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ABSTRACT 

The prevention, control and reduction of mortality from epidemics are dependent on

an effective surveillance system. Epidemic-prone diseases continue to occur with 

increased frequency in epidemic proportions and produce the highest case fatality rate 

in Nigena. Surveillance has been recognized to be weak 10 Nigeria. This study 1s 

ai1ned at assessing compliance with the surveillance and response guidelines for 

epidemic-prone diseases among surveillance units in Oyo state . 

A cross-sectioi1al study was conducted assessi11g the performance of the core 

surveillance activities for epidei11ic-prone diseases as stipulated by the National 

Tccht1ical Guideline for Integrated Disease Surveillance and Response. Data was 

obtained by records revie\v, checklists and questionnaires that sougl1t infom1ation on

socio-de1nograpl1ics, kno\vledge on disease surveillance, core surveillance activities 

and support functions fro111 all surveillance units. Data was analyzed using descripti\'e 

statistics, chi-square and multiple log1stic regression at p=0.05 on SPSS version 20. 

Majority of the surveillance units (82.4%) l1ad a reporting practice. Ho\vever. 6 

i11onths and 1 year co1npliance with the monthly reporting guideline \Vere 77.4°/o and

65.8° 0 respectively. At tl1e health facility level, utilization of standard case definitio11 

\vas 25.9°'0, laboratory case confirmation was 85.7%, accurate case records \Vas

95.2° 0, and analysis of sur"\-eillancc data was 2 6° 0. At tl1c local gove111mcnt level.

analysis of surveillance data was 77. 78%. ep1dei11ic preparedness was \veak \\ hile 

surveillance support were adequate. In a 1nultiplc logistic regression i11odcl, pred1ctc)rs 

for compliance with montl1ly reporting guideline [or (1 ITil)nths \\ ere training 

(OI{=7 917: CJ-I 653 37 919), knowledge on suf\ 1cillai1ce data lll1\\ patl1,vay' 

(()R 4 804: CJ-I 616 14.104). adcquacj of lunds (l)ll 27 SOS. Cl 7 6\3 100 6) anli 

21-"'0 year-; of �cn·1cc (Ofl-6 -t 12 CI l ,,;7 J0 .. 109) P1ed1cll)I� It)!' I ) ear rei1\)rt1ng 

c<lmrliancc ,vc1c tra1ni11g (<>R Ci.66S, c·1 2 0,10 15 7""') ltn(\ ,1tlct1u 1cy l)f ft1nds 

<< >IZ , 1Jl2. ( ·1 I �2<1 8 4<)7). 

).<>cal and State g<)\crnn1cnts ncL'd l<) cn�urL' thL· 11rll\ ,�ll'll l)I t:llI1l1nt1tlll'- t1,11n1ng a11d 

JC')<>Urt:c:, to survctllancc \\1irkcrs 1<, achieve l'llcct1\c tli�t 1,1. c1,nlrl,l 
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1.1 Background 

CHAPTER ONE 

I�TRODUCTJON 

• 

Disease surveillance 1s the continuous scrutiny of tl1e occurrence of diseases and health 

related C\1ents to enal1lc 1ntef\ention for the control of diseases (CDC. 2009) An 

effective control of co111111un 1cable diseases relies on effecti\e res�1onse systc111s, \vhich 

also de11cncls on effecti\'e disease SUf\'cillancc (Abubakar ct. al, 2013; \\'HO, 2000). 

Accorcling to \VI-IO. (2006), a co111n1unical1le disease SUJ"'\'Cillance systc1n serves l\vO key 

f1.1nctiL1ns \\ hich 1ncludcs; the early' ,varning of rotcnt 1al tl1reats to public health and 

11r()gran1n1c n1L1n1tL1ring ft.1nctions ,vh1ch ,nay be disease specific or n1ulti-disease in 

nature. It 11ro\ 1 <.lcs the ncc<lcd 1nf<.)1111at1 L1n ft)r 11ublic health r>lanning, in1plcn1entation of 

th<)SC 11l<1ns and 111<1111t<1ring and e\'aiuat1 on of 11rogran1s alongs1dc generating hy11othcs 1,; 

that \\ l1Uld sti111ulatc pul1lic health research (\\'cber, 2007). The global pandcn11c or a\ 1an 

influcn7a ,,·ithin the lirst decade of the 2 I '
1 ccntur1' futihcr led to the recognition of tl1e 

need f<1r effccti ,c <l1 ..,casc su1,cillancc and rcspc1nsc (J\,linh , 2010; Franco cl. al, 2006). 

,\Is(), 1t ,,·as rcC<)gni1c<l that the ,,·1clcsprcad c11idcn1ics llf )Cllc1 ,, fc,,cr and ccrebros1)1nal 

n1cn1ngitis acr1)ss the ,\ li·1can sub region 111 the 199()-, \\ as large!} attributed to pL1or 

sur, cdll1ncc ..,\stcn1s \Vhich \\ ere neither al1lc tt1 detect cc)1 11111un1cable disease'.) L)ll t1111c 

nt1r n111unl an ctfcctt vc rc-;pc)n'>c ( /\l1ubc1kar ct. al, :?.Cl I 3 ). Furthcn11t)rc, the occurrence of 

Ebt)ll1 ,·irus d1sc,1sc ,,·1th1n the }C<lr 201--l in '\igcria has al'>t1 sho,,n the 1 11111ortancc c1f an 

cffccli\ c clisc<1sc suf\•ci llancc and rcsp<1n<;c S} stcn1. 

J>r1()r t<) I ()l)�. ll1()St ,\ fr1can countries u-;cd a ,·ar1ct::, <1f \'Ctitcal d1,;,casc c0ntrl)I 11r(1gran1s

l<•r cl 1 sca"c sur\c11lancc <)l.\vh1ch ',l)ll1C of thc,c 11rt1gra111s \\CIC \,ell funded. \\'hilc "-l)l11C 

cithcrs \\ere 1 11 a had state (1\l1ubakar ct al. 2(ll]) \ur\'cdlancc Llatn ,,ere cc)llcctcd b\ 

1111,!-:··,1111.., undcr d1llc1cnt aulh(H1t1cs \\h1ch led t<1 d1.-._1(11ntcd anll 1nL·ltic1L'llt ":"le 1i, n 

,., hiLh hc:t!tl1 ,vcirkcr" utd11cd 111ult1plc c(1n1plicatcd 1cp111l1n!! !111n1,1ts ,, 1th tltlli:1cnt 

IL'Sllltilll!. 111 
� 

c,,Lrlc ,,HILd ;111d <lc11111l1\.1tcd (\\ I IC>. 2!H)(l) 1\flc1 the -tSth \\\11ld I IL-.dth ()1t!,,lll11,1t1,1n 

J{cµiun,d ( < 11111111l tcc l11r 1\ 11 IL.I lllCL'llll.L!. 111 I < ><>�. \ IL·111l)L'I �t.llL·s ,hltiptL·d the lntL·�1,,tl·d 
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I 

Disease Surveillance and Response (IDSR) as the regional surveillance guideline for 

early detection and efficacious response to priority communicable diseases for the 

African region (WHO, 2010). In Nigeria, among the communicable diseases included in 

the Integrated Disease Surveillance and Response, 7 diseases are labeled as epide1nic­

prone. They include cholera, cerebrospinal meningitis, diarrhoea \.Vith blood (shigella), 

measles, yellow fever, viral hemorrhagic fevers and highly Pathogenic Avian influenza 

(FMOH, 2009). 

The National Technical Guideline for Integrated .Disease Surveillance and Response 

(IDSR) prepared by tl1e World Health Organization office for Africa and the Centers for 

Disease Control and Prevention (CDC), USA, adopted by the Federal Ministry of l1ealth 

(Nigeria) seek to e11surc that effective and functional surveillance systen1s are available at 

all surveillance units at all levels (i.e. health facilities, local govem1nent hcaltl1 

dcpart111ents, states and the national epidern1ology unit). It specifies the performance of 

core surveillance functions such as the use of standard case definitions to identify priority 

diseases, laboratory confirmation of cases, registration of cases in registers at health 

facilities; collectio11 and reporting of surveillance data to surveillance units at higher

le\·cls of hcaltl1 who also are to provide feedback to tl1e reporti11g surveillance units; 

analysis of surveillance data at all surveillance units; epide1nic preparedness and 

response to outbreaks; and also evaluate the perfon11ance of surveillance and response 

systems (Abubakar et. al, 2013: FMOI-I, 2006). It also specifies tl1e need f or sun:eillance

sup})Ort functions c;uch as fundi11g, training, supen'ision, availalJ1lity log istic resources 

and standard guiclclincs for effecti\ e surveillance syste1n at all suf\,etllancc units \\ h1cl1 

are health units tl1at can provide 1nfom1at1on on healtl1 related states a11d e\ cnts (\\ HO 

2010). 

·rhe di seasc 5urv ct I lance and noti ficat1on (DSI\i) syste111 111 '\J 1gcna l1ai;, l1ccn c;hl)\\ n to be

\Vcak. thus, 1ls 1nahility to J)romptly <lcte<..t ancl C<)ntr<1l c111dc1111L'- (Dntrt) ct. al. "'Oil)). 

Acc<>r<l1ng tc> Vv'H(J (2()()()), 1t \\.a.., rcpc)rtcd that the 11t1<)rl\' tunct1l1ning st11, cillanLc 

S)'stcms 1n sornc ra11� of th<.. wc)r!cl (11art1cularl�,: 111 \l11L,1) cc1ntr1butc It' the 

un<lcrrcp<)rt1ng c)r ca�cs and thus, n<)l <11111· arc there 111,111) n1c1rL L,1...,L'" than the nt1111be1 

rcp<>rtc<l, hut als<> the l.'.<>n1plctenc..,!'i <ii thl' I L'J)<ll ting\ :11 ic� L'<)t1,1clcrahl, b\ l'l1untr> 
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• 

I 

1.2 Statement of problem 

• 

Epidemic-prone diseases (EPD) continue to occur with increased frequency in epidemic

proportion and produce highest case fatality rate tn Nigeria (FMOH, 2006). During the

past decade, except for the recent Haitian outbreak, (Hendriksen et. al, 2011; Piarroux et . 

al, 2010), most cholera epidemics, cases, and deaths have been reported in sub-Saharan 

Africa (W .H.0, 20 1 O; Griffith et. al, 2006; Gaffga 2007). Since the first appearance of 

epidemic cholera in 1972 in Nigeria, intermittent outbreaks have been occurring. The 

later part of 2010 was 111arked with severe outbreak which started from the northern part 

of Nigeria, spreading to the other parts and involving approximately 3,000 cases and 781 

deatl1s (Adagbada et. al., 2012). Dia1Thoea with blood (Shigella) is still a 1najor public

health proble111 in developing countries as ninety nine percent of 200 111illion cases and 

1nore than 650,000 deatl1s per year result from sl1igella infections. (Khatun et. al, 201 1; 

Reda et. al, 2011 ). Tl1e mortality rates of cerebrospinal meningitis continue to be high, 

ranging between 2% and 30% globally (Cl1avez-Bueno and McCracken, 2005: Perez et. 

al, 2010; Beek et. al, 2004), of which the estimated annual meningitis cases 1s 1.2 m illion 

cases and deaths of 170,000 (WHO, 2011 ). In 111iddle and low-inco1ne countries, acute 

bacterial meningitis remains the fourth leading cause of disability (Ed111ond, 20 10) v.'1tl1 

repeated large scale epidemics of cerebrospinal meningitis fc)r the past 4 decades 1n 

"1igeria (Mado et. al, 2013). Measles still remains a serious 1nedical concern in Afnca, 

Latin Ame1ica, Europe, south-east Asia and eastern Mediterranean (WHO, 2011 ); being

th<.: fift.11 leading cause of u11der-live child 111ortality in N1gena (WI-IO, 2006). ln 2010, 

there were a reported 327,305 measles cases and estimated 139,300 n1easles deaths 1n 

N1gcna (Si1nmonc;; et. al, 2012: WI-IO, 2013). 

Viral hemorrhagic lc\ers "ucl1 as Lassa fe\'er is cndcn11c 1n \\ c,t •\tnca (1'.cll) ct al. 

2(J 13) \Vith estimates of up t() 3()(),00() person" 111fcltcd and c;,OOt) lic.1tl1s ,\n11uall\ \Cfl),s 
• 

the rcgic,n ancJ a pc)1)ulat111n. In the lirst quartet <)I 2(>12, ():?l suspcllCli 1..,\,c,. 1nclu(l1ng 

7<J dcc.1ths v..:as rc11<lrtcd lrc)nl 19 c)I the 1() �I.Ill'.., c)I '\1gcr1,1 (()lc)\\t)�c,c ct. al, 2(11-l). 

1\ncithcr \ 1ral hcn111rrhag1c lever, l·.hcll,1, c)ccurs 111 cp1clc1111L.., n1u1c,rl)' 1n \ It 1c.i .111<.I "'c)utl1 

An1cr((.:a (( f)( 2fJlf)J ,i.11h ll'Ccnt ca..,l':-- 111 \\'c"t ,\lttL 111 L<lt1nt11L·" :-uch ,1, C�t.t!lL'l 

S1crrc.1 lccu1c, l 1hc11a, :111d N1gcr1a cla1n11ng It, L'" \\ 11() l':-l1n1,1lL'cl 2()(1,lll)l) 1..·,,�l'" lll 
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' 

yello\v fever and 30.000 deaths attributable to yello\, fe\·er occur annually v..·orldv..·ide 

(Barnett. 2007). The case-fatality rate of v.. hich is highly \·ariable but approximate!)' 20% 

in Afnca and approximately 50°,o 1n South Amen ca (Monath et, al, 2008) from the 

estimated 200, 000 cases and 30. 000 deaths annually, most of these cases and deatl1s 

occur 1n 12 countnes including �igeria. 

The highly pathogenic A\ ian lnfluenza H5� I subtype is great concern because in late 

2003, a highly pathogenic Avian Influenza HSN l poultry epidemic spread throughout 

Asia (Li et al. 2004). In Nigeria, Since January 2006, H5N l avian intluenza has affected 

1\iigeria 's poultf) population causing enonnous loss of resource as 1n1]]1ons of poultry 

\verc destroyed anti one hu1nan death occurred (Joannis ct. al, 2008). The ]1ighly 

patl1ogenjc a\ ian 11111 uenza (I-IP A I) v11us of tl1c HSN l subty-pe \.\ as detected 1n cl11c1'.ens 

in Kaduna state of nortl1en1 �ige1ia, 1naking Nigeria the first African country reporting a 

conti1111cd l1igl1ly patl1ogcn1c avian influenza (H5l\ l) outbreak. 

Glohally, there i-. an inadequate labt1rat(>t) and epidemiological ,un eillance on cl1olera 

(1\li et. al. 2() 12). 1 hi'> has also been re1Jorted 1n Afucan countries sucl1 as l\igena 

(Adagbada et al 2012), Uganda (B\vtre ct. al, 2013), Kenya (Mutonga ct. al, 2013); 

Cameroon (DJ01nass1 2013) and I'ogc.) (Landoh ct. al, 2013). Such \.\eaknesses included 

incomplete reporting. inconsistency in apply•ing the standard case definition a11d l11111ted 

ut1l1/attt)n <)f laborat{)ry for d1agnos1s Research rcpt)rtS by OnoJa et. al, (2013) shO\\ed 

tl1at tl1c dcatl1 toll <)f 111ea..,lcs cp1den11c<., 1n N1gcr1a has eitl1er been under-reported or O\ er­

blo\vn by different media account'i According to 1�at1rcgun ct. al. (20 I 0). tl1c stll'\ c1lla11L1.: 

fi.ir )CII<)\\' fc\Cr 1s \\cak in the'\; ger1a ,v1th n1a11)' su">pecteJ cases not repl1rtcd a11J \\'l1cn 

rcportetl the)' are 11(1t i 11\'cstigatcd hecat1sc l> r lack <)f h.1ht)rator) fac i It t:' I <)r c(in ti m1ati <)11.

Furthen11ore. Ba\\'a et. al. (2()03) and Ofili (2003) rc�1l)rtC<I that tl1c challenges t)f the 

suf\'e1llance S}stc1n 111 developing Ct)Untrics inclu(lc lack <.11 a,\ 1rencss. lack l)t fcL'<.itiack. 

ignorance <>f current rcgul::it1ons an(l the ltst <if n<)ti liat,lc d1sl 1,-1.'s l:'i)' tl1c health i1e1 St)nncl 

1 •• 1 .Ju..,trfication f,>r the ... tucl,• 

1·h,s ... tudy \.V<)Ultl c1>nl11hutc 1<1 research 1111 d1scasL' :-.ur, t·ill 1t1LL 111 i\1gc11,1 dlld \lr1cc1 111 

gcncral by lill1r1g the ga1> nl" 1-.n,,,, ledge 1111 the Cl11111)l1ancL' ,,·1th lit"L'<tsc slit\ L'ill.1ncL· 

gu1dcl 1ncs .is 'lpt'l: 1 ficd hy the lntcg1.itcd l)1�cnsc Sur, t·illunc ,\. l{t'SJ)llll"L' ·1 ht· :-lull,· 
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findings would reveal aspects of the surveillance system needing strengthening so that 

appropriate steps could be taken to improve and ach1e,'e an effective surveillance system. 

It would help in identifying the gaps and opportunities in the performing of the core and 
•

support surveillance functions in Oyo state. 

Oyo state has been faced with epidemics yearly from time, experiencing cholera yearly 

from 2011 to 2013, (Ogunniyi et. al, 2014) with an outbreak in Ibadan North-,vest Local 

Government Area in 2011 (Daily Sun, 2011 ) ,  Akinyele Local goverrunent in 2012 

(Gbolahan et. al, 2012) and Egbeda Local government in 2013 (Gbolahan et. al, 2013); 

1neasles infection and mortality occurring year round (Onoja et. al, 2013 ); lassa fever 

outbreaks in 2012 (Adedire ct. al, 2014) and in 2014 (Nigerian Tribune, 2014); 

cerebrospinal 111eningitis outbreak in 2009 (Falade et. al, 2009) and of which Oyo state is 

an1ong states in the cerebrospinal meningitis belt i11 Nigeria. Thus, this stresses tl1e need 

tl1at tl1e surveillance of these epidemic-prone diseases in the State is taken witl1 ut1nost 

dilige11ce because effective communicable disease control relies on effective response 

systems, ,vhicl1 in tum depe11d on effective disease surveillance (Abubakar et. al, 2013; 

WHO. 2000). 
• 

There arc limited rc�earch publ 1catio11s assessing compliance to surveillance guidelines in 

Nigcna. The fe," similar past works in other states of the cou11try either assessed fe,v 

surveillance units in a state; didn't determine the association between the factors that 

could predict the con1pl1ance w1tl1 surveillance and response guidelines nor assess all the 

core surveillance act1v1ties. The past ,vorl�s has s11own that tl1e prOJ)Ortions of surveillance 

units at all health le,·cls C<>mplyi11g \\ 1th suf\. cillancc gu1dcl1ncs has been unsat1'>factor1

despite the fact that cpide1n1ologic surveillance conc:;titutes an i1nportant cc)n1ponent c)t the 

public health response in N 1gena. 

ft 1<, thcrclfirc 1n the light of all the al)()\ c that a stuciy t)n tl1c Ct)n11)l11ncc tl1 cp1llt:1111c­

rrl)l1e cl1sca!->c surveillance gu 1clclinc in Oyo stntc 1s 111111()rtnnt. 
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1.4 General objective • 

To assess the compliance with epidemic-prone disease surveillance and response 

guidelines among surveillance units in Oyo state 

I .5 Specific obj ecti, es 

l. To assess the kno\vledge of surveillance workers on ep1dem1c-prone disease

surveillance in Oyo state.

2. To assess the co1npliance ""ith the epidemic-prone disease core survc1llance

guidelines a1nong sur\·eillance units i11 Oyo state

3. To determine the ava1labil1ty of suf\eillance support functions at surveillance units 1n

Oyo state

4. Tt) detc11n1ne the predictors for disease reporting compliance a1nong surveillance

units 111 Oyo state.

l .6 Research questions 

In the course of th.I� study. the follo\ving questions \vould be ans\.\.ercd· 

• 

I. \\'hat do sun1cillancc \vorkcrs in Oyo �tale know about cp1dc1n1c-pronc disease

suf\c1llancc?

2. To \\'hat extent does the sun,e1llance ft)r cp1dc1111c-pronc disease 10 Oyo State meet

the d�c:;1ral)le standarti ft)r core sun:e1llancc ac.ti\·1t1cs?

3. 'f<) \vhat extent arc the sun·eillancc support tunct1ons a, ailablc at the health facilities.

Lc1cal gclvcmment areas (LGA) and state ep1de1111olog1cal ui1it?

4. \\'hat are the predictors for disease reporting co1nphancc ai11c1ng sun c1llance L1n1ts 111

0) o state'.>

• 
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I 

1.7 Operational defmition of term 

I) Compliance - Compliance is the state of conforming to official requirements,

such as standards, guidelines, policies or la\v (Merriam-Webster, 2005). A sun'eillance 

unit that carnes out its surveillance act1v1ty 1n accordance \\ ith a particular surveillance 

guideline is ascertained to be complying \Vith that particular surveillance guideline e.g. 

guidelines on case registration, disease reporting, suncillance data analysis etc 

• 

• 
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I 

2.1 Disease surveillance 

CHAPTER T\VO 

LITERATURE RE\'IE\\
1

Disease surveillance 1s the ongoing systematic collection, analysis, and interpretation of 

data, closely integrated \vith the ti1nely dissemination of these data to those respoos1ble 

for preventing and controll1ng disease and tnJury (Nsubuga et. al, 2006) Sun:eillancc has 

been recognized ac; an cffcctt\C strategy in the control and pre, ent1on of diseases most 

espec1ally comn1unicable diseases (Abubakar ct. al, 2014 ). An effcct1\ c sun·e1llancc 

systein allo\vs earl1· 1ntcnention for the pre\ ention and reduction of the 111ortal1ty and 

n1orb1c.lity that ,na) rc�ult fron1 CJ)tden11cs <1f com111un1cahlc diseases (Dairo ct. al. 20 I 0). 

S ur,1c1 I lance 1s a �·atcl1 ful, \ 1gtlant approach to 1nformatio11 gatl1e1ing that servec; to 

1mprO\ c or maintain the health of the population and a fi.1nctional disease sun e1l lance 

syste1n ts essential for defining problems and tak.ing action (Wl-IO, 2001) A functional 

d1scac.:;c sune11Iancc gu1dcl1nc s,·stem \Viii equi1, health \vorkers to set priont1es, plan 

intcn·cntions. n1oh11I/c and allocate resources ,tnc.J pro\ 1dc earl) detection a11d rcspc)nsc tc) 

c.l1::.case outbreaks (f�iv-101-I. 2005)

The ma_jr)r types of sunc,llance 1ncluc.Je actt'\.C su1"\.e1llancc in \\l1ich tl1crc 1s a targeted 

�carch for cac.:;es of a disease in tl1c C<)t11mun1ty pass1,c sun'c1llancc 1n ,,·h1cl1 there I!\

r<)Utinc rcpc1111ng of tl1c cac.:;cs <1f d1-.casec.:; reaching health c.irc fac1!1t1cs for trcatn1cnt or 

scn•1cc '" 1th n<l special efforts to find u11sus1)ectcd c,1scs <)t diseases Scnt1ncl sun cillancc 

i!.-i a sun,cillancc systc111 usually hascd <.)n sclcctcc.l 1nst1tut1ons <.)r 1ntli,·idu.1ls tl1at pr<.)\·ic.ic 

rcgulc1r, C<>mplcte rcp<lrtS on <liscascs. in ten cnli<lns <)T ad\ cr,c c, cnts ( l uc.1-. anti Gille-. 

