent area. �-t--�������������----+--------r-------,,,12 Prese11ce of dis1)layed 111aps ancl grapl1s of 
disea�es J)lotted in tl1e l1os1)ital fo1· evcrybocly to
see 

13 St1spccted Lassa fever case l1ad ever been seen

14 If yes to 14 abo,·e, ,vl1at vvas tl1e 1·cactio11
l -Re1")01·t to tl1e LGA
2-Go to i11, estigate in tl1e co111mt1nity
3-0rc er fo1· drug st1pplies

15 Adeqtiate funds i11 tl1e facility for tra11spo1·tion 
of speci111e11 to laboratory. 

16 

17 

Ho,v di seas es are reported 
1-. ub1111ssio11 of forn1s to t11e LOA office
'"'-Co) lection fro111 tl1e hospitals by LGA 
- DSNO officer during visit

. 
d .c

.
eedback from the LOA or stateE\rer receive 1, 

on disease reported. 
5. �ever
6. Weekl}'
7. VIonthly

8. Qt1arterly
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