20(JJ) Svndr<>rn1c -.urvcillancc relics <ln tl1c dctcct1t)n <)I disease, hn-.ctl <.)11 cl1n1cal c.1sc 
� 

features, ,vh1ch arc n<>l1ccahlc hcli1rc C<lt1fin11c<I d1agntlscs atl.' n1atlc (� 1l1al. 2l)l 1)

('ore fu11ct1<>ns ,,r a sun1cillancc sy•s1c111 include <hsca:-.c 1.·11,l· 1dt·nt1lic.1t1<.lll, r1.·g1,tr,1t1(H1. 

ca-.c c1111linnatu,11, rcp1)1 ting .,nd ll'1.·clhc1ck, d.11.1 ,111,II, s,.._, cp1d1.·n11c p11.·1,i1r1.·lln1.·,-. ,1nd 

rC\f)l)fl',C le) CJ)JdCllllC\ I h1.· c.:;UJ)I)l)I I llllll (HlllS 111 ,, -.u,, 1.·1ll.111<.:l' ")'[1.·111 1111.·lutlc the
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availability of standards and guidelines, training, supervision, logistic resources and 

funding (WHO, 2006). 

Rev1e\v of literature showed that despite the established system, surveillance of diseases 

breaks down in Nigeria leading to avoidable morbidity and mortality while various 

reasons factors are thought responsible, studies have not yet documented the extant 

reasons that may be responsible for the breakdown in surveillance activities (Dairo et. al, 

2010). According to Nnebue et. al, (2013), disease surveillance and notification (DSN) 

has been sl1own to be weak in Nigeria, thus, its inability to promptly detect and control 

epide1nics. Kari1nuribo et. al, (2012) repo11ed that most developing countries have li1nited 

disease surveillance capacity and so neyd to ensure optimal use of available resources. 

2.1.1 liistor�' of sul'veillancc in Nigeria 

The disease sun:eillance syste1n in Nigeria was introduced in 1988 follo\ving a 1najor 

outbreak of yellow fever in l 986/87, which affected ten out of the tl1en nineteen States of 

the Federation. The magnitude of the outbreak was attributed to weak or non-existent 

disease surveillance and notification system in most States. (FMOH, 2005) Between 1988 

and 1989, a disease sun1eillance and notification system for the country \Vas developed of 

\vh1cl1 forty diseases of public healtl1 in1portance in the country were identified and 

designated for routine (111onthly) notification. Forty diseases of public health 11nportance 

in tl1e country \Vere identified and designated for routine (i11ontl1ly) notification out of 

\Vh1ch ten ep1de111ic-prone diseases were selected for i1ni11ediate reporting. Standard 

reporting forms (DS1\l 001) for imn1cd1ate reporting, and DSN 002 for monthly routine 

reporting) were also introduced. The 1nethodology for 1nfonnat1on flo\, bc�"een the 

\'arious levels \\ as al�o prescribed. In 1989, tl1e National Council 011 Health appro\ cd the 

adoptt<>n of Disease Surveillance ancl Not1iicat1on (DSN) 1n tl1e cc)untr) \'an 1ng degree" 

of success have heen recorded 1n the 1m1.,lc111cntat1on of tl1c d1..,casc SLlf\ e1llancc '-,\ ,tcn1 

hut hc>vvevcr. the cffcct1\ cncsc; and cffic1cnt-y has been a cause f11r Cl1ncc111 ()\ er the \ e,1rs 

as 1t has nc)t hecn al1lc tc1 prc)ducc the required 1nlorn1ati<)ll needed f(11 t1111cl\ rL''-P<Jll'-L' 

( 1=;V1(JI { 2()()5) f3clc>rc I <)<)8 111c>st 1\ lr1can C<)untries used �1 \'ar1Cl)' l)f \ erttL,11 liJSl',t:-.l' 

ccJntrc,I prc>gram, 1,,r <l1-,c.1,t- sU1\'cilla11cc s1l111c <ll \\'h1ch ,, L-rc ,, L·II t1.1ndcd. ,,·hill' <,thl·t, 

were in a stutc <>I C<>llapsc (Abubak:11 ct al, .:lll �) l'h1s unsat1,li1ctl,t) s1tu,1ltllll ,,,is 111l1rL 

<>r lcs:s the sa111c 111 ,,thcr C<>untrtl'S 1n thL \ll1can l{cg11111 (1-: :\1()11. 2tHl'\) In "-.cJ)tL:n,h1.·r 
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1998, the 48th Regional Committee for Africa met in Harare. Through resolution 

AFRO/RC48/R2, Member States adopted Integrated Disease Surveillance and Response 

as a regional guideline for early detection and efficacious response to pnority 

communicable diseases for the African region. The vision of the Integrated Disease 

Surveillance and Response is to establish an effective national surveillance system that 

will generate information for tin1ely action. (WHO, 2003) In Nigeria the IDSR 

implementation process started in June 2000 (Abubakar et. al, 20 I 3) 

2.1.2 Integrated Disease Surveillance and Response (IDSR) 

The surveillance guideline adopted in Nigeria is the Integrated Disease Surveilla11ce and 

Response, a fonn of passive surveillance. The long tenn goal of tl1e Integrated Disease 

Surveillance and Response policy is to ensure good and quality health for all Nigerians 

by co11tributing to the reduction of the burden of these cominunicable diseases, which is 

one of tl1e health 1nillennium development goals. (FMOI-I, 2005) There are 22 prioi1ty in 

�igeria includir1g the epiden1ic-prone diseases consisting of cerebrospinal meningitis, 

cl1olera, diarrhoea wit\1 blood, 1neaslcs, lassa fever, yellow fever, l1ighly pathogenic a\ ian 

influenza; diseases targeted for elimination a11d eradication consisting of neonatal tetanus. 

leJ)rosy. lymphatic tilanas1s, guinea \Vo1111 and poliomyelitis; and other diseases of public 

l1ealth i1nportancc consisting of dia1Theoa ,vithout blood, 1nalaria, t)laguc, tubcrcul()Sis, 

J)ertussis, onchocerciasis, p11eumonia, HIVt AIDS, sexually transrnittcd Infections. 

hepat1t1s B (F\t10H. 2009). Epide111ic-prone diseac;;es and diseases targeted for eradication 

and climinatio11 are to be reported im1ned1ately tl1ey occur Epidemic-prone diseases are 

to al,;;o be rcp1)1iecJ weekly \vh1lc tl1c whole 22 diseases arc to be reported m()nthly The 

Integrated D1"ease Surve11Iance and Resp<H1se (IDSR) gu1del1nc has also been adopted b) 

other World flealth Organization regions such as the Soutl1-East ,\stan reg1t)n {�E�\R) 

and the Ea<;tcm Mediterranean region (EYIR) (CDC, 2013) The sunc1llancc ,\·,tc111 

ad<>ptcd 1n Euror>c 1s The European Sun:c1llancc S1sten1 (TI SS 'i ) ( l:C DC. 2() I 3) ,vh1lc 

that <>f the l Jnitc(\ States is The 1\Jat1c)nal Nc)ll liable [)1,c,1,c �u1, cillanLC 'I\ ,tcn1-_., 

( '.\'.'\ f)<; S) ( D<>r le. 2f>CJ5 ). 

'fhc br<)ad c1hjccl1\c <if the lntcg1atcd 1)1,L:,l'-L' Su1,t·1ll:inLL' ,\nd l,c,pl1n,L' ,ll'L'l'tlli11g tl, 

(f·M()lf, 2<J(J'i) 1!'> l<l l:<H1111hutl'. 111 1cducl1un 111111lHl,i111), 1111)fl'l1d1t> (\!lei d1s,1btl1!>' lil1111 
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diseases through accurate, complete and timely information with respect to data gathenng 

and transmission for effective control and prevention of communicable diseases in the 

country. 

In the Integrated Disease Surveillance and Response system, all surveillance activities are 

coordinated and streamlined. Instead of using scarce resources to 1na1ntain separate 

vertical activities, resources are combined to collect information from a single focal point 

at each level. Several activities are combined into one integrated activity a11d take 

advantage of si1nilar surveillance functions, skills, resources and target populations. 

(WHO, 2010) 

T11e Integrated Disease and Surveillance strategy requires the use of standard case 

defi111tions; laboratory confirmation of disease; reporting surveillance data from the 

hcaltl1 facility to the Local Government Area l1ealth department, to the State Ministry of 

Healtl1, do,vn to the Federal Ministry of Health who tl1en reports to the World Health 

Organization and response to the epide1nic. At each level. analysis of the data collected 1s 

done to enable intervention such as instituti11g control and preventive measures for 

epide1nics an<l also prO\'ide feedback to the level that reported the sun,e1llance data. 

Rcpo1ting tOl)IS (Fonns) used in reporting (FMOH, 2009) include: 

IDSR 001 A - This is used for i1nmediately reporting case based i11fon11atio11 about 

individual cases of epide1nic-prone diseases, diseases targeted for 

eradication and eli111inat1on, and any other disease reco1n111cnded l11 the 

national policy for case based surveillance fi·o111 healtl1 fac1l1t1es to the 

Local go\ eminent l1ealth dcpart1nent. The Local go, crn111cnt heal th 

dcpart1ncnt notify tl1c 1nton11ation to the State le\ cl il1r a Jl1t11t and -.huri1 

rc-.pon<;c and from State to f-cderal level 

JDSf� ()(JI 8 - 'J"h1s 1-; u-.cd for in1rncd1atcly rcpt)rting lah<)r,ltt)r\ l1.1�cll 1nfi.lr111at1tlll ahtlllt 

rncl t \'idual cases tll' c111dcn11<. prnnc d1sc.1ses. lh..,l',l'-L'" t.irgetctl ti.)r 

cratl1cation and cl in11nnt1t)n, ancl ,lily' <llher d1:-e,,..,c rL'Llllllll1L'l1lil'tl h, tl1c 

nat11)nal p1)!1cy lilr case h11sed sur, c1ll,1nLc li·l1n1 hL·nlth l�1c1lit1L'" ttl thL· 
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• 

Local Government level. The Local government health team 1s to notify 

the information to the State level and from State to the Federal level. 

IDSR 001 C - This is used for immediately reporting the line list of cases of epidemic­

prone diseases, diseases targeted for eradication and elimination, and any 

other disease recommended by the national policy for case based 

surveillance from healtl1 facilities to the Local Government health team 

and for use during outbreaks. The Local Government health team is to 

notify the inforn1ation to tl1e State level and from State to the Federal 

level. 

IDSR 002 - Tl1is is used for reporting weekly infon11ation about ep1de111ic-prone 

diseases from tl1e health facility to tl1e Local government level to the State 

level and tl1en to the Federal level. Weekly reports fro1n health facilities 
• 

should reach the LGA by tl1e first working day (Monday) of the following 

\veek. The LGAs are to collate same and forward to the State by the third 

working day (Wednesday) of the following week. Weekly data fro1n the 

State should be forwarded to tl1e Federal epidemiology division by tl1c 

first \\l'Ork1ng day of the second week after the reporting week. 

IDSR 003 - This is used for reporting monthly infonnation about the wl1ole 22 pnority 

diseases from the health facility to the Local goverrunent le\ el, to the State 

le\el and finally to the Federal level. The healtl1 facility should report all 

the totals for the month l)y the first week after the reporting month .\t the 

LGA data com1ng frotn the \'aiious l1ealth facil1t1cs <shc)uld be C()n1pl1cd 

and torn ardcd tt) the state by tl1e cnll of the second \l, eek ot tl1c -.;uccccd1nc. 
... 

1nonth Data fro111 \ a1i<)tl"- l GAs should be L:On1piled an<.i tl)f\\ ar<.icll t�) the 

Federal CJ)idc,nic>l<)gy d1.visil)J1 11\ tl1c tl11rd \\ eek t)t tl1c ,uc�cc(itng n1l)ntl1 
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Figure 2.1.2: Suf\·c1llancc Data tlO\\ and roles at \•arious health le, cl 111 Nigena (F\tOH. 

20()9) 

In a study carried out 1n K.aduna state of Nigeria. ,t \Va\ e:onc.ludcd that there ,, ,1 11oor 

1mplcmcntation of the Integrated Disease �un c1ll.111cc and llcspl)ll'>C -.,t1 ,llCI!.\ ( \bul1,1\..,1r 

ct. al. 2013). According to Sahal (2011 ), the cnn1111un1c.,1blc d,..,casc sur,c1ll,u1Lc s,stt·111 

v-;ali pt1or 1n Sucl,111. a country 111 the l·.tsll'rn \ tcd1tcr1,111L 111 rcgt\)11 th,11 ,1lh1ptc1.l thL.· 

Integrated 1)1-,ea'IC ... ur\e ill.111cL' and 1c-;pnll..,L' 'llt,tlL'g\ \1c 111,, hilL', ,1 stud, L',lll'IL'd ,,u1 111 

India hy Phalkey cl al, (2<111) 1cp11111:d th.ii lhl' 1111plctl\L'lllllt1Pn 111 !hl' lt1IL·g1,ttL·d 1)1-.,L\tsL' 
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Surveillance system is partially satisfactory due to the encouraging results from the study, 

Coker et. al, (2011 ), reported that there is a general short fall in the South East Asia 

regional disease surveillance. 

2.1.3 Epidemic-prone disease surveillance and response guidelines 

According to the National Technical Guideline for the Integrated Disease Surveillance 
• 

and Response adopted by the Federal Ministry of Health (Nigeria), the guidelines for the 

surveillance of epidemic-prone diseases includes the detection of cases using standard 

case definition; laboratory confirmation of cases; case registration; weekly and 1nonthly 

reporting of all epide1nic-prone disease cases tnnely; zero reporting (sending zero reports 

in cases \vhcrc there were no case of Epide1nic prone diseases for the week); respond to 

tl1e cpidc111ics ,vitl1in 48 hours; analyze surveillance data and provide feedback to the 

reporting surveillance unit. (FMOH, 2009) 

2.2 Kno,vledgc on disease surveillance among health workers •

The kno\vledge of the pathway of disease notificatio11 directs the Disease Surveillance 

a11d Not1 fication (DSN) officers and indirectly predicts his level of awareness of his duty. 

This \vas evident as majority of DSN officers (97.6° 0) that had a correct k11owledge of the 

path\vay appeared to be active in their suneillance duties \vith 85.8°'0 sending t11nely 

reports to the state level (Dairo et. al 20 l 0). Sow et. al, (20 l 0) had also reported that 

district health personnel kno\vledge about both the national priority diseases is essential 

for timely detection of priority report111g. 

Research findings by Nncbue et. al, (2012) i;;l10\ved that health \horkers in Ana1nbra state 

have a low knO'A'ledge on the use of the ·vanous Integrated Disease Suf\ c11lance and 

Response (IDSR) fonns. Fro1n the study, althougl1 89 8°'o of the health-care \\<.,rh.crs ,, crL 

a\vare of the 01-,easc sur veillance not1ficat1on system, of \\ h1ch t)nl, 13.3, 31 1, and 

1., 7o,,, <)f them kne,,· the c;pec1fic uses of tor,ns IDSR 001, IDSR ()02. and 1D�R 003 

rc<;pcctively. 'Jh1'> ,-.·as J1fferent l'ron1 the f1nd1ng lrnn1 a '>lud, 111 l�cn1n ('1ty h\ l)tilt ct. 

al. (2<J<J3) that rcvcaleJ that only I I .9'�o of doctors studied ,vc1 c ,1,, .,re 1)1 thL· n.1t111n,1l 

d1 -,ca-,e sur.c11lancc syi;;tcn1 of ,vh,ch 23.1 ° o <)I doLlors \..nc,, ,, herein ll' llbt,11n 

notification f<ln11-, and 23 <J" 11 kn<.:\\ ho,, lo cnn1plctc the 1\11 n,�. ,ind ,1n,,tl1c1 �tud) 1n 
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Yobe state b y  Bawa et. al, (2003 )that sho\ved that only 3 3.2°/o of heal th \Yorkers being 

aware of national disease surveillance system 

In Africa, research finding showed that the knowledge of health personnel for Epidemic 

prone diseases ranged betv.een 52 and 78°,o (SO\\ et al, 2010). Studies 1n Gennany 

revealed that 47.9°fo of physicians felt sufficiently 1nfonned about the ne\v infectious 

disease law (Krause et. al, 2005). Mean\\hile, studies in Australia ha,.e also found that 

the list of notifiable diseases is not well kno\vn by physicians thereby underscoring the 

need to repeatedly 1nfonn physicians about the notifiable disease sun cillance syste1n 

(Allen and Fcrson, 2000) 

Conclusively, kno\v ledge on disease survetllancc among sun eillance \\ orkers at the 

health facility le\ cl 1s IO\\ mean\\ h1le the kno\\ ledge is high among the Disease 

sun·eillancc and Notification Ofticcrs at the Local government level �h1ch 1s probably 

explained by the tra1n1ng they had rece1\ed (Da1ro ct. al, 2010). 

2.3 Core surveillance acti\itics at surveillance units 

Ca\c definition, confirmation and rcgi�tration 

Ca-;e dctin1t1on utilization and case confirmation provides un1fonn cntcna for reporting 

not1t1able diseases (Do1le ct al, 2005) Case dctin1t1on 1s vital for the co1nmun1cable 

diseases ca5e detection (Saha! 2011 ). Abubakar ct. al. (2013) reported that 1n Kaduna 

state, 62'�o t)f health factl1tics had standard case definition fc1r the pnonty disea .... es \\ l1ich 

\\'as s11ni lar to the report t)f a stud) 111 India by J>halke1 cl. al. ( 2013 ). \\ l1ich revealed that

'-lundard case definitions \\L:re regularlv used h, 67% of health factlitic,; but \\ as higher 

than the 35° o repl)rted in Tanzania (l\lsubuga ct al, 2002) 1\nothcr <.;tu<..11• in Tan7an1a h)· 

:Vfgha1nha. ct ,1/. (2004) found case dcfin1tic1ns to be 1nsuffic1cnt in the hc.1ltl1 faciht1e, 

\vhich \\ ere similar to the reports lll C1uc:vc ct 11. ( 1005) 111 ·ranzania and the ass1.·ssn1cnt 

ot survc1llancc 1n Nigeria 1n 2001 \\ hL:rl. fl(> health fi1c1lit}' had Bil}' e,1se d1.·t1n1tHlll li.11 .tn} 

,if the pr1or1ty d1sca�cs (f·i\·1()11, 2C>OI) but dillcrcnt fron1 the 20()l) -i,,l,,n1cnt 1.)f !l)\I, 1n 

!'\igcr1a \Vherc only 12°,n <>I health lactl1t1cs did had ca�c dL·lin1tt(lll� for Ull} of the pr1l)rlt)' 

Jic;cascs { I· t\.1( )II, 2001) ). I ln,\C\ er. a study 1n l g.i11d,1 h) the ('cntt l' ll1r l)tsL\ls1.' ( ·()lltrlil 

had shov-.n 111 y�ar 21Hl0 that 1�1111 hl',dth l111.:tl1111.·<.; h,td s1.111d,11d 1.·,1,1.· d1.·tin1t1tin (C'I)(,

2()00) c·a�c 1.<>nlin11.1t11)1l hy l.ihori1ltll', IL'"'' helps to l111thL·r L'll'-llll' thL' 1L·lt,1b1ht\ lll c,,,l., 
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identified (WHO 2006). Sabal (2011) reported that almost all health facilities 1n

Khartoum state of Sudan had a functioning laboratory. 

Case registration in registers helps in ensuring an accurate reporting of cases (FMOH, 

2007). Phalkey et. al. (2013 ), reported that there were no Integrated Disease Surveillance 

Program registers at sub centers but records of patients attended were maintained in a 

daily diary meanwhile all health facilities mau1tained registers in I11dia which was similar 

to the discovery of Sahal (2011) in Sudan which had reported that all health facilities in 

Khartou1n state in Sudan had an out11atient register, and hospitals had an inpatient register 

for recording of the cases. Another similar report by CDC (2000) revealed that 92% of 

health facilities in Uganda l1ad outpatient clinic registers. Sow et. al, (2010) revealed tl1at 

clirlical registers where available i11 111ore than 95% of health facilities surveyed in Cape 

Verde, while tl1e proportion is 83% and 74% of l1ealtl1 facilities in Malawi and The 

Gan1bia, respectively (MMOI-1 & WHO, 2006� GDOH & WHO, 2004) 

In conclusion, the availability and thus, utilization of standard case definition at health 

facilities in Nigeria is poor as its far below the WHO and CDC bencl1111ark of 803/o 

mean\vl1ile case confinnation and case registration arc above the 80°/o bench1nark and 

thus acceptable. 

Disease reporting and feedback 

The I11tegrated Disease Surveillance and Response reporting 1n Africa l1as been poor, 

often due to slo\.v data llo\v fro1n tl1e facilities (Pascoe et. al. 2012), and has also been 

associated with times \Vhen key Integrated Disease Surveillance and Response (IDSR) 

<:;tafts responsible fc)r subm1tt1ng reports were a\.vay fro111 tl1e1r work stations (Kan111unhc) 

et. al. 2012). Th1-. had also heen reported previously by Rumisha l't al (2007) ,vhen po0r 

disca<;e reporting under Integrated Disease Suf\.cillance and Response (lDSR) ,,as 

attribute(! to staff hc1ng on annual lea\ e. 

Abuhakar ct. al, (2013) reported that 111 Kaduna state. C:.7° 0 of health fac1\1t1c" hl\C ,1

rcpc>rting ')ystcm t<) the l,ocal g<>vern111ent 1n place ,vhilc nil l t)Cal ):!l)\ crnn1ent area!'> 

reported sending reports l<l the <;tntc le\ cl nf ,, h1Lh () 7° 
o .... end their rcpl)rts h)' I ·  ind

dcli vcrv ,vhilc 3.1'��, ol l.ocal govcrnn1cnt areas 1cJ)lHIL·d "ending tlllll1lhl)· 1epl1rts l))
• 

m<>bilc ph1,nc v .. htlc the st:1te rcportl'd rL·gul,11 ly to the nat11111al le, cl th1l1ugh 1.·n1.i1l ·rh1.· 
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identified (WHO 2006). Sahal (2011) reported that almost all health facilit1es tn 

Khartoum state of Sudan had a functioning laboratory. 

Case registration in registers helps in ensuring an accurate reporting of cases (FMOH, 

2007). Phalkey et. al. (2013 ), reported that there were no Integrated Disease Surveillance 

Progrrun registers at sub centers but records of patients attended were maintained in a 

daily diary meanwhile all health facilities maintained registers in India wl1ich was similar 

to tl1e discovery of Saha! (2011) in Sudan which had reported that all health fac1lities in 

Khartoum state in Sudan had an outpatient register, and hospitals had an inpatient register 

for recording of the cases. Another similar report by CDC (2000) revealed that 92% of 

healtl1 facilities in U ga11da had outpatient clinic registers. So"v et. al, (2010) revealed that 

clinical registers wl1ere available in more than 95% of l1ealth facilities surveyed in Cape 

Verde, \vl1ile the proportion is 83% and 74% of health facilities in Malawi and The 

Ga1nbia, respectively (MMOI-I & WHO, 2006; GDOH & WHO, 2004) 

In conclusion, t11e availability and thus, utilization of standard case definition at healtl1 

facilities in Nigeria is poor as its far below the WHO and CDC bencl1mark of 80°-o 

111eanwhile case confinnation and case registration are above the 80% bench1nark and 

tl1us acceptable. 

Disease reporting and feedback 

The Integrated Disease Surveillance and Response reporting 1n Afnca l1as been poor. 

often due to slO\V data flow fron1 the facilities (Pascoe et. al. 201 '.2), and has also been 

associated w1th t11nes \Vhen key Integrated Disease Surveillance and ReSJJOnse (IDSR) 

staffs respon<;1ble for <;ubrnitt1ng reports \Vere a\vay fro111 their work stat1011s (Kan111unbo 

et. al. 2012). This had also been reported previously by Rum1<;ha ct al (2007) \\'hen pot)r 

disease reporting under Integrated Disease Surveillance and Response ( IDSR) \\ as 

attnbutcd to staff being on annual lea\ e 

Ahuhakar ct. al, (2<J I�) reported that 1n K.aduna state, <i70 
o ot hcaltl1 t.1c1lit1l'� ha, c a 

rcpcirting <,y-;tcn1 t<) the I ocal govcm111cnt in place \Vhilc ,111 I ()Cal !!l)\ crnn1cnt arl\l'­

rcportcd <,ending rcportc; tc> the state lc\cl <1f \\h1ch 67° 0 send thc11 rrpt)rts h� h,1nd 

delivery ,�·hile J 1'1/o til l,11cal g11vernn11..nt a1ca-; 1cp1Htcd -..ending 111linthl� ICl't'rl:-. h� 

niobtlc ph<)IIC \l,·hilc the state reported rcgul,1rly 111 the 11,1IH1n11I ll \ ll thr1,ugh 1.·111i11l ·rh1.· 
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study also revealed that a clear reporting system was available at all levels compared to 

findings by Mgharoba in Tanzania (Mghamba, et al. 2004) where districts had no clear 

reporting mechanism. 
• 

Another study carried out in Yohe state showed that 70.9°/o health facilities reported any 

of the notifiable conditions to the Local government (Bawa et. al, 2003). Meanwhile, for 

disease notification at the Local government level, Dairo et. al, (20 l 0) reported that 

surveillance workers ,vere active in their surveillance duties as 85.8% reported that they 

sent timely reports to tl1e state level, 88.1 % conducted regular weekly visits to peripheral 

health centre and 97.6% reported visiting all health facilities, (government and private) in 

their weekly visits wl1icl1 supports the findings from the previous study in Nigeria on 

effect of training on disease notification (Bawa et al., 2003). 

Reporting co1npleteness is the proportio11 of expected reports received. It is only wl1en a 

district has received reports fro1n all facilities on tl1e expected date can it be confident 

about kno\.ving tl1e true disease situation and 1nake decisions accordingly. (Gueye et. al, 

2005) Sow et. al, 2010 had reported that Tl1e 1nean proportion of distncts w1tl1 evidence 

of co1npleteness in data reporting was 92% which was higher than the IDSR 

reco1n1nended threshold of 80°/o for completeness of reporting. In Cape Verde the 

proportion of distncts that had evidence of co1npleteness in weekly reporting ,vas f<)und 

to be high at 95°·0 (Sow et. al, 20 l 0). In Uganda, tl1e proportion of districts ,,·ith 

co1npleteness in reporting was 95° 0 whicl1 shows an increase by 98°-o in lJganda l)et,, een 

2001 and 2004 (L G\.10H et. al, 2004). 

r\nothcr key indicator of repo1i1ng co1npl1ancc, repo1i1ng t1mel1ness. 15 defined as the 

, proportion ot expected reports received on time. Reports are considered late if they l1ad 

not heen rcce1ved by the estal1lt�hed deadline (Gueyc ct. al, 2005) In a '>tud\ can1cd out 

by Sov, ct. al. (2010) 1n Amca, the 1nean proportion of d1c:.tr1cts ,, 1tl1 c,1dcncc l1f 

timehncs<; in reporting \Vas 8�0 'o ,vh1ch wa, sltghtl1· higher than the IDSR rcLon1n1cndl·d 

800,0 thrcsh(>ld for t11nclincss c)f reporting. fhc prc1pnrtH)n nl d1,tr11.:ts that rcp1)1tL<.i l)J1 

time in thl. C1c1mb1a 111crc,1scd by 47° 0 bc(\\ecn 2003 ,ind 21)0l(l,1)()11 '-'- \\ 11() ')()()-l);

in ('ape \'crde \\';JS un 1ncrea'ie nl I ()()0 11 C<1111pared ,, 1th the hasclin...: sur, l'\ l'l)l\dut..:tl·d 111 

2(J()2 (Si ,v.· ct al. 21Jl(J) while 111 t:ganda. lhl' prc1pnrt1un <11 d1,t11l·t, ,, 1th t1111cl� r1:p,,rt1ng
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had increased by 75% since 2001 (UGMOH et. al, 2004). In Eritrea, where 83"% of 

districts had trained health personnel, both the evidence of actual timeliness of reporting 

at district level was 100% (MOHE & WHO, 2004). Timeliness among districts tn 

Tanzania was reported to be 47% for weekly reports and 60°1
0 for 1nonthly reports by 

Gueye et. al, 2005. 

Bawa et. al, (2003) reported that only 21.8% of the health facilities claimed to have ever 

received feedback on the reports they forward to the Local governments in Yobe state. 

According to Abubakar et. al, (2013 ), there \Vere no feedback from the Kaduna state to 

the Local Governments, similar to findings from a peer review assessment (WHO, 2009) 

and differed from findings in Moza111bique and Tanzania where 50% of districts received 

feedback from tl1e provincial level (GM and WI-IO, 2006; Run1isha et. al, 2004). The 

study also reported that tl1irteen percent of LGAs reported receiving feedback from the 

state which \Vas lovver than that reported fro1n Uganda and Tanzania (CDC, 2000; 

Rumisha et. al, 2007) wl11le the state reported not receiving any feedback fro1n the 

national lev·el \vhich differed from findings in Nigeria in 2001 where 50°/o of states 

reported receiving feedback reports from the national level (FMOH, 2001) and in 2009 

\vl1ere 67% of states reported recei\1ing feedback from tl1e national level (WHO, 2009) 

SO\V et. al, (2010) repo1ied that feedbacJ.. was not prO\'ided on a regular basis 1n Africa 

\Vl1ilc in India, feedback at district le\el 65% v\·as better than at facilit� le\el 15°,o • 

( Phalkc) et. aL 20 I 3 ). Krause et. al, (2005) reported the 59 .3 °-'o doctl)rs in Gennan1 

claimed not to ha\e recei\ed any feedback on infectious disease sur\etllancc after 

reporting. 

In summary, the reporting compliance at the health facilities level 1n N1ger1a is poor as 1t 

docsn 't meet the WHO CDC bencl1mark of 80°-o unlike the reporting co111pl1ancc at tl1e 

L<>cal go\cmment level v,,h1ch 1s above the 80° 0 benchmark. T1111chnc ot reporting l'­

acccptablc 1n A fncan countries as the n1ean t1111cl1ncss prl)J1orti<)ll 1, c.;J1ghtly ahl)\'e tl1e 

8(J'¼ benchmark 
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Surveillance data analysis 

Abubakar et. al, (2013) reported that 81 % of health facilities in Kaduna state had no form 

of data analysis available \vhich was higher than the I 0% and 17% reported in Uganda 

and Nigeria respectively, (FMOH, 2001; CDC, 2000) but lower than the 32% reported by 

Mghamba in Tanzania, (Mghamba, et al. 2004) and much lower than the 41-78% 

reported in Ghana from 2004 to 2005 (Franco et. al, 2006) and the 20% reported in 

Nigeria and Kenya (FMOH, 2009; Rumisl1a et. al, 2007). However, Gueye et. al. (2005) 

reported that 33% of health facilities in Tanzania reported doing any type of trend 

analysis for priority diseases, and 28 percent stated that they did trend analysis for 

n1alaria. Abubakar et. al, (2013) also revealed that all the Local government areas jn the 

study had data analysis available on the prio1ity diseases by age & sex distribution and 

spot n1aps available for at least one priority disease and just a single Local goven1ment 

area having a line grapl1 available in Kaduna state. At the Kaduna state level, analysis of 

data on priority diseases was plotted by ti111e (line graphs) as well as place (spot maps). 

According to Sow et. al, (2010), 1t showed that the mean proportion of distncts 

performing data analysis in Lesotho, Eritrea, the Guinea Bissau, Uganda, Ethiopia and 

Malawi was 63%. ln The Gambia and Cape Verde, the evidence of data analysis at the 

district level was 68°,o (ranging from 50° 0 to 86%), similar to findings in uganda \\htch 

shO\\.ed that 70°10 of distncts analyzed data and reports 111 Guinea Bissau wl11ch sl1owed 

evidence of data analysis among 75% of distncts meanwhile the evidence of data analysis 

(trend analysts) \Vas found 1n all distncts in Eritrea. In Tan7ania, Gueye et. al (2005) 

reported that only 42° o of d1stncts reported doing any type of trend analysis for IDSR pnonty 

diseases Research in lnd1a by (Phalkc1 et. al. 2013) shO\\ed that altl1ougl1 the fac1ht) 

registers recorded the date. age, location. and gender of tl1c patient. Integrated 01 scasc 

Surveillance prcJgram (IDSI)) reporting forn1at5 and rortal cnlr) S)Stcn1 did 11()1 include 

thco:;e attributes in regular data and l,tnc graphs \\Crc lrcqucntl) a,·ail,1bll' ,11 tl1c lli,trtct 

lc\clc, fc>r 'i<>m«: d1,ca<.,cs than others,, 1th 88° 
o districts c111ng the lack(,! t1111c a, the n1,un 

reason f (>r ll<>t pcrl orn1 i ng di sca"c I rend, ll)I regular d,11.1
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Epidemic preparedness and response 

Abubakar et. al, (2010) reported that the response system in a local government in 

Kaduna state was poor based on the selected criteria from the National Technical 

Guidelines for IDSR. Less than 50% of the cnteria were met thereby reflecting the need 

that the local government to fully adopt the National Technical Guidelines on IDSR to be 

better positioned to prepare for and identify outbreaks. There was no prepositioned stock 

of drugs and vaccines available; tl1ere was a budget line available for e1nergency 

response; and tl1e local goverrunent relied on reports from health facilities and 

communities to identify outbreaks with no tl1reshold or 1narkers being used. Also fron1 

tl1e study, tl1ere was a local goven1ment Epide1nic Manage1nent Committee (EMC) witl1 

an adequate nun1ber of 1nembers only from the public sector and community meeting 

about thrice a year wl1ich doesn't 1neet the requirements of monthly meetings; and a well 

constituted epidemic rapid response tea111. 

Other studies on IDSR in Uganda, Tanzania and Nigeria sho"vcd that less than half of 

local governments had a written plan for epidemic response. (FMOI-l, 2009: Rumisha ct. 

al. 2007: CDC 2000) The assessment of IDSR in Nigeria sho\\1ed that 74% of local 

government l1ad action thresholds for pnonty disease (FMOI-I, 2009). It is recom1nended 

that all local goverru11ents assess tl1e cun·ent situation in their areas and prepare a plan 

based on the assessment results. The plan is meant to rcvie\v the existing resources and 

determine add1t1onal requirements in terms of hu1nan resources, funds, emergency stocks 

of drugs and supplies, laboratory support and logistics. 

Phalke1• et. al. (20 I 3) reported that 71 �o districts had a clearl1· defined Epiden1ic 

\1anagen1ent c·on1m1ttec (r,MC): 79°,,o had a \\rittcn plan for rcspon�e althougl1 re,, 2,0
0

had C\·aluated 1t: and 41 �·o had a n1ethod in place to 1orccast an outbreak. of d1..,casc, b,t<;cd 

011 institutional learning and anal�"is <)1 pre,:1ous data Significant nun1ber l)I d1,t11et, 

88'!.-�, had access to cn1Lrgcncy stocks of dn1gs and supplies at al111111e.., 111 past \c,1r ,,ith 

c,nl, a fev, districts 18'¼) c:xper1enc1ng shnnage ()I' Jrug" ,.iccincs 1.)r suppl1e, .lur1n!.! the
J � 

mc)st recent outhrcak 71 '½, Ji�tricts haJ .1 Llc�rly delined budget line 1.,r ,1cce," t1., fun1..i, 

f c>r c>uthrcak re�pcH1se and hal r <ll thc111 ralt:d the anH)Ulll as ad1..·quat1..· ,, 1th b�0 
u 1.,f d1str1c .., 

'itating that aJn1111i'itra11,c dcl:11s 111.idt.: the· lunds lc·s, 11.1..c..,..,1hl1..· 1.l1.. pile ,1,a1l.1hli1t) 1.)l''u 
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of districts reported a st1spected outbreak in the last 6 months of which 24 responded 

within 48 hrs and all looked for risk factors. All districts reported the use of outbreak data 

for action in the past year which included additional rounds of \\.ater purification, 

container surveys, l1ealth promotion and population awareness, stockpiling medicatiens. 

2.4 Surveillance support functions at surveillance units 

Abubakar et. al, (2013) reported that 38% of health facilities did not have sta11dard case 

definitions for identifying diseases in Kaduna state which was similar to another study in 

Anambra state by Nnebue et. al (2012) which reported that 37% of health facilities did 

not have copies of tl1e standard case definitions for notifiable diseases. Report in India 

showed that, Case dctinitio11s vvere rarely used as surveillance manuals 011 tl1e Integrated 

Disease Suf\'eillancc program (IDSP) po1ial \Vere not tip-to date. diffictilt to understand 

ai1d a\1ailable oi1lj' in 1:nglish language and Medical officer's n1anual de,;eloped under tl1e 

Integrated Disease Surveillance progra1n (IDSP) was available in six ( 15%) of the 30 

facilities of vvl1ich half of them \?\ere able to produce a physical cop)' for rcvie\1\ ai1d also 

tl1at there \\'as lii11ited laboratory capacity at all levels compro1nised case and outbreak 

confinnatioi1 (Pl1alk.ey et. al. 2013 ). Abubakar et. al. (2013) reported that sixt)' tvvo 

percent of health facilities had at least one standard IDSR case definition available which 

\:\'as higher than tl1e 8°•o of the health facilities had the Disease surveillance and 

notification 001 and 002 forms in Yobe state (Ba\va et. al, 2003 ), while Nnebue et. al, 

(2013) reported that there vvas only 43.9% regular supply of the Integrated Disease 

Surveillance and Response forms to health facilities with 1nost 81.S� o of tl1e facilities 

returning completed forms 1nonthly. Dairo et. al, (2010) sho\1\s tl1at speciticall1, 

standardized a11d designated surve11lancc forms \Vere available and adequate 111 on!\ 2() 

(47.8°,0) of the local government area SUf\'ctllance units. 35° 0 \Vas reported 1n Tanzania 

(Nsuhuga et. al. 2002) which was s1rnilar to lind1ngs hy Rui111sha in Tanzania.,, l1crc case 

definitions were not u<,;ed for recording diagnosis in register, (\\'! 10, 2()0 I). \nl1thcr 

studv 1n ·r an1an1a bv 'v1ghamba. et {ti. (2004) fot1nd ca,c dctin1l1l)l1S lo he 1nsufl1c1cnt 1n 
• 

the health tacilitics. In C.1hana. ,tandard c,1-.c clctin1t1011 p,1111phlct" ,HL' d1-..tr1bt1tL·tl ll' hc<1lth 

facditic1;, t,>r d1agnc>s1c:, and this 1ncrca"cd the avail,1l)1ltty and use lll L',l"-C tlct1n1t11.)n, <1t 

health facili t1cs (J=ranc<1 ct. al, 20{l(l) ,.,_hich IH1,,c, c1, d1lfL·rcd ltlllll the a:--'-L''-"-lllL'll l1f

surveillance in 'i1gcri11 111 20<11. ,vhcrc 11<1 health lacil1t) h.id .1n\ L,l"-L dL·lin1l1l'll ll'I ,\11)
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of the priority diseases (FMOH, 2001) and the 2009 assessment of IDSR where 68% of 

health facilities did not have case definitions for any of the pnority diseases (FMOH, 

2009). 

Research by Nnebue et. al, (2012) had shown that there \Vere no training in disease 

surveillance for the l1ealth workers in Anambra state while Sow et. al, (2010) revealed 

that the overall proportion of health facilities with one or two personnel trained in Africa 

varied from 52% to 89'%. Dairo et. al, (201 O) revealed that 76% of the DSNO from Osun 

a11d Ekiti states l1ad received further training fro1n WHO while others 24% had training in 

co1nputer managc1nent but 11ot in integrated disease surveillance. Phalkey et. al. (2013) 

study in India had repo11ed that training was significantly higl1er at the district le\'el 

compared to the facility levels \\ith the Integrated Disease Surveillance progra1n (IDSP) 

focal perso11 at 50% districts having a degree in l)ublic health. 111 nearly half of the 

districts, no11c of the sl1bordi11ate staff \\as trained in integrated disease sun1eilla11ce 

c:-..cept tl1e Disease st1n·eilla11ce ofticer and tl1e epidemiologist who were trained in tl1e 

tv\O-\\·cck Field Epidemiolog)' Training Program (FETP) course and the data entf)' 

operators for tvvo da) s. Training l1as been docu1nented to positively impact the disease 
• 

notification l1abits of health personnel as rcpo11ed in an interventional study conducted in 

Northe111 Nigena in which percentage con1pleteness of reporting of notifiable diseases 

increased fro111 2.3 - 52.0% and percentage of timely reports increased fro1n 0.0 -42.9% 

post training (Ba,va and Olumide, 2005). 

, ln a<,sessing the lc)g1st1c. com111unication and data managen1cnt resource<;. Abubak.ar et 

al. ( 2013) revealed that about 71 �o had standby generators out of \\ h1ch 6 7° o \\ ere 

functic)nal, 29°1
0 had 111otorcycles and cars ava ilable. 62°,o had calculators a \·a1lablc tor 

data management. \\'h1le 29°,,o had co1nputcrs and pnnters 1-Iealth faci\1t1es \\ ere 

discovered to 1norc likely have calculators available 67°10 than any other data 

1nanagc1ncnt tool vvh1ch \Vas s1n1ilar to findings in Tan1an1a ('\.,ubuga ct ,1l. 2l)l)2) anli 

mc,rc than the ligu1 cs of the 200 I as;sessn1cnt nf suf\·cillancc 1n '\ 1gcr1,1. \\ h1:rc -l 1° o L1f

health facil1t1t.:'i had calculalclrS available ( I \1011, 200 I) ,,·hill' lindtn);!::- \\'ere ii:-;, th,111 111 

lJganda, \\h<.:rc 78'¼, <>I hcallh l;1cil1t1cs had calculal<)l<s (( l)( ::'lHHl). l·r<1n1 \b.1\-la�,1r l.'l

al. (2(J) 1). (i7'1/o l.oc.:al gnvcrn111t.:nt area� had had �t,1ndh� gl'l1l'l,1h11� ,1,,11l,1hll· \\h1ch 

v:crc all luncll<lllal, <171
1111. all I <1l·,tl g11\t.:1'11111cnt :IIL'<l� h,1d L1 1111pt1ll'I" ,,·h1L'h ,,,1, ,111111,11 IL'
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other studies in Mozambique and Tanzania where all districts and provincial directorates 

studied had computers available (Mghamba, et. al, 2004; GM and WHO, 2006) and 

showing an improvement over the 2009 IDSR assessment in Nigeria where 25% of LG As 

had computers; 67% had stationery, a printer and calculators which was less than the 

findings in Tanzania (Nsubuga et. al, 2002). Dairo et. al, (2010) revealed that transport 

was available for only a quarter of the surveillance officers in Osun and Ekiti while 

stationery supplies were available for less than one third of them. A si111ilar assessment in 

India by Phalkey et. al, (2013) showed that the availability of logistic and comn1unication 

resources were better at facilities than at district surveillance Ln1its and availability of 

vel1icles was a major issue in over 90% of the districts. Despite availability of vehicles, 

guidclii1es for their tisc and persons eligible for using then1 \-Vere unclear while fL1el 

cl1arges l1ad to be first borne by tl1e Disease sun,cillance officer and epidemiologist and it 

took n1ontl1s for rei1nbursement. Dairo et. al, (2010) showed that Funding for surveillance 

activities was adequate in 19.1 % of the local go\·emment areas in Osun and Ekiti state 

\vllile 21.4° 0 provided no funding at all. 

Research findings by Dairo et. al, (20 l 0) revealed that 1najority of the surveillance units 

lacked offices (57.1%), only 10 (23.8%) l1ad adequate transport and 8(19%) had adequate 

finance for their daily act1v1ties. The inadequacy of finance (funding) was signiticantly 

: associated with poor perfonnancc of surveillance activities. The inadequacy of reporting 

fonns and stationeries (52.4°/o) were found to be significantly associated with non­

repo1t1ng of outbreak-; \Vl11ch \,\,as similar to ""·hat l1ad been reported in previous studies 

which reported lack of reporting forms as a reason for not reporting notifiable diseases 

(Ba\\'a et al.. 2003: CDC, 2009). According to Da1ro et al, (2010), the effect of poor 

logistic support can be demonstrated in the proportion of the sun·e1llance units \\ ho \\ ere 

ahlc to promptly report outhreaks of cp1de1n1c-i1rone diseases 1n their local g0Yen1111cnt 

areas. ffov.:e\•er. the relat1onsh1p het�cen the a\ a1lab1l1ty of log1-,t1c re'>()urce'> ,lntl

reporting of cp1dc1nics \\as reported to be not clear. It alsc) Cc)uldn't he Llcarly conLluded 

\1,·hcthcr outbreaks occurred and \Vere not rcport�d due ll) late dctccl1l)t1 L'n1,1nat1ng trc)n\ 

logistic hindrance� to \urvctllancc <>r ,vhcthct the olT1ccr" l,1Lk the 1equ1-,1te kn\)\\ lL·dgL' tl, 

detect <)Utl1rcak'> 
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In a bivariate analysis, Dairo et. al (201 O) report showed that only inadequate funding and 

lack of adequate surveillance forms were statistically significant factors associated \.Vith 

the reporting of outbreaks in the local government areas. Other surveillance support 

factors such as training, qualification of DSNOs, availability of transport and penalty for 

not reporting were not statistically significant. This backs the reports in Sow et. al (2010) 

that showed that despite Lesotho having a high proportion (89%) of districts with trained 

health personnel, the IDSR performance was found to be poor in that the reporting was 

not done regularly according to the recommended national reporting schedule i11 any of 

the districts. In contrast, training has been documented to positively impact the disease 

notification habits of healtl1 personnel as reported in an interventional study conducted in 

Northern Nigeria (Bawa and Olum1de, 2005). Dairo et. al (2010) also backs tl1e repo1i in 

a previous study \.Vhich had reported that the lack of reporting fonns was a reason for not 

repo1iing notifiable diseases (Ba\va et al., 2003; CDC, 2009). 

Conclusively, the availability of surveillance support factors in Nigeria is poor, tl1ereby 

limiting and discouragi11g the complianl:e to the core surveillance guidelines as a result of 

unavailability of tools and support functions that ,vould aid tl1e co111pliance to the 

guidelines. It is needful for the government to ensure adequate provision of the necessary 

resources and facilities to enhance the effectiveness of tl1e officers. 

2.5 Epidemic prone diseases 

An ep1dem1c can be defined as tl1e ttnusual occurrence in a co1n1nunity or region, of 

specific health beha, 1our or e\. cnts clearly in excess of expected occurrence (Park. 2009). 

,\ccord1ng to the National Technical Guidelines on Integrated Disease Sun·e1llance and 

Rcspon<;e adopted by the Federal M1n1stry of Health (N1gcna), tl1c cp1dcn11c-prone 

diseases include Ch<)lera, Measles, Cerebrosp1nal 1ncn1ng1t1s, d1an·hoea ,v1th hlood 

(shigella). Vi ral he111orrhag1c fevers 'c'cll<)\V fever and h1ghl\. pathogenic a\'1an lnt1uL'n,ra 

( r:M(JI I, 2()()9). 

2.5.1 ( l1olcra 

( 'holcra \'.'as the fir"t di�ca,e fill \\ hich lll<ldern public hL'alth �u,, 1.:dl,1nLc ind tt'pl,rtn1g 

v:as carric<1 ,,ut 1n an organ11cd ,vay (WI I<>, 2()(Hl) rhL· L'.l�l' l11tnl1t) lllll) bL' a, h1t!,h ,1, ,l)
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to 40 per cent. (Park, 2009) There is an outbreak of cholera when when there is doubling 

of cases over a period (FMOH, 2002). 

Epidemiological Determinants: 

Cholera is caused by Vibrio Cholerae; a curved Gram-negative bacillus belongs to the 

family, Vibrionaceae and shares some characteristics \Vith the fa1nily, 

Enterobacteriaceae (Adagbada et. al, 2012; Fanner 2006). Vibrio cholera 01 and 0139 

are the only serotypes responsible for tl1e disease defined clinically and epide1niologically 

as cl1olcra (Tan1ang et. al, 2005; L6pez-Gigosos, 2005). Vibrio cholera 01 is divided into 

classical and El Tor biotypes, and into tl1ree serosubtypes - Ogawa, Inaba, and Hikoji1na. 

Cholera cases are confi1med tmough the isolation of Vibrio cholera 01 or 0139 from 

stools 1n any patient with diarrhea (WHO 2004). Vibrio cl1olerae 01 Eltor is the 

co1nmonest strain in Nigena (Opajob1 2004; Usman, 2005). The incubation penod is 

from a few hours up to 5 days but com1nonly 1-2 days. (UNICEF, 2013) 

Human beings are the only known reservoir of cholera infection with the predominant 

route for cholera trans111ission is faecal-oral (UNICEF. 2013 ). The trans1nission occurs 

fro111 111an tc) 111an via faecally conta1ninated \vater, conta1n1nated foods and drinks 

(Berthoud, 2010) and in developing countries, a considerable proportion of cases may 

result fro1n person to person transmission through conta1ninated fingers while carelessly 

handli11g excreta and vomit of patient (UNICEF. 2013). 

Cholera ar·fccts all ages and both se:xes with the attack rate being highest for children . 
• 

('holera 1nfect1on rate. sex and age d1stnbut1on and seasonality are not constant 

( Aghadagba et. al, 2012 ). 

Signs and S:ymptoms:

Pcopll! 1ntcctcd \Vtth cholera 1nay have nn sy1npt<)t11'- nr have on11· n11ld ,\·111pt(,n1�. t\

small number <)f infected people may have vcr)' scrit)US s\11111t\)111'- ,uLh ,\'- �C\ c1c ,, ,\tCr)

diarrhea, vomiting, crarnps. (NIA ID, 2() I 0) \\, 1th1n hours. dchvdrat1t,n can hcrt,111c 

severe, cau�1ng 1ntcnsc thirst, n1usclc cran1ps \\l',1\.-ncss \\ 1th , l'l\ l11tlt· urine hl·1ng 

producc<l and 1 f dchydrat111n I!, not treated, l1)1,s 111 \\'lllt'I ,,nd ,alts c,,n lt·ud ll' l--1d11t') 

failure, shock, c1,111a, ,ind clcalh. 
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Recommended Case Defmition (FMOH, 2006) • 

Si,spected case: 

In a patient age 5 years or more severe dehydration or death from acute watery diarrhoea. 

If there is a cholera epidemic, a suspected case is any person age 2 years or more with 

acute watery diarrhoea, with or without. vomiting. 

Confirmed case: 

A suspected case in which Vibrio c/zolerae O 1 or O 139 has bee11 isolated in tl1e stool. 

Distribution: 

Epiden1ics of cholera-like diseases have been described in India since early sixteenth 

century and continuing through tl1e ninetee11th century. It spread periodically to otl1er 

parts of the world, in pandemic waves, retreating to its endetnic area in South-East Asia 

between pande111ics. (WHO, 2000) The current seventh pandemic was caused by caused 

by the El Tor biotype of T'. cholerae serogroup O 1 began in 1961 in Sula\\·esi, Indonesia 

and spread rapidly to other countries in Asia, Europe; Africa in 1970 and finally to Latin 

A111enca 1n 1991, after almost a century without cl1olera (CHP, 2011: NTHNC, 2010). 

Most cases of cholera occur in Africa and Asia (NI AID, 2010). Nevertheless, cl1olera 1s 

on the 11se \\lith an estimated 1.4 billion people at risk in c11demic countries and an 

estimated 3 1nill1on to 5 1nillion cases and 100,000-120,000 deaths per year \vorldv:ide 

(Berthoud, 2012). Cholera has remained endemic in s01ne Asian countries for centunes 

and l1as becoine ende1n1c 1n an increasing nu1nbcr of African countnes \\'tth ep1dem1c 

peaks throughout the years Recently in 20 I 0, 1t returned to the Anicncas \\ 1th 

transn11ssion 1n Haiti and the Dominican Republic (Bliss and Fisher. 2013). 

Prevention: 

Effcctt\C sul"\.·eillancc and response syc;;tcm is essential tor the prc\cnt1on and Ct)ntrol t)f 

cholera (:vl1nt and Tauxc, 2013). It is 1111pt1rlant tl) ha\c n1on1tor1ng t)f cht)lcra 111 the 

health faciht1e:, with 11nmc<l1atc not1 Ii cat inn lo higher le, cl" t)f th1.. hc,1lth "\ "ten, .1nd thu .... 

1� param<>unt. thut the health \\i<Hkcrs part1cularly thl)Sl' 1..·lt,�L' lt) the L'l)111111un1t� ,uc 

trained t<> 1dcnt1fy and notify 1111111cd1:ttcl\ IP lhl' lnc,11 h1..·,tl1h ,1uthl)llttL'" lPark .2l)l)l)) ll' 

facil i tate cpidcrn11)l,1g1c,tl dclcct111n and outlH1..·,1k 1n\L'!-l1g,1l1Pn (l l IP. 2(11 l) 
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All steps must be taken to provide safe \Vater to the community for all purposes and there 

should be provision of effective excreta disposal system. Oral Rehydration Therapy could 

be used as a treatment for dehydration (Park, 2009). Also, oral cholera vaccines (OCV), 

namely Dukoral and Shanchol are effective against the V cholerae 01 strain (CHP, 

201 1 ). Lastly, the awareness of general public about the risks of cholera infection through 

various channels and promoting the importance of good personal and food l1ygiene are 

greatly important (CHP, 2011 ). 

2.5.2 Measles 

Measles, also known as "Rubeola", is a l1ighly infectious disease which has a major 

i1npact 011 cl1ild survival (affects all ages), particularly in developing countries (Park, 

2009). There is an outbreak of n1easles when 5 or 1nore cases are suspected in one 111onth 

(FMOH, 2002). 

Epiden1iological detcrn1inants: 

Measles is caused by a negative sense RNA paramyxovirus of the genus Morbill1virus 

\Vithin the family Paramyxovirus (Kutty et. al, 2013). There is only one serotype of tl1e 

virus i.e. an antigenically monotypic \ irus. 111c only knov.•n reservo1r is human (Perry 

and Halsey 2004; Moss, 2009) while carr1ers arc not known to occur (Park 2009). 

Measles can be spread directly fro1n person to person n1ainly by respiratory droplets and 

by direct contact w1tl1 sccret1ons from nose and throat of an infected JJerson (CDC 2009, 

Engel, 2006) fro111 4 days before onset of rash until 4 days thereafter (Kutt) ct al, 2013) 

Direct contact 1<., the pnn1ary 1node of trans1n1ssion; airborne droplet and 1nd1rect contact 

are less common 111odes ot transm1ss1on (Park, 2009). Measles is a l11ghl) co111111un1cablc 

disease (Signore 200 I) Patients arc infectious fro1n tl1e onset of prodromal "i)TI1pto111, 

until 2-4 days after rash dc'.clopmcnt l1ut co1nmun1cal1ilit1 1� l11gl1cr bctt)rc ra!--h 

appearance. c·c>m1nun 1cah1 Ii ty decline,; rapid I y a ftcr the a1111carancc o t tl1e ra�h Tl1e

average incuhat1c>n pcnc>d f<)r n1ca..,lcs ic;, 14 uavs, ,v1th a range <)r 7 21 tla) � ( P uk. ")()l)l):

AAP, 2C>C)9 ). 

:V1caslcs can al tcct al111<,..,t cvc11one 111 1111:incy < 11 chddh<'Pd \)ct,, L'L'll (, 111<,nth, ,111d 3 

year!) <JI age 1n dc,cl11p1nt� cnuntr1c-. \\ hcrL' en, 11unn1L·nt,d l11nd1l1<,n, at1..' genetnll) P<'l'I',

}7 
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All steps must be taken to provide safe water to the community for all purposes and there 

should be provision of effective excreta disposal system. Oral Rehydration Therapy could 

be used as a treatment for dehydration (Park, 2009). Also, oral cholera vaccines (OCV), 

namely Dukoral and Shanchol are effective against the V. clzolerae O 1 strain (CHP, 

2011). Lastly, the awareness of general public about the risks of cholera infection through 

various channels and pro1noting the importance of good perso11al and food hygiene are 

greatly important (CHP, 2011). 

2.5.2 Measles 

Measles, also known as "Rubeola", is a l1ighly infectious disease which has a 1najor 

impact 011 child survival (affects all ages), particularly in developing countries (Park, 

2009). l11ere is an outbreak of n1easlcs \Vhen 5 or 1nore cases are suspected in one montl1 

(FMOH, 2002). 

Epidentiological detern1inants: 

Measles is caused by a negative sense RNA paramyxovirus of tl1e genus Morbillivirus 

\Vi thin the fa1111ly Paramyxovirus tKutty ct al, 2013). There is only one serotype of the 

virus i.e. an a11t1ge111cally monotypic virus. 1 he only kno\vn reservl1ir 1s huma11 (Perry 

and Halsey 2004; Moss, '.2009) \vhile carriers are not kno\vn to occur (Park 2009). 

Measles can be spread directly fro1n person to person mainly by respiratory droplets and 

by direct contact \vitl1 secretions fro1n nose and throat of an infected person (CDC 2009; 

Engel, 2006) fro111 4 days before onset ot rash until 4 days thereafter (Kutty et al, 2013) 

Direct contact is the pn1nary inode of transn11ss1on; a1rhon1c droplet and indirect contact 

arc less common n1odcc:; ot transm1ss1or. tPark, 2009). Measles 1s a h1gl1l') co111111un1cable 

disease (Signore 200 I) Patients are 1nfcct1ous from the onset of J)r<.1dro111al S)'111pton1s 

until 2-4 clays after rash de\ elopmcnt but con1rnun1cabil1t) is higl1cr he lore ra"l1 

appearance. Commun1cahiltty declines rapidly after the a1)pcar<1nLc l)f the r,\,h. ·rhc 

a\crage 1ncuhat1on pcnod fc)r n1caslcs 1s 14 days. \\'1th a range nf7 21 d,1,.._ (P,lrk. 2()l)l>.

AAf>, 20<J<J ). 

Measle-; can al lccl al1111,sl cvcr)onc 1n 1nlanl') Pl' chddh11Pd h1:t,,·L'L'n b 1111111th, ,lnd , 

ycar:s l>f' age 1n dc\ clc1p1ng coun111c-. ,vhL'tL' L'l1\trlllllllLllt,d L'1111d1t11111, ,IIL' gL'llL'1,1ll) p11111. 
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• and older children usually over 5 years in developed countnes. Following the use of

measles vaccine, the disease is now seen in somewhat older age-groups. (Park, 2009) No

age is immune if there was no previous immunity. One attack of measles generally

confers life-long immunity. (Lucas and Gilles, 2003) Measles tends to be a severe killing

disease in malnourished children (Lucas and Gilles, 2003). Given a chance, the virus can

I 

spread in any season (Jawetz, et.al. 2007).
•

Distribution: 

Before the introduction of n1easles vaccine in 1963 in United States, 130 million cases 

and 7-8 million deaths were estin1atcd to be due to 1neasles and 95-98% of children were 

infected (Perry and Halsey2004; Moss 2009). In the l 960's, vaccine introduction allowed 
• 

substantial reduction of both incidence and mortality due to n1easles. 

Betvveen 2009 and 2010, measles outbreaks were reported in Europe, Afiica and Asia. 

(Schaub 201 l; Grais 2011; Siegfried et. al, 2010; Zarocastas, 2009; Wairagkar et. al, 

2011; Mi11etti et. al, 2013; Stefens et. al, 2010). Also, between 20 IO and 2011, Weste1n 

Europe saw a rise in measles cases \vith at least 33 countries reporting 1nore than 68,743 

111easles cases, resulting 1n importations into tl1e Americas (CDC, 2011; Cottrell and 

Roberts, 2011; Muscat 2011; Vainio et. al, 2011; J ankovic, 2012; Antona et. al, 2013 ). 

The Region of the Amencas 1s in the process of \'erifying eli1nination of measles or 

maintenance of c:lin11nat1on 1n every cou11try in the Region (CDC, 2012). I1nportant 

measures arc under\vay to achieve 111easles elimination 1n Europe, the Eastern 

\tled1terrancan, and the \Vestcrn Pacific regio11s by 2015, and the Afncan region by 2020

In Africa, about 13 mil hon cases an(l 650,000 deaths occur annual I)', \\. 1th sub-Sal1aran 

,\trica having the highest 111orb1dity and n1orta!tty (OnoJa et al., 2013) N1gcna has the 

largest population 1n Africa \Vith O\ er 14() million pcol1lc (N1gcnan \,lcdcc1n, '>,tn, 

fronticrcs (0. v1SF-), 2006) \\'1th measles he1ng the fit1h leading cau<;c 0f under-Ii\ L child 

m<lrtal1ty (\\lJfO, 2006)

�igns and .,) n1pton1s (�tag<'\) 

'!'here arc three stage.., 111 the natural h1-,to1y of 111ca-.;ll's,, 11 thL· p1l,dtl,n1,1l t,r p1L'·L·1up11, 1.:

stage, eruptive ..,tagc and p11,t 111ct1,IL'" -,t.igL'. l'1Pdr\ 1111,tl stllgl· heg,n, Ill \l,1:, ,iltt·r 
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infection, and last until day 14. It is characterized by fever, coryza with sneezing and 

nasal discharge, cough, and redness of the eyes, lacrimation and often photophobia. There 

may be vomiting or diarhoea (Park 2009). The Eruptive phase 1s charactenzed by a 

typical, dusky-red, macular or maculo-papular rash which begins behind the ears and 

spreads rapidly in a few hours over the face and neck, and extends down the body taking 

2 to 3 days to progress to the lower extremeties. In the post-measles stage, tl1erc rnay be 

growth retardation and diarrhoea, . cancrumoris, pyogenic infections, candidos1s, 

reactivation of pul1nonary tuberculosis. 

Recon1mended case definition (Fl\lOH, 2006) 

Suspected case: 

Any person \\1ith fe\'er and maculopapular (non-vesicular) generalised rash and cough, 

runny nose or conjuncti,1itis (red eyes) or any person in whom a clinician suspects 

111easles. 

Confirn1ed case: 
• 

A suspected case \.\'ith laboratory confirmation (positive lgM antibody) or 

cp1de1niological link tl) confinned cases in an outbreak. 

Prevention: 

Only' Ji\ e attenuated \·accines are rccom1nended for use; they are both safe and effect1\. e 

of "" htch a combined vaccine against n1easles, mun1ps, rubella (�MRV) is used to 

protect children against measles (Park, 2011 ). Also, measles tna) be pre\'ented by 

adintnistrat1on of 1m1nunoglobul1n (human) early in the incubation penod (Park 2009).

Control measures: 

A child with 1ncaslcs need<, to be kept a,vay from otl1er children for at lca-;t "'? d,1\s .1ttcr 

<>nsct <>f ra'>h to prevent spread of the infection to (1ther children 1.\l..,l1, 1n1n1uni1at1t)t1 t)t

C<>ntact \Vtthin 2 clay-. of cxpo'>urc and the pr<)n1pt 1n1111un11nl1t)t1 al tl1c hc1.!,111n1ng ,,r .in 

cp1<lc1nic arc c�..,cnt1al to lt1111t the ..,prLad ( Park 2()()<)). 
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I 

I 

2.5.3 Cerebrospinal meningitis 

Cerebrospinal men1ngit1s also known as men1ngococcal men1ngit1s is an acute 

cominunicable disease (Park, 2009). Meningitis outbreak occurs when the alert threshold 

1s crossed which 5 cases per 1 00,000 populations arc for alert threshold· 15 1nore 

/1 00,000 population for two weeks in rO\.\ for action (F\10H, 2006) 

Epidemiological determinants: 

Cerebrosp1nal meningitis is caused by a number of agents but the most common causes of 

bacterial 1ncning1t1s beyond the ne\vbom period are Neisseria n1e11L11gitidis, Strcptococc11s 

pne1011011iac, and Haen1op/1i/1,s i1(/lz1e11::a Hae1nophilus influenzae type b (l-ltb) used to 

be a common cause of bacterial men1ng1t1s \vorld\vide before the Hib vaccines (!v1artin 

M. 2004). Ho\vever 1norc recently, Streptococcus pneumoniae and ,\'eisserza mening1tid1s

ha\ c becon1c the 1naJor organistns causing n1cn1ngit1s. 

,\'eisscria .. \le11i11giti,lis is classified into 12 serogroup'> of \vh1ch s1 x of these serogroups 

cause the great majorit1· of infections 1n people: A, B, C, W13'i, X. and Y (Jafr1 et. al, 

2013; Lc11nkugcl ct. al, 2005). H i1�/luc11=ac, like Ve1sseric1 111e11i11g1t1d1s, 1s ci thcr 

unencapsttlatcd or encapsulated vvith a polysaccl1ande capsule \\ h1ch al lo\\" encapsulated 

llae111oplii/11\· 11!fl1,e1r::t1c ic:;olates to be classified into ...,ix serotypes (a, b, c. d. c, and f) 

\vith the most co1n1non cause of in\ ac:;i\ c d1c:;c,lse being / Iae111011lz1!11s 11!/l11e11:::ae t�.,rpe b 

(II 1b) ( \V att ct. al, 20()9) St rep toe occirs p11e11111011it1c. l Ike ,\'c 1 ,;scria 111c11i11,�i ti<lis and 

I ft1e111opl11/1r\ 111fl11<'11-c1c. is an cncap�11latcd bacterium. 

�I un1ans arc tl1e resci" oi r () t the 1nfeLtion ( IJucas and G1 lies, 2003). Came rs are the 111ost 

1mpc)i1ant source ot infection as cl1nical ca!-ic-: present tlnl1· a neglig1blc SllUrcc c)f 

intccti<ln. ·rhc disease spread main!) b\- droplc:t 1nlcc.:t1011 \\'tlh the portal c)t cntr)' l1cing 

the nas<lpharyn.x (Park, 20(19). ·rhc incuhat1on pcnod 1s usuall:· 3-4 days. but 111a) he 2-1 (l 

da)S ( IJucas and (1illcs, 20()3 ). 

c·crcbrospinal n1cning1t1s 1s r11ajclrly a disease of children ,1nd \'<lung adult" <'I h,,.th ,c\l'" 

(Park, 2009) In 1nany countr1cc:; \Vith cpidl't111nlllg1c,1l data, p,1rt1cul,11 t, 111 1:ur<'P'-' ,1nd 

>-..:or1h Anicrica, the age d,..,1r1hul1011 ell 111cn111gncl1Cl'.tl d1-;l·,,..,l, dc111l111str,1tl'S t,, c, pl'dk,

(liarrlson ct. al, 2011, ,\ v1SI', 211 I II) I he h1gh<·,1 111culct1l<' ,.., 111 1nl,u11, le,, th.111 ,,n� 

30 

•

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



I 

year of age, and a secondary nse in incidence occurs in adolescents and young adults 

(Jafri et. al, 2013). 

The seasonal variation of the disease is well established; outbreaks occur more frequently 

in the dry and cold months of the year (Park, 2009). 

Signs and syn1ptoms: 
• 

It has characterized by a sudden onset of intense headacl1e, fever, nausea, von1iting, stiff 

neck and various neurological signs (Park, 2009). Without treat1nent, the case-fatality rate 

can be as higl1 as 70 percent, and one in five survivors of bacterial 1neningitis may be left 

with pen11anent scquelae including hearing loss, neurologic disability, or loss of a limb 

(Rosenstein et. al, 200 l ). 

Recommended Case definition (Fl\lOH, 2006) 

Suspected case: 

A11y person \Vith sudden onset of fever{> 38.5°C rectal or 38.0°C axillary) and one of the

follo\ving signs: neck stiffness, altered consciousness or other me111ngeal sign. 

Co1!firn1cd case: 

A suspected case confinned by isolation of V. n1c11i11gitidis from Cerebrospinal Fluid or 

blood. 

Distribution: 

.t\.part from ep1de1n1cs, at least 1 2 1111111011 cases of 1nen1ng1t1c; arc cst1111ated to occur \V1tl1 

csttn1ated annual deaths of 170,000 (WHO, 201 I). ln countncs � 1th high cndcm1c1t). tl1c 

disease burden places an 1n1n1cnse strain on the public health '>V5tcn1 (Jafn ct al, 2013) 

\Vhtlc in middle <.1nd lo\v-1nco111e countncs, acute bactcnal n1cn1ng1t1, rc111a1n, tl1c tl1urth 

leading cause of (li-;ability (EJmond, 2()10) The prc\'alcncc <)f ha1..tc11al 111cn1ng1t1, 111 

thc<;c cc)untnc\ 1, higher coin pared t() de\ ch)pcd L()Untr1c, (()\, u,u ct. al. 2012). l'hc 

W()rldv."tdc, the inc1dcn�e of' n1cn1ngitis 1s h1ghc,t 111 ,\ rc�·1nn ,,1 sub-� ,h,1ran 1\tr1c,ln 

kn()V/n a'i the "nien1ng1l1'i hc\t' \t.:ros, thL· n1cn1ng1t1..., bLlt. at IL'll"l ��t) n,illi\111 PL'liplc ,\fL'

Mcningilt!> I3clt, nr1g1nally l·ha1,1l,'.,lc111t·d hy I ,1pc�s,1nn1c 1n l 1>c1 '\ ( l,t111 ct ,11, �01 ,) and 
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modified in 1987, extends from Senegal to Ethiopia, and is characterized by seasonal 

epidemics that constitute a major public health burden. In the Eastern Mediterranean 

region Sudan and Saudi Arabia have high endemic rates of serogroup A disease, and have 

also experienced outbreaks in recent years during the hajj season with serogroup W-13 5 

\vhile in South-East Asia Region, Korea and Thailand are the only countries fro1n this 

region with published population-based estimates, which de1nonstrate low enden1ic rates 
(Jafri et. al, 2013). 

In 1nany African countries including Nigeria which lie within the meningitis belt, 

epidemic cases of acute bacterial 1nenii1gitis arc usually reported (Greenwood, 2006). In 

Nigeria, there l1a\ e been repeated large scale epide111ics of cerebrospinal meningitis for 

the past 4 decades (Mado et. al, 2013 ). According to research findings by Mado et. al 

(2013 ), sl1owed tl1e highest incidence to be between 6-10 years followed by the age 

group 1-5 

Prevention and control 

Trcatn1ent of cases with antibiotics can save the lives of 95% of JJatients provided that it 

is started dunng the first 2 days of illness v.ith penicillin being tl1e drug of cl1oice (Park, 
20 I 09) \vl1ilc carriers arc to be treated with 111ore powerful antibiotics such as rifampicin 

to eradicate the carrier state (Brooks ct. al, 2007). The risk of secondary cases of 

meni11gococcal <li�ease among close contacts of so1neone \Vith ineningococcal disease 

(1.e., household members. day-care center contacts, or anyone directly cxpoc;ed to the 

patient's oral secretions) 1s high v..ith chemoprophylaxis using rifa1np1c1n being 

recotninendcd for them (Park. 2(\09). Surveillance and env1ronmcntal measures to reduce 

air bt)IDC infection::, are also 1n1portant 1n the pre\ent1on and controls of tl1c disease 
, ( I4ucas and Gilles, 2003) v,:l1ile \acc1nes are the cornerstone <)f pre\ cnt1on and control of 

hactcrial meningitis (WHO, 2006).

•
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• 

2.5.4 Diarrhoea with blood (shigella) 
• 

Shigellosis still remains a public-health problem in most developing countnes where 

communities are ravaged by poverty, war, poor sanitation, personal hygiene, and water 

supplies. (lwalokun et.al, 2001) 

Epidemiological determinants 

Shigella are Gram-negative, non-motile bacilli belonging to tl1e fa111ily 

Enterobacteriacae. The genus Shigel/a includes four species: S .  d_vse11teriae, S. _fle�Yneri, 

S. bo_vdii and S. sonnei, also designated groups A, B, C and D, respectively. The first

three species include multiple serotypes. S. s01111ei and S. bo_vdii usually cause relatively 

mild illness in whicl1 diarrhoea may be watery or bloody. S. jle.--cneri is the chief cause of 

e11de111ic shigellosis in developing countries. Shi,gella are spread by direct contact with an 

infected person, or by eating conta111inated food or drinking conta1ninated water. Flies 

111ay also transmit the organ.ism. However, humans and a few pri111ates are the only 

resen:01r of Shigella. (W.H.0 2005) 

Risk factors for the disease include O\'ercrowding in areas with unsafe water and poor 

sanitation. The incubation period is from I to 4 days (FMOH. 2009) 

Distribution: 

Sl11gel\0s1s 1s endemic tn most developing countries and is the most in1portant cause of 

bloody diarrhoea \VOrldw1de N1nety-n1ne 11ercent of infections caused by Shz,e;ella occur 

in developing countnes. and the majo1ity of cases and death-,, occur a111011g children less 

than fi\'e years of age (Reda et al, 2009) 

Signs and S) mptoms: 

( Jinical illnc-;s is charactcr1scd by acute lever, bloody diarrhoea. abdo111inal cr,1n1p, anJ 

can al..,ci present v.1th '-Y'itcn11L -,ympton1s and sign'- as ,,ell as dch\<iralt\)11 c,pc1...1all�· 1n 

young children. (Park, 2()()9)

I{ccon1n1cndccl ( a,c l)cfin1t1on ( I \1()11, 2(J()l)) 

.)115/J<?Clt'</ < CJ\<' 

13 

•

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



• 

• 

• 

A person with diarrhoea with visible blood in stool 

Confirmed case: 

Suspected case with stool culture positive for Shigella dysentariae l

Prevention: 

Prevention relies primarily on 1neasures that prevent spread of the organism within the 

community and fro1n person to person such as hand-washing with soap, ensunng the 

availability of safe drinking \Vater, safely disposing of hu1nan waste, safe !1andling and 

processing of food, and control of flies. (WHO, 2005) Environmental sanitation requires 

educational support, to ensure tl1eir proper use and maintenance of such facilities thus 

n1aking l1ealtl1 education a key prevention measure \vhile i1n1nunization against measles 

is a potential preventive intervention (Park, 2009). 

Control: 

All cases of bloody diarrhoea sl1ould be treated promptly w1th an anti1nicrobial that is 

knov. n to be effective against Shigella. This lessens the nsk of serious co111plications and 

death, shortens the duration of symptoms, and l1astens the e\i1ninat1on of Shigella frorn 

the stool. Other supportive measures used to treat acute diarrhoea, such as rel1ydration, 

feeding and zinc supplementation, should also be provided. Syi11pto1natic trcattnent 

sl1ould be given for fe\'Cr and pain. (WHO, 2005) 

., 5 --·-- -� \'iral haemorrhagic fevers 

Viral hemorrhag1c fe\ers (VHFs) arc a group of illnesses that are caused b) ,L\cral 

dic;tinct fan1ilies of \'truses Characteristically. lhe O\erall \'ascular system is da111aged, 

and the body's ab1ltty to regulate itself ts 11npaircd. These S\1nptc1n1-. �re c1ftcn 

accompanied by hemorrhage (hlecd1ng), ho\VC\cr, tl1c l1lccd1ng is 1t,clf rarcl)' \1tL­

thrcatcning \Vhilc so1nc types elf hcn1orrhag1c le\ ct v1n1c;c,;;, can cau,c rclat1, cl) n11lll 

illncs<;C'>, rnany elf these viruses cause severe, l1tc threatening d1..,ca,c (( l)( 20l)-l) 

Viral haernorhagic fcvcrc:; (VI IF) ,re cau..,cd by ltvc d1st1nLt lan11ltl·s l)f v1rltscs ,vh1cl1 

includl.!� Arcnav1r1dac; cons1st1ng 1)1 I ,a..,sa lcvc1 \r�1l'nt1nl' hcn1lH 1 h,1g1L' ti..·, er. l�r<l11l1i1n 

hcn1c)rrhagic l�VCI' 13oliv1:111 hcn1n11h:ig1c rc, L'I', \ l'llL'/\IL'I,, ht'lllllflh,1gtL' Ii..·, l'I, 
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Bunyaviridae consisting of Crimean-Congo hemorrhagic fever, rift valley hemorrhagic 

fever; Filoviridae consisting of Ebola and Marburg; Flaviviridae consisting of dengue 
• 

type 1-4, yellow fever, Kyasanur Forest hemorrhagic fever, Omsk hemon·hagic fever and 

Togaviridae consisting of Chikunguya. Each of these families share a nu1nber of common 

features which includes: they all being RNA viruses with a lipid envelope, their survival 

is dependent on an animal or insect host and their geographical restriction to the areas 

where their host species live. (ENIVID, 2001) In Nigeria, Lassa fever is the hemorr.hagic 

fever usually being reported because it's the one usually occurs in the country (FMOH, 

2002) but \vith the presence of Ebola in the country, Ebola would also be reported. 

2.5.5.1 Lassa f c,,er 

Lassa fever is an acute arena viral hel,llorrl1agic fever that was first identified in Lassa 

village, Bomo State in the northeastern region of Nigeria in 1969 (Okokhere, 2009) when 

two nuns died as a result of complications of a hemorrhagic fever (Inegbenebor, 2012). 

Since then it has beco1ne endemic in 1nany parts of West Africa. A single case of Lassa 

fever is an outbreak (FMOH, 2002). 

Epideniiological determinants 

Lassa fever 1s an acute hemorrhagic fever caused by Lassa virus (LAV), a biseg111ented 

a1nbisense single-stranded RNA\ 1rus that belongs to the family old world Arena\ 1rid1sae 

sp1) (RoJek and Kunz, 2012). 

The reservoir of 1nfect1on is 1naston1ys natalens1s (Okokhere, 2009). In 1972, the 't\atal 

multimamniate mouse \Va.., found to be the natural host of the deadly Lassa fever \'iru!­

( [negbenebor, 2012). Lassa fever 1s transn11 ttcd to hu111ans \\ hen tl1e) 1nge-;t foL�d 

contaminated by the feces and unne of 111a,to1nv.., natalens1s (Okokherc, 2()09, Lucas and 

Gille<;, 2003). \11ult1ma1nmatc rate:; are also rc"cr\1<11rs ol the cau"at1,c agents t1f

Jepl<)<;pirosis. plague. and lc1c:;hman1as1s (Katak,,cba ct. al. 201:. \1godc ct ,11. �0(),) 

()nee hunianc:; arc inlcctcd, trans1nissi<1n alst) occur.., lr<)Hl hun1an tl, l1un1,ln thr\,ugl1 

C<)ntact v. ith fluid and acroc:;ol sccrct1ons 111 the lt)1111 of "ncc11ng '-putu111 "cn11n.1l tll.td 

c:;t<)<)I, urine and hlond (lncgbcncl)or. 21112) I he 111cubat1nn pL'IHHI 1-. bct,,c·c·n 6-21 da� -.

( I)z<>lsl cl al, 20 I 2) 
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Men are more commonly affected than women; however, the case fatality rate is nearly 

two times higher in women. (Inegbenebor, 2012) Poor quality housing increases the risk 

of Lassa fever spread by rodents (Kelly et. al, 2013). 

Distribution: 

Lassa fever is ende1nic in West Africa (Kelly et. al, 2013) with an estimate of about 

300,000 persons infected and 5,000 deaths annually across the region (Rich1nond and 

Baglole, 2003; Fichet-Calvet and Rogers, 2009: Ehichioya et. al, 2010). It is recognized 

in Guinea, Libe1ia, SietTa Leone, as well as Nige1ia. However, because the rodent species 

which carry the virus are found tl1roughout West Africa, the actual geographic range of 

the disease 1nay extend to otl1er countries in the region (CDC, 2004). Recent importation 

of Lassa fe\er into Germany, the Netherlands, the United Kingdo1n, and the United States 

by travelers on commercial airlines (CDC, 2004; Haas et. al, 2003; Veldkamp and 

Schippers, 2002: CDSC, 2000) illustrates the potential for the spread of this highly 

dangerous and contagious pathogen. 

The pre\·alence of  Lassa fever in Nigeria, Guinea and Sierra Leone can be as 1nuch as 

21 ° 0, 55°-o and 52% respectively (lnegbcnebor, 2012). ln Nigeria, outbreaks of the 

infection ha\ e been reported 1n Edo. Ebony1, Ondo, Taraba, Plateau, Anambra, 

Nasarawa, Yobe and recently Rivers (Ogbu et aL 2007). 

Signs and s�·mptoms: 

s16,ns and -;ympt<HTIS typ1cally occur after an incubation penod of 6 21 d3\'S
. 

(lnegbenebor. 2012) The onset of Lasc;a fe\cr illness 1s gradual, \vtth non-,pcc1fic c;1e,ns 

and symptoms starting with fc\er, general \veakncsc; and 1nala1sc and after a fe,, da\.., 

headache, c.;ore throat, 1nuscle pain. che-;t pain, vom1t1ng, d1a1Thoca and nhd0n11n-1l p,11t1

may t(11l<)W (D1c1t<;i ct. al, 2012) Sc\crc case-. 1na1 pr0grcss tl, sl10,, tnl1,1\ s\\l'I ing. 

hlccding fr<)TTI rn<)ulh. nnsc. vagina or gastro1nlc'-l1nal tract. and In,, hll)t)d prL',..,Url'. 

Shock . ..,c,1.urcs. J1<,(11icntat1nn. and co111a 111ay he -;ccn 1n lhL' l,,tl' st,ll!L''- l)c.1tnc:--s t,ccur.., 

111 25�110 1 patient<; hut hall 1cc(>VCr'-l>llll' lunctH>ll allc1 1-1 nlllllth-.. (l) ll\�1 ct. .ii. 2lll2) 
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Recommended Case Defmition (FMOH, 2006) 

Si,spected case: 

Illness with onset of fever and no response to usual causes of fever in the area, arid at 

least one of the fol1owing signs: bloody diarrhoea, bleeding from gums, bleeding into 

skin (purpura), bleeding into eyes and unne. 

Confir111ed case: 

A suspected case with laboratory confinnation (positive IgM antibody or viral isolation), 

or epidemiological link to confinned cases or outbreak 

Prevention and control: 

Awareness (cai11paigns) and advocacy on clean and safe envirorunent to promote 

prevention especially \\'itl1in the ende1nic areas are necessary. Abrogation of practices 

that inight enhance contact \Vith the Lassa virus should be encouraged. (Ibekwe, 2012) 

Patients suspected of Lassa fever should be isolated while higl1 risk contacts should be 

identified and kept under surveillance. Post exposure prophylaxis with ribavirin in 

rccom111endcd. (Lucas and Gilles, 2003) Also, setting up sen1iceable diagnostic and 

treat1nent centers for Lassa fe\'er within the region would cnl1ance prompt therapy and 

cc,nta1nment of the illness while the ultimate aim should be towards producing a 

functional and c;af e anti Lassa-fever-\ ace inc (fbek\\ e, 2012)

2.5.5.2 Ebola 

Ebola haemorrl1agic ie\cr ts a severe disease caused by infection \\1th Ebola \trus, na111ed 

after a nver in the Dc111ocratic Republic of the Congo (fonncrly Zaire) 1n ,\fnca. \\ l1crc it 

\Vas first rcct)gni1cd 111 1976. Tl1e d1seac;c neither hac; cure nor\ acctnc (('0( . 2() l t)) The 

case-fatality rate for la1rc Lbola vJruc; (rBO\') 1nfccl1ons 1..., c...,l1111atcd tt) he hct,,ccn j() o

and <JC)'�" ( r C DC', 2014)

t.,pidcmiological cJctcrminant1,: 

f:h<)la 1-; �au�ed hy l·h<1la viru., ,vh1ch J', one ul 1,,u 111c111hcr, 1\r a t.111111, tlf 1�, \ ,1ru�l·s

called the 1:il<1vir1dac. ·rhcrc ;11c li,c 1dcnt1licd �uhl) pc, lll l'llPI,, \ lllJ', r1\llf 11f thL· ti, I . .'
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have caused disease in humans: Ebola-Zaire, Ebola-Sudan, Ebola-Ivory Coast and Ebola-

Bundibugyo. The fifth, Ebola-Reston, has caused disease in nonhuman pnmates, but not 

in  humans. (CDC, 201 O) 

The exact origin, locations, and natural habitat (known as the "natural resen oir") of 

Ebola virus remain unknown. However, on the basis of available evidence and the nature 

of si1nilar viruses, researchers believe that the virus is zoonotic (animal-borne) with four 

of the fi\1e subtypes occurring in an ani1nal host native to Africa. A similar host, most 

likely in the Philippi11es, is probably associated with the Ebola-Reston subtype, whicl1 

was isolated from infected cynomolgous 1nonkeys. (ECDC, 2014; CDC, 201 O; ENIVID 

2001) 

Ebola viruses are highly transn1issible by direct contact \:vith infected blood, secretions, 

tissues, organs or other bodily fluids of dead or living infected persons (GOARN, 2014). 

Burial ceremonies arc known to play a role in transmission (WHO, 2012). Bats remain 

tl1e most likely, but still unconfirmed, reservoir host for El)ola viruses (Wood, 2012; 

Hayinan ct. al, 2012). The incubation period is between 2-21 days (ECDC, 2014, 

GOARN, 2014). 

Distribution: 

Ebola, occurs 1n epidemics rnajorly in Africa a11d South A1nerica (CDC, 2010) w1tl1 a11 

ongoing spread 1n West African countries such as Guinea, Sicrrea leone, Liberia, and 

�igeria Th15 spread of tl1e disease in West Africa has from 33rd December to 2�rd July of 

2014, produced about 1275 cases and 704 deaths (GOARN, 2014). 

1--Iistoncally, the first case \\as kno\.vn in Zaire (nO\V Democratic Republic of the Congt)) 

in 1976. Since tl1cn, confirmed cases of Ebola have been reported 1n tl1e Gabon. Sudan. 

the l\.·ory Coast, and Cganda while also, the Ll1ola-Rcston subt)'pe \\as 1solatcd fro1n 

infected cynomolgous n1onkeys 111 the Philippines (ENIVlD, 2()0 I)

5ign<i and S) mpton11i: 

The <>nsct <>I f-:hola 1'- 5u<ldcn and 1t, early syn1plt)n1s 1nL·ludL' llu lik.e illnL·,, te, L'r, 

muscle pain (rnyalg1a), lat1guc (,veaknes�). headaLhe .ind �l,rl' th11,al. 1 hL· nL'\t ,tagL· 1,)f

the d,-,ca�c 15 characte11-ied by syn1pll1111-i 11nd clin1L·al n1.H11l�·,t,1t11Hl� ti·1,n1 ,L·,c1.1l l,tgan 

sy":llClll'>. lt!l -;y111ptt,rn� Lilll he g,1-;t1111nt1·st1nal (\11n11t111g. <liarthl1c,1, ,1n11JL'\ta .1nd 
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have caused disease in humans: Ebola-Zaire, Ebola-Sudan, Ebola-Ivory Coast and Ebola-

Bundibugyo. The fifth, Ebola-Reston, has caused disease 1n nonhuman primates, but not 

in humans. (CDC, 201 O) 

The exact origin, locations, and natural habitat (known as the "natural reservoir") of 

Ebola virus remain unknown. However, on the basis of available evidence and the nature 

of similar viruses, researchers believe that the virus is zoonotic (animal-borne) with four 

of the five subtypes occurring in an animal host native to Africa. A similar host, most 

likely in the Philippines, is probably associated with the Ebola-Reston subtype, which 

was isolated fro1n infected cynomolgous monkeys. (ECDC, 2014; CDC, 201 O; ENIVID 

2001) 

Ebola viruses are higl1ly trans1nissible by direct contact \.Vith infected blood, secretions, 

tissues, organs or otl1er bodily fluids of dead or living infected persons (GO ARN, 2014). 

Burial ceremonies arc known to play a role 1n trans1n1ssion (WHO, 2012). Bats remain 

tl1e most likely, but still unconfin11cd, reservoir host for Ebola viruses (Wood, 2012; 

Hayinan et. al, 2012). The incubatio11 period is between 2-21 days (ECDC, 2014, 

GOARN, 2 014). 

Distribution: 

Ebola, occurs 10 epidemics 1najorly 10 Am ca and South Amen ca (CDC, 2010) with an 

ongoing spread 10 v\i'est African countries such as Guinea. S1e1Tca leone, Liberia, and 

�ige11a This spread of the disease in v\i'cst Afnca has from 33rd December to 23 rd July of 

2014. produced about 1275 cases and 704 deaths (GOARN, 2014) 

I-I1stoncally, the first case \\as known 1n Zaire (no\v De1nocratic Re1Jubl1c of the Congo) 

1n 1976. Since then. confi1111cd cases of Ebola l1ave been reported in tl1e Gabon, Sudan. 

the Ivor\t C t)ast, and l ganda \vh1le also. the Ebola-Rcston subtype \\as 1<.;olated from
• 

infected cyno1n<)lgou� mc)nkeys 1n the Ph1l1ppincs (ENI\'ID, '">QO I) 

�igns and s, n1ptoms: 

·r he c>nsct of r hc,la 1s sudden and its early sy11111tt1n1s include: llu-11\..c: 11\ncs�. le:\ c:r

muscle pain (rnyalg1a), !'at1guc (v.eakncss). hc:ad,1Lhc and S<)IC th1t,,\t. 1 hl' nL'\t ,t,\gc l)I

the <li�case 15 characlcr1scd by syn1pt(>n1s and chntl'HI 111:inilt''-l,llll)l\s 1'1tHll sc\'c1al \Hgnn

!>ystcrn5 Its syn,pton1\ can he gn..,t1n1ntcsl1nal (\ 11n11t1ng, tliartht,L'<I, ,tn\,rl'\1,t ,ind
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abdominal pain), neurological (headaches, confusion), vascular ( conjunctival/pharyngeal 

injections), cutaneous (maculopapular rash), and respiratory ( cough, chest pain, shortness 

of breath), and can include complete exhaustion (prostration). 

Case Defmition (GOARN, 2014) 

Stcspected (clinical) case: • 

Any person ill or deceased with fever and he1norrl1age. Documented prior contact with an 

Ebola case is not required. 

Probable case (,1,ith or ,1·ithout bfeedi11g). 

Any person (living or dead) with contact witl1 a clinical case of Ebola and a history of 

acute fever 

OR 

Any perso11 (living or dead) \vith a history of acute fever and three or more of the 

follo"ving 

- l1eadache vomiting/nausea/ loss of appetite/ dia1Thea/ intense fatigue/ abdominal

t)ain ge11eral 1nuscular or articular pain.: difficulty in swallowing difficulty in breathing, 

hiccoughs 

• 

Pre, ention and control: 

1\" oiding contact V\'i th sy111ptomat1c patients and or their bodi I y fluids, corpses and/or 

bodily fluid'-> fro111 decea<;cd patients (CDC. 2010): t1111el1 contact-tracing. earl 1·

identification. systematic, quarantine or isolation of cases (sun eillance), Health-care 

pro" idcrs must protcct1\'C clothing (PPE) sucl1 as 111asks, glo\ c<.;, go\, ns, and g<.1ggh�"­

cc)inplctc e4uipmcnt stcnli1at1on: (ECDC, 2014) and aY01d1ng any fo1111 of Llosc Cl)ntact 

\'.'Ith \\:Jld animals (1nclud1ng 111onkcys, forest antelopes, rodent'-> and b,1t'->), b�1th a\1, e 1nll 

dead. and consumption <)f any type of 'hushn1cat' 
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2.5.6 Yello,v fever 

Yellow fever is a disease that has caused severe n1orbidit) and mortalit)' in Africa a11d 

South American regions despite the a\ ailable effective vaccine for more than 70 )'ears 

(Fatiregun et. al. 2010; Wiysonge, et. al. 2008; Barnett. 2007). The "yellow" in the naine 

is explained by the jaundice that affects some patients. A single case of yellow fever is an 

outbreak. (FMOH, 2006) Case fatality rates for reported cases are in the order of 15 to 

50% (WHO, 2000). 

Epidentiological determinants: 

The causative agent, Flavivirus fibricus fonnerly classified as a group B arbovirus, is a 

n1e111bcr of tl1e togavirus family. The yellow fever virus is constantly present in 

n1osquitoes and non-hu111an primates in so1ne tropical areas of Africa and the Atnencas 

(WHO. 2000). In forest areas, the reservoir of the infection is 1nainly monkeys and forest 

mosquitoes \\hile in the urban areas. the reservoir is man (subclin1cal and clinical cases) 

besides Aedcs aegypti 1nosquitoes (Park. 2009). The incubation period is usually 3-6 days 

(Lucas and Gilles. 2003 ). 

r' cllo\.v fe\. er virus is transmitted to hun1ans pri1na1il y through the bite of a11 infected 

, tedes or l!ae111a0f;(J,�11s species mosquito (Staples et. al. 2010). Mosquitoes acquire the 

\true; bv feeding 011 infected nonhuman or human pritnatcs and lhcn can transn11t the ,11uc;; • 

to na'ive nonl1u1nan or human primales These mosquitoes arc do111cst1c (i.e. tl1c) breed 

) around houses), \v1ld (they breeding the Jungle) or sc1n1-do1ncst1c species (the) d1c;;pla\ 1

mixture of hab1tc;) An1 region populated with thec;e 1nosqu1t()CS can potcnt1all) harbour 

the di-;ea':>e (WHO. 2000) Yello\\ fe\er virus l1as three transn11,s1on C)'l..lc,;; Jungle 

( syJ,,at,c ). 1ntcn11cdiatc (savannah), and urban (Ba11·ctt c1nd 1\11t1nnth. 2()()1) Dc11c11ll1ng t)n 

the transinission cycle and location. d, f1ercnt r11osqu1tn species arc 111, ()l\'ed. and hu111,1n, 

<>r nc,nhuinan rnn1ates scf\e as the rr1111arv rcser,,o,r l)I the, 1rus. 

,\II ages an<l bc>th �cxcs ,ire susceptible to ycllo\\ ll'\Ll in th1..· ,1b,l·n1..·e llf 1n1n1un1t> (l)111k.. 

2CJO'J). In general, 111crc.1�cd tc111pcralu1c, hu1111d1t\, ,ind lllllll
°

,111 le.id Ill h1gl1c1 nll''l\llllll 

abundance ancl ccHl t.:qucntly an increase 111 \ 11,tl c11ctll,1llllll ( \ 1nL·P,c1..·lh1,. 2(Hll ). 
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Distribution: 

Yellow fever virus occurs in sub-Saharan Africa and tropical South America, where 1t 1s 

endemic and intermittently epidemic· (Lucas and Gilles, 2003 ). Most Yellow fever 

disease in these areas is attributable to sylvatic or intermediate transmission cycles 

(Staples et. al, 20 l 0). However, urban transmission of Yellow fever does occur 

periodically in Africa and sporadically in South America (PAHO 2008; Tomori, 2004). 

In Africa, the majority of outbreaks have been reported fro111 West Africa; fewer 

outbreaks have been reported fro1n Central and East Africa (Ellis and Barrett, 2008). 

During West African outbreaks, up to 30% of tl1e population is infected with Yellow 

fever virus and 3°-o-4% develop clinical disease (Staples et. al, 2010). Although urban 

outbreaks of Y cllovv fever occurred in North A1nerica and Europe until tl1e early 1900s, 

autocl1thonous trans111ission has not been repo1ied over the past several decades. (Staples 

et. al, 2010) 

Signs and sympton1s: 

Tl1c presentation of yello\v fever disease ranges frorn subcltn1cal 1nfection to systemic 

d1sease including fever, Jaundice, l1e1norrhage, and renal failure. Virem1a peaks 2-3 days 

after infection, and patients \Vith fatal cases have a longer duration of viremia tl1an do 

sun.·ivorc:; (Barnett, 2007). 

Recommended Ca�c clcfinition (Fl\10H, 2006) 

S1cspcctcd c<1se:

• 

A person \Vith acute onset of fever foll<)\\ed b) ,1aund1cc \\ ithin t\\O \\ eeks <.1f on\et of 

first symptoms Hcrnorrhag1c 1nan1testat1ons an(l renal failure 1n<1, l)Ccur 

c.:()Jl/ir111ccl ('(/\"(': 

A suspected ca�c with lah< >rato1y C<lnlir1nat1on (po-..111,L 11.!.\1 ,tnlthl)ll) lH , 11.tl 1�t1lattllll)

or cpidcnl 1<>l<>g1cal I Ink to Lon Ii rn1cd ca-..cs 11r nut hr e.il-. s . 
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Control measures: 

A suspected case must first be isolated while domestic contacts should also be isolated 

under screened condition for 6 days (Lucas and Gilles, 2003 ). Urban yello\.\1 fever is best 

controlled by rapid immunization of the population at risk with 17D vaccine being the 

internationally approved vaccine \vhile other methods includes intensive vector control 

and an effective surveillance system wherever the disease is endemic (Park, 2009). 

2.5.7 Highly pathogenic avian influenza (HSNl) • 

Highly Pathogenic Avian I11fluenza I-I5N l l1as attracted substantial public attention since 

its emergence in late 2003. The virus has shown to cause disease in botl1 ani111als and 

humans (OIE 2009a, WHO 2010). 

Avian Jnfll1enza viruses in poultry are classified as being either high pathoge11ic (HPAI) 

or lo\.v pathogenic (LPAI) (OIE 2006). High Patl1ogenic Avian Influenza viruses are 

defined as those that kill 75°
0
0 or 111ore of 4- to 8-weck-old chickens w1tl1in ten days of 

inoculation (Alexander 2000). Only HS and 1-17 subtypes viruses can cause High 

Pathogenic Avian Intluenza, although not all viruses of these subtypes are virulent 

(Alexander 2007). Low Patl1ogenic Avian Influenza viruses (defined as those tl1at kill 

less than 75° 
o of 4- to 8-week-old chickens witl1in ten days of inoculation) can include 

any of  the 16 I-IA and 9 �A sul-)typcs. A single case of avian influenza is an outbreak 

(FMOH, 2002) 
• 

Epidemiological determinants: 

Avian influenza (A I) 1s caused b)1 type A strains of influenza virus. All Avian Influenza 

\'irusc1;, are member� of the Orthomyxovindac fatntl)' Tl1erc arc three <;,ul1 t:ype�. na1nel: 

1nlluen1a type A. type B, ty-pe C (Park, 2009 J 

\Vild \Vatcrfowl arc a natural reservoir of avian influenza A \ 1ruscs. and these, 111.1,c, ,1rc 

uc;ually non-pathogenic in these species (S\\.Jync 2()08) A\ 1an lntlucn1a v1ru,c, 1...,1n he

transmitted directly or 1nd 1rectlv by cc)ntacl \\'1th 1ntcLt1nu:-- ,\L'fl)Sl)ls and l,thcr , 1rt1,­

contam,natcd 1natcr,al-;, ·rhus the n1a1n path of transn11ss1t)l1 n1,1y h,t\ L' ,h 11L·tl f1\)lll an 

oral-faecal route l<> 111(1 1e nral-nral 1nute ()r L\L'll 111h(lll1l' 111t1IL' ill h11th (Stu1n1 l{,11111rL·1 rt 

al. 2(J05 ). c·ross--,pecies trans1111-.,111n 11r 1\, 1 1111 lnll11cn1a \ 11 u:--l·, 1.·,111 p11tL·nt1t1ll� l.'.".lll'-l'
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infection in mammals 1·nclud· h h · · mg umans, amsters, Illlce, pigs, ferrets, stone martens,
dogs, domestic cats, tigers, leopards, civets, and macaques (Choi et al. 2005; Thiry et al.

2007; Lipatov et al. 2008).

Influenza affects all ages and both sexes. In general, the attack rate is lo\ver among 

adults. The immunity to influenza is sub type-specific (Park, 2009). Epidemics usually 

occur in winter months in the Northern Hemisphere and in the winter or rainy season in 

the Southern He1nisphere. Overcrovvding enhances transmission (Park, 2009). 

Distribution: 

In early 2004, 1-Iighly Pathogenic Avian Influenza outbreaks were si1nultaneously 

reported in nine Asian countries: South Korea, Vietnam, Japan, Tl1ailand, Ca1nbodia, 

Laos, Indonesia, China, and Malaysia (Li et al. 2004). Between 2003 and 2010, Highly 

Pathogenic Avian Influenza HSN 1 outbreaks were reported in Asia, Africa, Europe, and 

the Middle East, affecting \Vild birds, domestic poultry, human and other n1am1nals. In 

Febrt1ary 2006, higl1ly pathogenic avian influenza (HPAI) virus of the HSN 1 subtype was 

detected 1n cl1ickens 1n Kaduna state in northern Nigeria, the first Afiican country 

reporting a co11fin11cd HPAI tHSN 1 J outbreak. Tl1e infection later spread to 25 of the 36 

'\Jiger1an states and to the Federal Capital Tenitory and persisted for 21 n1011ths. (Fusaro 

et. al, 2009) 

Signs and symptoms: 

Symptoms include fever, chills, ache� and pa1nc;, coughing and general17ed \veaknc,, 

Fever lasts trc)tn J-5 days averaging 3 days 1n adults. Tl1c n1ost dreaded co111pl1cat1on 1o:; 

pncumc)nia, which sl1ould be suspected 1 f fever persists beyond 4 <)r 5 da\ s or recurs 

1 ahruptly after C<)n\'alcsccnce. (Park, 2009)

• 

Rccommcndccl c·a�c Definition (F,1011, 2006)

c·11n1cally, pallcnt ,nay prc�cnt 

respiratory <liscasc (S/\llf)) 

\Vtlh either lnllucn1a ltkc illnc,s ( II I) l'I "-l'\ l'rc ,llllll' 

11.,1: Adult <lr child c.;cck1ng care l11r .in .icutc 1llnl·,s l·1,ns1,11ng ,,t 1·l'\l"t �, 1) l \'\I) 

either cc,ugh <)r <i<>rc throat
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SARD, 2: 5 years: Moderate-to-severe unexplained acute lower respiratory tract illness 

(temperature > 38 C AND cough or sore throat AND shortness of breath, difficulty in 

breathing or severity requiring hospitalization), vvith or without evidence ( clinical or 

radiological) of pneumonia. 

For children age 2 montl1s to 5 years, SARD will be defined using the severe pneumonia 

definition from IMCI: 

A child presenting with cough or difficulty in breatl1ing and any general danger sign, or 

chest in drawing or strider in a cal1n child. General danger signs for children 2 months to 

5 years are: unable to drink or breast feed, vo1nits everything, convulsions, lethargy, or 

unconsc1ous11css. 

Suspected case: ILI or SARD case-patient with l1istory of exposure \vi thin 7 days of onset 

of syi11pton1s 
• 

Exposure could be through: 

• Close contact (within l meter) \vith a probable/confirmed case of influenza

• 

• 

• 

A H51\Jl

Close contact \vith infected birds (handling, slaughtering, defeathering,

butcherii1g, preparation for consumption) or witl1 environments containinated by

their taeces, or consum1)tion of ra\\ poultry products \\ here HSN 1 infections are

contin11e<l

c !<)SC cc)ntact \V1th a confi1111cd case of H51\l l infection in an an1111al

\\,'c)rked 1n laboratory processing samples suspected of conta1n1ng A }-151'.1 virus

• Reside or\ is1t area where A(HSN 1) 1s suspected or confinncd 1n b1r<.is

Probahle c<1sc. Ssuspc<.;tcd ca5e Plue; L1m1tcd lal1orator1· e\ridcncc l)f A 11"1\ I (cg single

c.;crum antib<)<lics) 

Con finned cac;c: A (115N I) conlirrnc<l ca,c 

Any 1n<liv1<lual for \Vho111 laboratory testing den11)n�tratc:-: 

•

• 

J><>�1 t1 vc J>('ll l<lr A ( 11 �NI )

J><>�Jtivc "1ral eulturL /\ ( I 15N 1)
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• 4 fold rise in influenza A (H5Nl) specific antibody titre
IF A positive test using A (H5Nl) monoclonal antibodies

Prevention/Control measures: 

Early detection of infection and rapid response to that infection are essential components 

of the effective control of a High pathogenic avian influenza outbreak. Surveillance 

programs contribute to early detection of Highly pathoge11ic avian influenza (HPAI) 

infection and risk factors, n1onitoring of vaccination programs, understanding of disease 

patterns, allowing authorities to adjust disease prevention and control 1neasures. 

Recently, tl1e terms 'scanning' and 'targeted' surveillance have been used in veterinary 

surveillance (Scudamore 2002). In cou11tr1es where tl1e veterinary infrastructure is weak 

or unable to e11force la\VS related to disease control. a 1nodified approach should be 

applied to control rather than to eradicate High pathogenic Avian HSN I vi1us (Si1ns 

2007). When the disease is endemic. \'accination strategics can be applied si1nultaneously 

with other C<.l11trol 111easures to reduce HPAJ incidence and mini1nize the risk of hu1nan 

exposure to infection (FAO 2007b). 

2.6 Conceptual fra111c\vork 

Pub! 1c health sun e! !lance is the ongoing systematic collect1on, analysis. 1nterpretat1on of 

outcome- specific data for use in thc; planning, implementation. and evaluation of public. 

health practice (\\ HO, 2001 ). A sun·eillance �ysten1 involves tl1e ability to collect data. 

analy,e the data as \\ell as the t1n1ely d1ssem1nat1on of tl1ese data to people \\'ho can take 

cffecti\ c prc\·entton and control act1,,it1es. The core of an1 surveillance s) st ctn tl1\'0l\ C'i 

the collccticln. analysts, d1.,scm1nation of data and taking of action ( rcsr1on'ic) 

Fc)r the as-.cssmcnt of Ep1dcm1c prone diseases 1n ()\O state. the Ll)neeptual fran1e,, \lfk. 1.)f

·11 and r•'s·pc)nsc sy 0tc1n" t()r lnfcLt1ous disease<.; (as sh\1,, n 111 r-1c.url ") 6 bell,,,·)survc..:1 ancc , "· · - ' · ... 

is used. ·1 he l\\<l iinrortant con1pnncnts nl the s,.,1c111 1 c public hcl1lth ,ur, c1l\,1ncc l\:

. ( 1l··rl'''' funct1n11-..J .ind the :-.Ur\ cillancc suppnrt lunl·l1lH1 .111.· \ ndL· li.lcu,.action core "iUr\ c1 u .... 

and thus the ao,..,c<,-..incnl \Viii co, er thc 111a111r d11111.·n,11111:-- \,I I· p1d1.·1111c pr11111.· d1,1.·,1,c

sun'ci I lance. 
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Figure 2.6: Conceptual fi·a1ncwork of health sune11lancc and action (McNabb ct. al. 

2002) 
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3.1 Study area 

CHAPTER THREE 

METHODOLOGY 

This study was conducted in Oyo state, located in South-western Nigeria. The state has a 

landmass of 27,247 square kilometers and is one of the states in Nigeria. It is bounded by 

Kwara state in the North, Ogun state in the South, Osun state in the East and the Republic 

of Benin in the West. (OYI, 20 12) Oyo state has a population of approximately 5,580,894

based on the 2006 National population census (NPC, 2006). The state is divided into 

three senatorial districts and a total of 33 Local government areas for administrative 

purpose. The state has a total of 12 federal institutions including two teaching hospitals, 

54 State owned health institutions, 607 Local government area health institutions as \1/ell 

as numerous private health facilities. 

• 

I -
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I • 
" 

r *"'�--• 

IC Pa» 

• 
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Figure 3. J: Map of ()yo �tatc \V 
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. The randomly selected Local g · · · overnments per senatonal d1stncts for the stud}' \\.·ere:

3.2 

Oyo North - Ka·o1 o b h J a, g omos o south, and Surulere Local Go\·emment

Oyo Central - AfiJ10, Ak1nyele, and Egbeda Local Go, emmcnt

Oyo South - Ibadan South-East, Ibadan North, and Ibarapa East Local 

Go,·emment 

Study design 

The study design is a cross-sect1onal study. 

3.3 Stud} population 

T11e study pOJJulat1on 1� the epidc1n1c-pronc disease suncillance ,vorkcrs 1n Oyo stale at 

the health facilit)-, local govcmn1cnt and state government levels. 

3.3. l Inclusion criteria 

All consenting sunetllance \\Ork.crs in charge of ep1dcn11c-prone disease C(Jre 

su1"\ eillance acti, 1t1cs at the health fac1l1ty, local go\emn1ent and <;tatc go\ cmmcnt le, els 

3.3.2 Exclusion criteria 

3.�

I . l)1 scasc ffi()nitoring and cvaluaticH1 () ftic.ers 

2. I-1calth \1anagcn1cnt lntom1ati0n Systcn1 l nit offi<.crs

San1plc siJ"e dctern1ination 

·rh 
· 

le "t·z,, fior the studv ,,:ould he dcnvcd fro,n the to1111ula:
c n11n1111un1 sar1p , ·" - . 

. ', I . " X pq 

d" 

\\'here'-: ,n1nin1un1 csti111atcd san1plc sll'.C

I• I .. , ,0vcn11ncnt hcallh dcpartn1ent� th,1t tl'p\ltt regul,HI) t(, the
p () 8 -58 ( propnrt 1<)11 n I ica g 

I) ( [)arro cl ,ii 20 I 0)
')late cp1dcn11c,lc,gy uni ' · · 

I I ·· I , )\CilllllClll health dl'p,111111l'nt, th.it d\ 111 t ll'p111t 1cgul.11l,
q (J.142 (pr<1por1HJll o oc.r gi 

lo the state cp1dl'1n1<>l«>g} unit)

d 
-11 )

<J.()5 <prcc1s1<111 le\.cl ,,1 " " 
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Z = 1. 96 (standard nonnal d · t· 9 ev1a 10n at 5% confidence interval) 

N = l .962x0.858x0. l 42 = 188 surveillance units 

0.052 

Adding a non response rate of 5%, the minimum sample size estimated will be

approximately 198 surveillance units. 

3.5 San1pling technique 

A multi-stage sampling technique \.\'as used. 

Stage 1: 

From the sample fra111e of Local govem1ncnts in each of the three senatorial districts in 

Oyo state, tl1ree local govern1nent areas were randon1ly sampled by balloting from each 

senatorial district. 

Stage 2: 

Fro1n cacl1 local government area san,pled, 7 wards were randomly selected. 

Stage 3: 

Fro111 each ward, 3 health facilities were randomly selected .

Stage 4 

From each health facility, the surveiliance focal officer was selected for the study.

3.6 Stud\ variables
• 

Dependent variables assessed are:

I) Short tenn reporting co1npltancc (6 monthc;)

2) \11d-ten11 reporting compliance ( 1 year)

• 

lndcpcn<lcnt variables assessed are:

t. , ( ,ender 0ccupat1on. length or scr, 11.'L'. 1ch!!1l,n, 1n,1nt,il

I) Soc10-dcn1<)graph1c.: actors g 

5ta!U!>} 

I <l • I "Ll..,.·cillancc datafln\V 
2) Kn<>v.,' c gc <> , '· 

( IL'P''' ting 1l1rn1!'-, tr,11n1ng. !--ll)'l'r' 1,ll1n. IL'L'dh,1L'\._,

1) Survcil lance <iupp<1rt I unct inn..,

..... -111d 1'und1 ng)
l<>gi�tJc rc-,ourLl:., • 
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I 3.7 Variable definition/Indicators

1) Reporting compliance:

For determining the predictors for monthly disease reporting compliance, the levels of 

compliance assessed in this study are the short tenn and mid-term reporting con1pliance. 

However, there are three levels of compliance \.vhich are: 
• 

a) Short term reporting compliance - This refers to the regular and consistent

reporting of monthly surveillance data for a period of 6 months without missing

any by a sun1eillance unit. Tl1erefore, only those that reported regularly for the

period of 6 1nonths where regarded as short tenn "Compliant'' while surveillance

units tl1at reported irregularly (missed at least a monthly report) and surveillance

units that don't have a surveillance reporting system at all where both regarded as

short term "Non Co1nplaint".

, b) Mid- tern1 reporting compliance - Tl1is refers to the regular and consistent

I 

reporting of monthly surveillance data for a period of I year without 1nissing any

by a surveilla11ce unit. Only those that reported regularly for the period of I year

\Vhere regarded as m1d-te1111 "compliant" \.Vhile surveillance units that repo11ed

irregularly (missed at least a monthly report) and surveillance units that don't

have a surveillance reporting systcn1 at all \Vhcre both regarded as short· tenn

"Non Complaint".

c) Long terni reporting con1pliance: This refers to the regular and consistent

reporting of 1nonthly suneillancc data for a period of O\'er and above I year

· 1 t sing any by a surveillance u1ut. Ho\VC\.er, due to the cross c;cct1onal
\Vlt 10U ITil:-.. 

, t' th resc.,rch c;;tudv. long tem1 reporting con1pliance cannot be asse�sed.
n,1ture o 1<, · ,, 

t 11 ,;;urvcillancc units \\ as chosen a<s the \tandard bench

Eighty percent pertonnance a a 

ch surveillance gu1deltnc indicator<; ha.;;cd on the\\ llO C [)C

mark for cc)mpltance to ca 

. . IO !999 Sow ct al 201<>. Saha! 2011) 1 c 11 \0° o l)I sur\c1llan1..1..

guide tor Afnca (\VI

I Particular surveillance gu1delinc there 1, ,,lid tl) ht' .in

units 1n a place cc>mP Y tn a

I'· cl<) that paiiicular :-.t1r\cill,111lL' J.!Uldl'l1n1..' 1n that ph1c1..' (1..1tv.

acceptable level of cc>inp i,inc 

state. (>r region etc)

• 

so 
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2) Surveillance support functions - Surveillance support functions are those factors

that facilitate compliance ·th th _c 

. . • 

w1 e pe1 iorrnance of the core surveillance guidelines.. The

availability of these surveillance support functions at surveillance units assist in ensuring

compliance. Surveillance reporting support functions include:

a. Reporting forms (IDSR 003): Availability of IDSR 003 reporting fonns

at surveillance units (Yes/No);

b. Training: Availability of training on disease surveillance for surveillance
• 

worker at surveillance units (Yes'No);

c. Supervision: Availability of supervisory visits from higl1er health

authorities (Yes/No):

d. Feedback: Availability of feedback fro1n higher healtl1 authorities to

reporting surveillance unit on the outcomes of reports sent (Yes/No);

e. Logistic resources: Availability of logistic resources such as offices,

1notor vehicle and adequacy of stationeries at surveillance units (Yes/No);

f. Funding: Adequacy of finance,imprest for surveillance activities at

surveillance units (Yes/No)

3.8 Data collection instrument

There \Vere t\.\O (2) research instruments used in this study. The first is a se111i structured 

questionnaire that is divided into fi\'C sessions and was filled by every consenting study 

participant. The semi-structured qucst1oru1airc had five sections was used to collect 

relevant 1nto1mation on:

Section A: 

Section B 

Section (': 

Section D: 

Scct1<)n E· 

Socio-dcmograph1c data

Kno,v ledge Of survc1 llance \vorkcrs

Reporting and fecdhack systc1n

Ep1dc1n1c response sy<stc,n

S Ul'\'Cil lance <support funct1on<s
• 

. . . , . . ·hcckli..,l used lo record 111hlrt11at11111 rt:lat1ng Ill :--lltllC lll the..'

I he !>CC()nd 1nstru1ncnt is .i c 

:,� the util11.1t1on of standard c,1sc dclin1t1lll1, l·,1sc

II . , ·ic·t1v'1t1cs -.uch
c<>rc sul'\ e1 ancc , 

l I CilSC..' 

C<>nlinnation hy lahnratory c" 

cp1dcn11c rc-,p<Hl'iC .,nd availahil1ly ul

rcgi:,;ll .1t111n. dt.,L'.I l' 1 cp,11 t111g. d,11,1 ,111,d� ,1,.

lng1-.11L fl'solllL'l'" It ,, ,,, ""1..·d h 1 .1,s1..·,, the..·

c; I 
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compliance to the other surveillance guidelines by reviewing the health facility outpatient 

register, log books and copies of laboratory reports at health facilities; copies of reported 

IDSR 002 & 003 forms I evidence of reports (for a year), tables charts showing analysis 

of epidemic-prone diseases, minutes of meetings of epidemic preparedness and Rapid

response team, and also to ascertain the availability of standard case definition and

logistic resources at the surveillance units . 

3.9 Validity 

Validity of the instrument was ensured through the devclopn1ent of a draft instrun1cnt by

consulting relevant literatures, adopting questions from relevant questionnaires of

researches related to the study vvith the help of my supervisor and subjecting the draft to

independent, peer a11d expert reviews, particularly expert in public health.

3.10 Reliability 
• 

The instruments used to collect data for the study \Vas pre-tested a111ong surveillance units

in Ibadan North-West Local government area. The both instruments \Vere used to collect

data from 20 (10% of the sample si.ze) eligible surveillance units. Thereafter, the

questionnaires were subjected to a n1easurc of internal consistency using the Cronbach 's

Alpha 1nodel tech11ique. The rehab1lity \ alue obtained for the study was 0.719. The

reliability coefticicnt obtained from this analysis was used to ascertain the statistical

reliability of the instru1nent.

3.11 Data collection procedure

Questiot1naires \Vere self-administered The purJ)ose of the study \\as explained to the

h ,eillance unit. The questionnaires \\'ere adn11nistcrcd to 0nl) tho-,e

respondent at eac sun 

. . t The 111ax1mun1 tune allotted for rctu111 ot quc-,t1011na1rc to the

\Vho agree to part1cipa c 

d . .. rJ c ·kllst \Va'> u,cd to re\ JC\\ the record� and h,g1st1c rcsl1t1rlC'-

rcscarchcr \\·as l\VO <1)5 '- 1 c 

. 
. The tclcph<)nC (.Ont,1ct or caLh consenting p.1rttc1p,u1t \\',ts

at the sun1c11lancc units. 

. • . 0 1110111tor and cn,url· the cnllcLtt<1n nl the quc-,tH,nn,urc ·rhl'

collected ( 1 I al 1<)\\Cd) so t1s t 

I. . . L'<lll·ilctl 11cr .. ur, cdl,1ncc unit:-- ,ind chl·ckcd dad\ tll

. d ·I . ·k 1sts ,..,crc ' · 

qucstH>nna1rc'> an c ice · · 

, • 1111111pri.11cl \ Ii lied
cn�urc that all -;cgn1cnl'- arc " , 

Sl 
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Timelines and completeness of weekly reports for the state for the year 2014 (January -

December) was obtained from the W.H,O Oyo state office. 

3.12 Data analysis 

Data was entered and analyzed on SPSS (Stat1st1cal Package for the Social Sciences) 

version 20. Descriptive statistics as mean \vith their standard deviation, frequency and 

percentage \Vas used to describe the general charactenstics of the respondents at the 

surveillance units. Association bet\veen categoncal vanablcs was examined using chi­

square test (bivanate a11alysis). Mult1var1ate Jog1st1c regression was perfonned to 1dentif)• 

predictors for compliance \\ith the monthly disease reporting guideline. Results of the 

logistic regression a11alys1s ,,ere presented ,v1th a 95° 0 confidence interval (CI) A 

probability level l1f p < 0.05 \Vas accepted as being of statistical s1gn1ficance. 

3.1 J Ethical consideration 

Ethical appro\•al for tl1e study \vas obtained fro1n the Oyo State Ethical Re\ 1ev. 

C<.)m 1n i ttce. 

The contidentialit_y of the respondents\\ as ensured and protected as there \\ as no request 

for nainc, and personal addresses. The nature, purpose and processes 1nvol\ cd 1n the 

stud\ \\Cre \\CII explained to the part1c1pants \Vtth en1phasi.., on contidcnt1alit}1
, J)n\'aC)'

J 

and anon}mtty of 1nfo1mation provided. In other to ensure anon}1nit\ of response..,, code 

b a. gi\· ,11 to ··ach part1l..1pant and an\ ft.11111 ot 1dcnttlicat1on ,va<; not included 1nnun, crs \\ s 1.: -. -

the que<;ttonnai res Jnd <.:hc<.:klist. [nfL1imation g.ithcrcd f ron1 the re..,pondcnts ,, as stored In

I k 1 re tor analyst.., hv the principal investigator and ,\ 1th n0 accc..;s to
t 1c computer pnc < g • . ... 

unauth<>n1:ed pcrs<.lns. 

I t ·as obtained frorn the rc..,pondent.;; hcl<)JC adn1u11stratH)n t)f the
\\'r1ttcn 1nfonne< C<lnscn \\ · 

qucc;t1<1nna1rc.., an<l checkli5L

Sl 
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4.0 Preamble 

CHAPTER FOUR 

RESULTS 
• 

This chapter contains tl1e results for this study ai1ned at detennining the co111pliance with 

epiden1ic-prone disease surveillance and response guideline among surveillance units in 

Oyo state. Also, it contains the results for the knowledge of sun1eillance \.Vorkers on 

epidemic-prone disease surveillance: the support functions at the surveillance units and 

finally sl1ows associatio11al results for the factors affecting disease reporting compliance 

, among surveillance units in Oyo state. 

I 

The results fro111 this section are obtained from the responses of l 99 respondents (N= 199) 

in this study; \,\·ith 189 respondents (n -I 89) fron1 health facilities, 9 Disease Sun1eillance 

and Notification ot11cers (n=9) at the Local 

epide1nio]og1st (n= I) at the State govcm1nent level. 

Sil 

go\ern1nent le\ el and the State 

• 

• 

•
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4.0 Preamble 

CHAPTER FOUR 

RESULTS 
• 

This chapter contains the results for this study ai1ned at determining the con1pliance with 

epidemic-prone disease surveillance and response guideline among surveillance units in 

Oyo state. Also, it contains the results for the knowledge of surveillance v.•orkers on 

epidemic-prone disease surveillance; the support functions at the surveillance units and 

finally shows associational results for the factors affecting disease reporting compliance 

a111ong surveillance units in Oyo state. 

The results fro1n this section are obtained fro111 the responses of 199 respondents (N= 199) 

in this study; \Vith l 89 respondents (n= 189) fron1 health facilities, 9 Disease Surveillance 

and Notitication officers (n=9) at the Local go\ emn1ent level and the State 

epidctniologist ( n== 1) at the State govem111ent level.
. 

•
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4.1 Socio demographic characteristics of the study respondents 

The respondents were aged between 22 and 66 years with a mean age of 40.15 (SD = ±

10 years). (Table 4.1) 

There were more females (65.3%) than males (34.7%). A sizeable proportion, (79.9%) of 

the respondents was married, wllile one {0.5%) was a widower. Majorities (80.9%) of the 

respondents were non-doctors. Majority (97°/o) were Yoruba's while others were either 

Igbo or Hausa. (Table 4.1) 

Tl1e State cp1den1iologist is a Medical doctor and has been in service for between 11 - 20 

years. He is a 1nan1ed 1nale \.Vtth MBBS and a postgraduate qualification of Master of 

Public Health i11 Co1n1nunity Medicine. 

• 

• 

•
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Table 4.1: Socio-demographic characteristics of study respondents at surveillance units

Characteristics 

Age 

20-29 years 
30-39 years 
40-49 years
50 years and above

Gender 
Males 
Females 

Level of Education 

Primary 
Secondary 
Tertiary 
No fom1al education 

Education qualification 

Registered Nurse {RN) 
CI-lEW CI-10 
B.Sc,f-TND
MBBS
Othcrsa

Occupation 

Nurse 
Medical Records officer 

Doctor 
Others0

Length of Service 

1-"i years 
6-10 years
11-20 years
21-30 year,

Religion 

('hnst1an1ty 
I,lim 

Ethnicit, 
Yoruba 
lgbo 
ffau,a 

\Jarital <;tatuc; 

'v1 arnt;J 

"1 •i-' )l ()thcr'> 

f,(: ,cl of function
Jl<>l1: 

I .ocal govt area

I lcalth !ac11lly ____ ----- -
----

1,...=_W_A_ssc-r�/OND 

h=f)S'\() l,abtlral1lry sc1cnt1st

·r) 40 IS }car!\ I I()
*\1can age 1 S · -

N=199 

34 
69 
46 
50 

69 
130 

0 
7 

192 
0 

69 
42 
39 
38 
1 I 

109 
41 
38 
1 I 

26 
'i 5 
55 
63 

117 
82 

193 
4 

I 'i9 
40 

l) 

I 'i' > 
- - -

S(i 

% 

17 
34.7 
23.1 
25 l 

34.7 
65.3 

0.0 
3.5 
96.5 
0.0 

34.7 
21. l
I 9 .6
19. l
5 5

54 8 
20.6 
I 9 I 
5.5 

I 3. I 
27 6 
27 6 
31 7 

59 3 
41 2 

97 0 
2 0  
1.0 

... () () 

20 1 

() 'i 

, I ,; 

l) 'i
- -

• 

• 

• 

• 
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4.2 Kno,vledge of the study respondents on Epidemic prone disease surveillance 

4.2.1 Pathway of dataflo\v 

The knowledge on the pathway of surveillance data flow was higher a1nong the Disease 

Surveillance and Notification Officers at the Local government level (I 00%) than an1ong 

respondents at the health facility level (52%). (Table 4.2a) 

4.2.2 Use of IDSR forms 

• 

Knowledge on the use of IDSR fon11s was generally low at the health facility level; with 

the highest knowledge (49.7%) being on the use of IDSR 003 fonn and the lowest 

knowledge (8.5%) being on the use of IDSR 00 IC fonn. In contrast. the knowledge on 

the use of tl1e IDSR fonns was high at the Local goverrunent level "vith the lowest 

knowledge (77 .8° 0) being on the uses of IDSR 001 B form. (Table 4.2a) 

• 

57 
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Table 4.2a: Knowledge on surveillance dataflow pathway and use ofIDSR fonns among

surveillance units 

VARIABLES 

Surveillance data path,vay 

Pathway of data flow 

Use of IDSR forms 

Use of IDSR 001 A 

Use of IDSR 001 B 

Use of IDSR 00 IC 

Use of IDSR 002 

Use of lDSR 003 

Health facility 

(n-189) % 

100 52.9 

36 I 9.0 

22 11.6 

16 8.5 

5 I 27.0 

94 49 7 

58 

Local Govcrnn1ent

(n=9) 

9 100 

9 JOO 

7 77 78 

8 88 89 

9 100 

9 100 
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4.2.3 Use of Disease surveillance & Notification records 

Knowledge on the use of DSN records was generally low at the health facility level; with 

the highest knowledge (20. l 0%) of the use of DSN records being on the reporting of 
diseases to health authorities next to the use of the records for health planning (11.64°'0)

while the least was its use for the mo�itoring and evaluation of health care system and 

disease control (6.88%%). Meanwhile at the local government level, the Knowledge on 

the use of DSN records was generally high and followed the sa1ne patten1 of knowledge 

on the uses of the DSN records. (Table 4.2b)

• 

• 

• 
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Table 4.2b: Knowledge on the use of Disease Surveillance and Notification (DSN)

records among surveillance units 

VARIABLE 

Uses of DSN Records 

Health planning 

For research purpose 

For statistics purpose 

Reporting to health authorities 

Detect outbreak 

Health facility 

(n=I89) % 

22 11.64 

11 � 8? ). -

16 8.47 

38 20.10 

20 I 0.58 

Others
0

lJ 6.88 
3=Monitor & C\:aluate health care syste1n / disease control 

60 

Local Governn1ent 

(n=9) 

6 

4 

7 

5 

5 

% 

66 67 

44 44 

77 78 

55.55 

55.56 

• 
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4.2.4 List of epidemic-prone diseases 

Knowledge on listing the epidemic-prone disease at the health facility level showed that

the knowledge of diarrhoea with blood (shigella) and rughly pathogenic avian influenza

(HP AI) being epidemic-prone disease were lowest (5.8°/0 and 9.5°/o respectively) and was

highest with measles (77 .2%). However, at the local government level, the knowledge on

listing the seven epidemic-prone diseases was high. (Table 4.2c)

4.2.5 Incubation period of Epidenlic prone diseases 

Generally, the kno\vledge on the incubation periods of the cpiden1ic-prone disease was 

poor at both the health facility and local gove1mnent level even though it was better at the 

local govemn1ent level. None of the Disease Surveillance and Notification officers knew 

the incubation period of higl1ly pathogenic avian influenza. (Table 4.2c) 

At the state level, the knowledge of the State epiden1iologist on epidemic-prone disease 

surveillance was perfect as he knew all that was asked of him on cp1demic-prone disease 

survei l la11ce. 

• 
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Table 4.2c: Knowledge on epidemic-prone disease among surveillance units

Health facility Local Governn1ent 
VARIABLES 

(n=189) % (n=9) %

Listing of Epidemic prone 
disease 

• 

Cholera 116 61.4 9 100 

Cerebrospinal Meningitis 100 52.9 9 100 

Diarrhoea with blood (Shigella) 11 5.8 7 77.78 

Highly Pathogenic Avian Influenza 18 9.5 7 77.78 

Measles 146 77.2 9 100 

Viral hen1orrhag1c fevers 103 54.5 9 100 

Y ello,v fever 63 33 3 8 100 

Incubation Periods 

Cholera (Fe,v hours - 5 days} 40 21 2 44.44 

Cerebrospinal Mening1ti!> 10 5 3 3 33.33 

(2-10 days) 

Diarrhoea ,v1th blood ( 1-4 days ) 3 I 6 ') 22 22 
� 

Highly Pathogenic A.\ ,an Influenza 9 4 8 0 o.o.

(2-8 days) 

29 15 .3 4 44.44 
Measles ("7-18 davs) 

37 19 6 4 44 44 
\' 1ral hen1orrhag1c f c, ers 

(1-21 days) 
33 33 

15 7 .9 3 
Y c llo,v f e, er ( 3-6 days) 

- --

- ---

I 
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4.3 Compliance with epidemic p d' · 'd Ii - rone 1sease surveillance and response gu1 e ne

among surveillance units 

Compliance with the utilization of standard case definition in identifying cases of

epidemic-prone diseases at all health' facilities is 25.7% while only 2.6°fo of healtl1

facilities analyze epidemic-prone disease data. Mean\vhile, only 56 focal health facilities 

(focal sites) from the rando1nly selected local governments are designated to report cases

of weekly epide1nic-prone diseases. (Table 4.3a) 

At tl1e local government level, the con1pliance \Vith surveillance data analysis guideline 

(77.78%) and epide1nic preparedness \vere not up to standard while the reporting 

compliance \vas above the 80% WHO/CDC reco111mended standard. (Table 4.3b) 

Despite a reporting practice existing i11 82.4% of the surveillance units, only 77.4% of all 

199 surveillance units \vere found to report regularly over a period of 6 months and only 

65.8% of all surveillance units reported regularly over a period of 1 year. (Table 4.3c) 

Tiineliness 311d conlpleteness of weekly reports ranged from 81 °,'<> to 100% for both. The 

tinlcltness \Vas 94_44°10 while the co111pletcness \vas 94.89%. (Table 4.3d) 
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Table 4.3a: Compliance with epidemic-prone disease surveillance and response 
guidelines at health facilities 

GUIDELINES 
Health Facilities Standard W.H.0 benchmark 

1 ----=--:---:-=--:---------�(N�=�l�89�}� __ 0�1/o?.,_ ______ 
0

.'....::1/o:__ ___ ....a.•-Case Identification 

I 

I 

Utilize Standard case definition 

Case confirmation 

Utilize laboratory confirmation 

Case registration 

Register cases 

Disease Reporting 

Regular monthly report (6 months)

Regular monthly report ( I year)

Have a reporting practice 

Analyze EPDn data 

Analyze data 

49 

162 

180 

144 

121 

154 

5 

25.9 

85.7 

95.2 

76.2 

64.02 

81.48 

2.6 

Focal Health Facilities
b

(n=56) % 

47 83.9 

80 

80 

• 

80 

80 

80 

Standard \\ .H.O benchn1ark 

% 

80 
Regular weekly report (6 monlhs)

56 100 
Presence of Zero rc11orti11gg_2p�ra�c:!!l1�c£C ___ ��----...:.....:..-----

a= Epidemic prone disease
. . ected to report weekly

b= Only the focal health facil1t1es are exp 
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Table 4.3b: Compliance with Epidemic prone disease surveillance and response 

guidelines at Local Government health depa1trr1ents 

• 

GUIDELINES Local Government Standard \iV.H.O 

N=9 

Disease Reporting 

Regular monthly report (6 months) 9 

Regular monthly report ( I year) 9 

Regular weekly report (6 months) 8 

Have a reporting practice 9 

Presence of Zero reporting practice 
• 

NI
3

Feedback 

Provide feedback 9 

Analyze EPD data 

Analyze data 7 

Epidemic preparedness & response 

ll Presence of EPRR team 9 

Presence of EM Cc 0 

Written EPRR plan 0 

Res1)ond to outbreaks ( 48 hours) NI 

Stocks of drugs 0 

9 

Stocks of inatcrial supplies
--

;i -NI - No I11format1on
d Rapid Response

b Ep1den11c Preparedness an 

c= Epidemic Management Com1n1ttee

Benchmark 

% 

• 

100 

100 

88.89 

100 80 

NI 80 

100 80 

77.78 80 

100 

0 0

0.0 • 

NI 

0.0 

100 
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Table 4.3c: Summary of compliance with epidemic-prone disease reporting guideline
among all surveillance units 

GUIDELINES 

Disease Reporting 

Regular monthly report (6 months}

Regular monthly report ( l year}

Have a reporting practice 

• 

All Sun·cillance Units 

(N=l99) 0/o 

154 

131 

164 

77.4 

65.8 

82.4 

Focal sur,eillancc units 

(n=66) % 

Regular weekly report (6 _!11�t.:...11s::....t.) _____ 56 ____ 84 �"-__

•
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Table 4.3d: Timeliness and completeness of weekly reports reaching the State level perlocal governments (January- December 2014)

Benchmark (For both indices) 
Local Timeliness (%) Completeness (%) 

% Governments 
Afijio 100 100 80 

I 
Akinyele 100 100 80 • 

Egbeda 94 94 80 

Ibadan North 85 87 80 

Ibadan South-East 81 81 80 

Ibarapa East 100 100 80 

Kajola 98 98 • 80 

Ogbo1nosho South 94 96 80 

Surulcrc 98 98 80 

l\tlcan 94.44 94.89 80 

• 

I 
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4.4 Surveillance support factors at surveillance units

4.4.1 Health facilities

Surveillance support fun ct· h ions sue as standard case definition, IDSR forms, tra1n1ng
received, supervision visits and feedback received were available at below 50°/o of the
health facilities. However, the adequacy of funding for surveillance activities was

reported at one hundred and fourteen (60.3%) health facilities.

Logistic resources such as the availability of office, calculator, telephone, generator and 

n1otor vehicle and adequacy of stationery were available to the surveillance workers at 

the healtl1 facilities wl1ilc computers, printers ,,vere predo1ninantly unavailable. (Table 

4.4.1) 
• 

4.4.2 Local government and State Epidentlology unit 

At the local govemn1ent level, all Disease surveillance and Notification Officers reported 

that tl1ey had receiv·cd training, feedback from the state epidemiology unit, availability of 

IDSR forms and adeqt1acy of funds/i1nprest for surveillance activities. However, only n,\O

of the Disease surveillance and Notification Officers had recc1\ed supervisory \'isits this

year. 

Logistic resources suc)1 as oftices, calculators, telephones 1vvere a\ ailable to all Dtsease

sun eillance and Notification Officers, mean\vhile p1inters 'v\ere not available to an, of

h ·11 nd Notification Officers Mean\vh1le, all sun e1llancc supJ)Ort
t e Disease surve1 ance a 

db tie State epidemiologist be available to h1111 (Tal>le 4.4.2)
functions \\ ere rcportc Y 1 
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Table 4.4. l: Surve1Hance support functions available to lhe surveillance \vorker at health facilities
SUPPORT FUNCTIONS Available Inadequate �ot AYailable 

Standard case definition 52 (27.5°10) 137 (72.5°lo) 

Training 88 (46.6%) 101(534%) 

Supervision visit 74 (37.2%) 125 (62.8°'0) 

Feedback 81 (42.9%) 
• 

108 (57.1%) 

IDSR Form (003) 59 (31 2%). 130 (68.1�0,o) 

Logistic resource 

Office 160 (84.66�0) 29 ( 15.34°0) 

I 

Computer 75 (39.7°,o) 114 (60.3°0) 

Printer 40 (21.2°0) 149 (78 8°/o) 

Stationery I 61 (85.2°·0) 25 ( 13.2°/o) 3(1.6°0) 

Calculator 166 (87 )1°10) 23 ( 12.2°'0) 

l'vlotor car 109(66 7°0) so (33.3�o) 
• 

185 (97 9°10) 4(2.J0o) Telephone 

160 (84 7�o) 29 ( 15 3°0) Generator 

38 (20.10��) 37 ( I 9.6�o) I }4 (60J0n) Funding 

I 
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Table 4.4.2: Surveillance support functions available to DSN Officers at Local government healthdepartments 

SUPPORT FUNCTIONS 

Training 

Supervision visits 

Feedback 

IDSR Forms 

Logistic resource 

Office 

Computer 

Printer 

Stauonery 

Calculator 

Statistical package 

i\1otor car 

Telephone 

Generator 

Available 

9 (100%) 

2 (22.22%) 

9 (100%) 

9 ( I 00°1o) 

9 ( I 00°10) 

6 (66.67°0) 

6 (66.67%) 

9 ( I 00) 

6 (66.67°0) 

9 ( lOO�o) 

8(8889°0) 

Inadequate 

3 (33.33° o)

Not Available 

7 (77 78°/o) 

3 (33 33%) 

9 (100%) 

3 (33 13°-o)

1 (33 33°0)

I (11.ll�o) 

9 ( I 000°0) Funding 

. llancc support factors \Vere ava1lable.. I unit all the survi;1 
* At the State Epideniio og) 

/0 

• 

• 

•
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4.5 Factors associated with 6 months reporting compliance at surveillance units

Bivariate analysis was performed with "regular monthly reporting coinpliance for 6

months" as the dependent variable. The results are presented in Table 4.5 below.

Toe statistically significant factors associated with monthly reporting compliance for a 

period of 6 months include marital status, length of service of the respondents, and 

knowledge on surveillance data flov.1. Other statistically significant factors were the 

availability of IDSR 003 re1Jorting fo1ms; training on disease surveillance; supen is1on, 

feedback and the availability of logistic resources sucl1 as 1notor vehicles, adequacy of 

stationeries and funding. (Table 4.5) 

Factors that led to a h1gl1er compliance rate were availability of training (97.1 %), 

supervision (91.5%), feedback (90.1 °o), funding (94.48%) and knowledge on surveillance 

dataflow (86.4%). Respondents \vith 21-30 years of service had the highest con1pliance 

rate (93 _ 701o). Respondents that were rna1iied were 1nore compliant (81.8°/o) than 

un111anied respondents (60%). (Table 4.5) 

• 
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Table 4.5: Factors affecting 6 months reporting compliance at surveillance units

FACTORS 

SOCIO-DEl\>IOGlv\PH ICS 

Gender 

Males 
Females 

Religion 

Chnstianity 

Islan1 

l\la rital status 

Married 

Othera

Occupational status 

Doctors 

Non-doctors 

Length of Scr,ice 

1- l O years

11-20 years

?J-30vears- . 

KNO\\ LEDGE 0-.: SLIR\'EILL.\NCE 

Kno,,ledge on data no,, 

Yes 

No 

�l'PPORT FL ",CTIO"I� 

Reporting forms 

A,a1lable 
Not available 

I raining 

A, a1lahlc 
Not a\ ailabll: 

Reporting 
Compliant 

N= 154 (77.4%)

55 l79.7°�) 
99 (76.2%) 

• 

92 (78.6%) 

62 (75.o0 o) 

I 30 (8 I .8° 0) 

24 (60°,o) 

25 (65.8°0) 

129 (80 J0o) 

49 (60 5°0) 

46 (83 6°/o)

59(937°0) 

95(864°0} 

'i9 (66 1°,0)

67(97.]0o) 

';{7 ( 66 9
° o) 

94 (lJ'i l)",.) 
60 ( 4i() •I"" I

72 

Reporting 
Non- Complaint 

N= 45 (22.6%) 

I 4 (20.3°,o) 
31 (23.8°/o) 

25 (21.4° 0) 

20 (24.4° 0) 

29 ( 18 2°-o) 

16 ( 40°/o) 

13 (34.2°'0) 

32 (19 9° 0) 

32 (39 5° 0) 

9(16 4° 0) 
-I (6 3°0} 

l'i(l16°o) 

30 (.33 7°0) 

2 ( 2.  9° 0)

43(31 1°
01 

4 (•I 1
°

,,J 

11 (•tllh" .. ) 

x
i P value 

0.326 0.568 

O 252 O 6116 

8.642 0 003 

3.610 0 057 

• 

23 9,;9 <0.001 

I I .326 0.00 I 
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•Table 4.5 (Cont'd): Factors affecting 6 months reporting compliance at surveillance
uruts 

Supervision 

Available 
Not available 

Feedback 
Available 
Not available 

i\ilotor vehicle 

\\ailablc 
Not available 

Stationer) 

Adequate 

Inadequate 

f'unding 

,\dcquatc 
Inadequate 

a=singlc \\ ido\ver 

65 (91 5°/o) 
89 (69.5°/o) 

82 (90.1 °/o) 
72 (66 7°

0) 

96 (�2J(O o) 
58 (69 9°·ii) 

135 (R0.4°,o) 

19(613°
0) 

117(9448°
0) 

37 (49.3°0) 

73 

6 (� 5°-o) 
39 (30 5°·o) 

9(9 9° 0) 
36 (33 3°�) 

20 ( 17.2°0) 
25 (30.1 �'o)

33 , 19.6�0> 

12 (3S 7�o) 

7(56° 0) 
18(50 100)

12 652 <0.00 I 

I 'i.51 <0.00 I 

4 'ill6 0.032 

5 437 0.020 

• 

54.131 <O 00 I 
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4.6 Factors affecting 1 year t· . . . repor 1ng compliance at surveillance units

• 

Bivariate analysis was perfonned with "regular monthly reporting co1npliance for 1 year"
as the dependent variable. The results are presented in Table 4.6 below.

The statistically significant factors associated with monthly reporting compliance for a 

period of 1 year include occupational status, length of service, and knowledge on 

surveillance dataflow. Other statistically significant factors were the a\ ailability of IDSR 

003 reporting fonns, training on disease surveillance, supervision, feedback and the 

adequacy of funding. (Table 4.6) 
• 

Factors leading to a I1igher compliance rate over a year include the availability of training 
(90.8%), supervision (84.5%), feedback (80.2%), adequacy of funding (81.5°'0) and 

knowledge on surveillance dataflo,v (86.4%). Respondents with 21-30 years of service 

had the }1ighest coinpliance rate (82.5%). Non-doctors were 1norc compliant (70.8%) than 

doctors (44.7%). (Table 4.6)
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4.6 Factors affecting I y · · ear reporting compliance at surveillance units

Bivariate  analysis was perfonned w·th" 1 hl 
· · fi I "

1 regu ar mont y reporting compliance or year 

as the dependent variable. The results are presented in Table 4.6 below.

The statistically significant factors associated with monthly reporting compliance for a

period of l year include occupational status, length of service, and knowledge on

surveillance dataflow. Other statistically significant factors were the availability of IDSR 

003 reporting forrns, training on disease surveillance, supervision, feedback and the 

adequacy of funding. (Table 4.6) 

Factors leading to a higher compliance rate over a year include the availability of training 

(90.8%), supervision (84.5%), feedback (80.2°/o), adequacy of funding (81.5%) and

knowledge on surveillance dataflow (86.4%). Respondents with 21-30 years of service

had the highest compliance rate (82.5%). Non-doctors were n1ore compliant (70.8%) than

doctors (44.7%). (Table 4.6) 

• 
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Table 4.6: Factors affecting 1 year reporting compliance at surveillance units

FACTORS 

SOCIO-DEMOGRAPHICS 

Gender 

Males 

Females 

Religion 

Christianity 

Islam 

i\Iarital status 

Married 

Other3

Occupational status 

Doctor 

Non-doctor� 

Lenoth of Service 
., 

1-!0year� 

I 1-20 years 

21-30 years 

KJ\O\\ LEDGE 01' <.;t Jl\ EJLLANCE 

KJ10,,·ledge Oil data flO\\

'{es 

No 

SL PrORT Fl '\CTIO"'" 

Reporting form (IDSR OOJ) 

,\\ail ab le 
;-..;01 availahlc 

I raining 

A \ailahlc 
Not a-. a1lablc 

Reporting 
Compliant 

N= 131 (65.8%)

43 (62.3%) 
88 (67.7°/o) 

81 (69.2°10) 

so (61 0° 0) 

109 (68.6°'0) 

22 (55 0° 0) 

17 (44 7°'o) 

114(708°0) 

39 (48 1°0) 

40 (72,2°0) 

52 (82 5°0)

83 (75 5°0) 

48 (53 9°·o) 

64 (92 �"n) 
67/'iJ'i"n) 

R() 1qo 8° nl

42 (41 6"11)

75 

Reporting 

Non- Complaint 

N= 68 (34.2%) 

26(37 7°0) 
42 (32.3%) 

36 (30.8°0) 

32 (39.0°0) 

50 (31 4°/o) 

18(45.0°0) 

21 (55 3° 0) 

47 (29 2°0) 

42 (51 9�10) 

I 'i (273° 0) 

I I ( 17 5° o) 

27 (24 5"o) 

41(46 1° 0) 

'i (i 2°n) 
/) '\ (41;t 'i0o) 

() (') .:'"n} 
,,> ( 'iS ,I'' n l

x
z P value 

• 

0.579 0 447 

1461 0 227 

2.610 0.106 

9 289 0.002 

20.241 <0.001 

• 

IO 130 0 001 

'\4 034 n 00 I 
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Table 4.6 (Cont'd): Factors affecting 1 year reporting compliance at surveillance units
Supervision 

Available 
Not available 

Feedback 

Available 
Not available 

1\-lotor vehicle 

Available 
Not available 

Stationery 

Adequate 

Inadequate 

Funding 

Adequate 
Inadequate 

�=s1 ogle/widower 

60 (84 5%) 
71 (55 5%) 

73 (80.2%) 
58 (53. 7°

10) 

82 (70.7%) 

49 (59.0°,1<>) 

112 (66.7°/o) 

19 (61 3°·o) 

101 (8l.5�o) 
30 (40.0°/4) 

11 (15.5°,,o) 

57 (44.5°/o) 

18 (19.8'1/o) 
50 (46.3%) 

34 (29.3%) 

34(41°•0) 

56 (33.3° 0) 

12 (38 7°0) 

23 ( I R.5°/o) 
45 (60 0° 0) 

• 

17 119 <0.001 

15.437 <0.001 

2.921 0 087 

0 336 0.562 

35.698 <0.00 I 
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4.7 Predictors for 6 months r tin 
· · · epor g compliance at surveillance units 

The statistically significant variables in, the bivariate analysis were further analyzed using

the multiple logistic regression model. The result of the multivariate analysis for 6

months compliance is presented in Table 4.7 below. 

Multivariate analysis shows that tl1e predictors for co1npliance with monthly reporting 

guideline for 6 months were training of surveillance workers on disease surveillance 

(OR==7.917; Cl==l .653-37.919), knowledge on surveillance data flow pathway among 

surveillance workers (OR=4.804; CI=l .636 14. l 04), adequacy of funds (OR=27.805;

CI=7 .683-100.6) and 21-30 years of service (OR=6.4 l 2; CI= 1.357-30.309). (Table 4. 7) 

• 
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• Table 4.7: Predictors for 6 months reporting compliance at surveillance units

Variable 

Marital status 

Length of service 

Pathway knowledge 

Reporting form {IOSR 003) 

Received Training 

(on disease surveillance) 

Receive Supervision from 

{higher health authorities) 

Receive Feedback from 

(higher health authoriues) 

Motor vehicle 

Stationery 

-

Funds 

a=Sinole,W1dov:er 
"' 

Categories 

Married (Ref) 
Others

a

1-10 years (Ref) 
11-20 years 
21-30 years 

No (Ref) 

Yes 

Not available (Ref) 

Available 

No {Ref) 

Yes 

No (Ref) 

Yes 

No (Ref) 

Yes 

Not available (Ref) 

Available 

Inadequate (Ref) 

Adequate 

Inadequate (Ref) 

Adequate 

78 

OR 

1 

0.529 

1 
1 185 
6.412 

1 

4.804 

1 

0.826 

1 

7.917 

1 

0.667 

1 

1.357 

1 

1.119 

1 

5.325 

1 

27 805 

95% C.I 

0.101- 2.774 

0.333 -4.223 
1.357 - 30.309 

1.636 -14.104 

0.118 - 5.799 

1.653-37.919 

0.161 -2. 768 

0.381 -4.825 

0.386 - 3 245 

0.952 - 29 777 

7.683 - 100.6 

p-value 

0.452 

0.793 
0.019 

0.004 

0 847 

0 010 

0.577 

0 637 

0 836 

0.057 

<0 001 
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4.8 Predictors for 1 year reporting compliance at surveillance units 

The statistically significant variables in the bivariate analysis were further analyzed using

the multiple logistic regression model. The result of the multivariate analysis for 12

months compliance is presented in Table 4.8 below. 
• 

Multivariate analysis shows that the predictors for I year reporting co1npliance were 

training (OR=S.668; CI=2.040-15.753) and adequacy of funds (OR=3.932; CI=J .820 - 8.497).

(Table 4.8) 

• 
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Table 4.8: Predictors for 1 year reporting compliance at surveillance units

Variable 

Occupation 

Length of service 

Pathway knowledge 

Reporting form (IDSR 003) 

Received Training on 

(Disease surveillance) 

Receive Supervision from 

(higher health authorities) 

Receive Feedback 

{higher heallh authorities) 

Funds 

Categories

Non Doctors (Ref)
Doctors 

1-10 years (Ref)
11-20 years 
21-30 years 

No (Ref) 

Yes 

Not available (Ref) 

Available 

No (Ref) 

Yes 

No (Ref) 

Yes 

r-io (Ref) 

Yes 

Inadequate (Ref) 

Adequate 

80 

OR 

1 

0.454 

1 

1.836 

2.521 

1 

2.004 

1 

1.731 

1 

5 668 

1 

1.116 

1 

0.860 

1 

3.932 

95% C.I 

0.169 - 1.218 

0.673 - 5.010 

0.883 - 7.198 

0.938 - 4.283 

0.482 - 6.210 

2.040 - 15. 753 

0.394 - 3.116 

0.338 - 2 186 

1.820 - 8.497 

p-value 

0.117 

0.235 

0.084 

0.073 

0.400 

0.001 

0.836 

0.751 

<0.001 
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CHAPTER FIVE

DISCUSSION, CONCLUSION AND RECOM1VfENDATION

• 

5.1 Discussion 

In this study, compliance with th EPD · e surveillance and response guidelines was higher

at the 5tate aTid Local government level than at health facilities. This was sin1ilar to \,vhat

was obtainable in other Nigerian states and countries in the WHO African region. 

5.1.1 Kno,vledge of surveillance ,vorkers on EPD Surveillance 

The k.no,vledge on tl1e surveillance of El)D was higher among the Disease Surveillance

and Notification Officers and State epide1niologist than the surveillance workers at tl1e

l1ealth facilities. This distinction is probably explained by the training they had received

as all the Disease Surveillance and Notification Officers and the State epidemiologist

have been trained on disease surveillance. This is similar to what was reported by Dairo

et. al, 2010 on the relationship between the knowledge of Disease Surveillance and

Notification Officers and training. Another key explanation of this variance 1n knov, ledge

is the experience tl1c DSNOs and State epiden1iologist have had as regards can·ying out

their daily duties as surveillance officers 1n their respective health authonty cover . 

The knowledge on data t1ow path\vay an1ong surveillance \\Orkers at the health fac1lit1es

· h
. d 5,01 vhich was far lov.1er than the I 00°/o a111ong the Disease

1n t 1s stu y was - 10 " 

fi t Officers (DSN officers) at the Local go\.cmment le, cl. 1l1e

Surveillance and Nott 1ca 10n 

ff-, vas s1n1ilar to what Dairo ct. al, (20 l 0) had reported 

knov,ledgc a1nong DS'f\. o 1cers " - -
� 

d that 97 60,,0 of Disease Sun et llancc and 1\ot1 ficat1on

Da1ro et al, (2010) had state ' · 
. . 

b the ath,vay of 1nfon11at1on tor sun ctllance trol)l the

Officers coulcl C<-)rrec1ly descn c p 

M. try of Health l<..110\\ led!.!C on the u,c ol the

pcnpheral health tactl1ty to thc statc ' inis ... 

oor an1ong the sul"\ ctl lance \\ nrkc-1, .,t hl·alth

IDSR forms Of)l, 002 und ooi was p ., ., (l 

· 
1 ('OI ") \\ here onl, JJ 1. J l. I. ,ind _,_, 7 

n ,,t

d h Nnchuc ct a · ·- - ., 

fac11ities as that rcportc Y 

, of the IO�fl 101111s.

health care \V<>rkcrc:; kncv.· thc uses 

ti tlon and rc�1,t1 at ion
. 

t' n con rn1:1 

5.1.2 ( a\C icJcnt11ic:1 10 , 

. ·tllancc �uidcl 111l' Pll tht· util11,1l1\l11 l1 1 

• )fOllC d1-.C,J'tl' -..Ul\l , 

( <Hnpliancc v.·1th cp1dcn11c-1 
1,1) (-.,; l)" u) ,, ,1.., tP11nd ,,111 111 bt· t,11 IP,, t·1

I .., nl I -

. tn 1dcnt1 Y L,1 L 

stan<lar<l ca5C dcl1n111nn
81 
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than what was reported in K d a una state by Abubakar et. al (2013) whereby 62% of health
facilities had standard case defi ·t· {.'. ru ion tor at least one of the priority diseases. It was also
lower tban the 2009 assessment report of IDSR in Nigeria where only 32% of hea lth
facilities had case definitions for any of the priority diseases (FMOH, 2009). This is as a 

result of the difference methodology and scope of study as both studies probably assessed 

tl1e presence of posters containing the standard case definition of any of the 22 priority 

diseases in Nigeria and not the presence and utilization of the WHO AFRO standard case 

definition adopted in Nigeria. Hov.1ever, tl1e 25.9% finding from this study was higher 

than \vl1at was reported by a study in Tanzania by Mghamba, et al. (2004) which revea led 

tl1at standard case definitions were insufficient in the health facilities, the reports of

Gueye et. al, (2005) in Tanzania, and the assessment report of surveillance in N1ger1a 1n

200 I \Vl1ere no l1ealth facility had any case definition for any of the p1iority diseases

(FMOH, 2001 ). The reason for the low availability of the WHO AFRO standard case

definition i11 health facilities in Oyo state is probably due to the fact that the standard case

definitions \Nere not distributed to all the health facilities and probably a lack of care of

the standard case definitions among health facilities g1\'en.

Tl1e coinpliance \\'Ith the utilization of laboratory test report for confirming cases of EPD

was found to 85. 7010 \vhich 1s lo\ver than what Saha I (2011) had reported v. h1ch stated that

l 11 h I h c: ·1·t 1·0 K.h' artourn state of Sudan had a functioning laborator).
a n1ost a ea t 1ac1 1 1es , 

· · 1 I . t 1·011 of cases in clinic registers in this study v,as similar to
Compliance \Vlt 1 t1c 1eg1s ra 1 

- . . 1 ('>O l 0) \Vhich revealed that clinical registers \\ere available 1n
the t1nd1ngs of SO\\ et. a. -

. 1 h t· · 1 t cs surveyed in Cape Verde and report by CDC ( 2000)

1nore than 95°/o ot hea t aci 1 1 

10 · alt11 facilltie� 1n L'ganda had chn1c rcg.1,tcrc;; ,\l<.o. 1t \\'a�

which re\ ealed that 9_ 1/o of he 

1 I (1011) \vh1ch revealed that all health lactl1t1c-... 1n

slightly be]O\'v' the report by Sa 13 - · 
. 

d . sec- 1n chn1c rcg1..,tcrs 1 hc"c s1111tlar1t1c" ,1rc
" J. reg1 <;terc ca. � 

Khartoum state 111 .,uoan · . , . 
t- ti< n and rcg1.,trat1nn arc routine praLllLL" 1n

., t that case c<)O inna , ' 
probably due to the iac 

ITI<>Sl health fucilitJCS. 
. 1, 1• 1 l·lld L 1-..l' drlin1t1Pll al hl-.illh l,1l·il1t1c-... Ill

I util11·1t1on n ",11 l' 
' [ 'h. ·1 . the ·1vailahil1ty anc ' . , o • h I. . .

ere <)re. , 
1 ('I)( hrnL·hni,11� l'I SO 11111L,lll\\ I l 1..,,-..L

', r beln,v the \VI I() a111 

Oyo state p1>or a� its la 
, . 1 . �!l"i• hcnchni,11� ,111d 1h11, d1..·c111cd !!"l'd

it ,tntlrllll HIL' .ihll\ l Ill 

confin11ati1111 and ca�(.. r(..� 
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5.1.3 Disease reporting and feedback
Altbough a disease reporting practice is available in 81.5°,o of health facil1t1es, only76.2% complied regularly with the monthl, reporting gu1del1ne o\·er a period of 6 monthsand 64.02% over a period of one year. The 81.5% ava1labil1t, of a reporting practiceamong health facilities is higher than the 57% reported 1n Kaduna state by Abubakar et.al, (2013) and the 70.9% reported by Bav.1a et. al. (2003) in Yobc state Mcan\vhile at the
local government le\cl, all the Disease Suneillance and '\otification Officers had a
reporting system available and con1plied regularly \v1th the monthly reporting for the
complete year which v.1as si111ilar \vith the report ofAbubakar ct. al. (2013) which shov..ed
that all the Disease Sur,e11Iance and �ot1fication Officers reported regularly• to Kaduna
state. Regular v. eekly reporting of EPD among the focal health facilities \\ as also sound
\\'l1ile tl1at o[ the Disease Surveillance and Not1ficat1on Officers \Vas 88.89°·0 \vh1ch v.as

similar to the 85 8°/o regular \veekly reporting 111 both Ek1t1 and Osun state that Dairo et.
al (20 I 0) had rc1)orted 

The\\ cekly reporting con1plctencss of 95° ·0 1n this "tudy 1') s1111ilar to the findings of Sov,

ct. al, (201()) ,,ht) had reported that the 1nean proportion of d1stncts in Africa \\Ith 

evidence of COlllplctencss in data reporting \\ as 92�o and the rcpo11 b) L1GMOH ct. al,

h Pl·oportion of d1stncts 1n Uganda \\'ith con1plcten<.:ss 111(2004) that reported that t c 

reporting \Vas 95��-

. , f 94 50,0 in th1-. study is higher than the tind1ngs t. f So,,· The ,, eckly rcp<lrt1ng t1melincs O 

. • . • 

h an proportion of d1stncts tn 1\tnca \\'1th c,·1dcnce et. al, 20 IO \Vho hat! reported that t c inc 
0 .. 551 . tar higher than the 47 ,o t1111cl nc,, an1ong of tin,clines" in data reporting \\a, o. ... 

districts in G t al (?OQ'i) It \Vas s11n1lar tn the report hvd b ucye c - � · 
·r anzan1a rcpo11e Y · ' 

• 
UGMOJ-f el. al. (2004) that i I t the proportion nt d1c;,tncts 111 l ganda ,,·1th c;hO\VCC t 1a 

_ h. 1 t ,,cltncs and Cl)lllplctcness re, ca led 111 th,-.9) 0 'T h C I g l 11 . 

1 cport1 ng \Vas o -
comp ctcness tn r 

. nl! thl' fnl'al -.un l'ill.111c1..' unit,,, lundL·dklv rcport111l! ,1111n ... 
J ti , f·1ct that \VCC • ._ 

• , stud1• 1<-. < uc.: tel 1c • 
. · II lilc,,I rel'i)rd, nt liL'l'I" ,ind [)S�l ).., .111..' . . ()vo state and thu<; .i 

by the \\.If.() c,tt,cc in · 

1 ... ,ndt·o111plt·1c11L'""
. , ort1ng tl111L' incss • 

m<>l1vated l<J C.:<>n1ply ,,·,th rep 

. 1 1) ht·,,lth 1,i,·il111r-. ,, 11, h1ghr1 th,111 th1..· . lie local go, l'rllllll 11 < 
1:ce<lhack of 42.<J�o '111111 1 

1 c1 1• �lr,111,,lulc thl·rc ,,,,.., L'\tdL'llll' l1 1 
I � II )l' ., ,I C I 

I I rep111 tc, Ill
21 .8'¾, 13a \Va t:t. ,ii, ( 2' JI) 1) I.I{ 
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feedback from the State epidemi 1 0 ogy urut to all the Disease Surveillance and
Notification Officers which differed fr . . 

om the findings 1n Kaduna state by Abubakar et.
al, (2013) where there was no feedb k fr ac om the Kaduna state epidemiology unit to the

Disease Surveillance and Notification Officers at the Local Governments. It also differed

from the findings in Moza b · d · m ique an Tanzania where only 13% of LGAs received

feedback from the state (GM and WHO 2006· R · h t 1 ?004) , , um1 s a e . a , _ .

In summary, the reporting complian:e at the health facilities level in Oyo state is 

adequate as it slightly exceeds tl1e WHO/CDC benchmark of 80%. Meanwhile the

reporting coinpliance at tl1e Local govem1nent level which is very good as it is far above

the 80% benchmark. Timeliness and co1npletcness in Oyo state is also deemed good.

5.1.4 Surveillance data anal)1sis

Tl1e compliance a1nong the health facilities \Vith the surveillance data analysis guideline

in this study is found to be very low (2.6%) for any of the epide1nic-prone diseases and

23. l % for at least only malaria which is similar to the findings of Abubakar et. al, (2013)

\Vhicl1 had reported that only 19% of healtl1 facilities in Kaduna state had any fo1m of

data analysis available and was higher than the 10% and l 7°,,o reported tn l., ga11da and

Nigeiia respectively, (FMOH, 2001; CDC. 2000) but lo\ver than the 32°•0 reported by

M h b · T a (Mghamba et al ?004) H0\1/ever, the 23.1 °/o compliance for anv
g a1n a 1n an.Lani , , , , · - · -

f d I · · th s study is Jov,1cr than the reports of Gueye et. al. (2005) \\'h1ch
type o tren ana ys1s 1n 1 

o f h Ith .f'. c ·11·t1·es in Tanzania reported doing data analysis for any of

sho\vcd that 33 'o o ca 1a 1 

. d ,g ent did analysis for 1nalaria. The anal1s1s of sur\'etllance

the pnonty diseases, an � perc 

. 1 f th fact that health facilities felt they dtdn 't see the need

data 1c; very p(1or as a rcsu t o e 

. ineanwhde son1e others cla1rncd that data anal� <;1.., ot

for analy/ing surveillance data 

I I cal govcminent to do l\tcan\.,·hilc. al the local !:_!l)\ cn1111cnt

surveillance data \Vas for t 1e O 
__ 

11. d Notification ollJccrs did dat.1 ;inalys1s (trend l)f

I, . 
, 7 730-0 of the I)1sease surve1 c1nce an 

C\CI. on!) 7 · 
1 , 11g that the cornplr1ncc ll' -.uf\ c11l,1ncc d,1t.1

. d C'"'SCS thus C\ ll Clll: I -

bl c d prone is "· · • 

ta cs) ,or cp1 cn11c-
1 , 1;,oo 0 \\ 11 () ( I)( -.1,1nd,1rd

I ,ovcn111ll.lll l'- nclO\\ t ll 

analy'>IS gu1dcl111c at the llica g 

5. J .5
. 

, . d css and rcspon �c

I: .. p1dcr111c prcp,11 c " 

f:1nd1ngs frcHn this StUdy

., r·· ... 11nn�c gu1dcl111c 111
preparc<lnc'is ..inu ..... , 
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• National Technical Guidelines for IDSR Th · · · e s1tuat1on among the Local governments 1n. 
Oyo state is similar to the finding by Abubakar ct al, (20 IO) \vho had reported that theresponse system in a local government 1n Kaduna state \Vas poor as Jess than half of thecritena were met thereby reflecting the need that the local governments should fullyadopt the National Technical Guidelines on IDSR to be better pos1tioncd to prepare forand identify outbreaks. Among all the local goverrunents 1n this study, there \,\,·ere noprepositioned stock of drugs and vaccines available which \Vas s11n1lar to findings byAbubakar et. al (2010). Ho\vever, all the local governments had stocks of supplies for
outbreak response such as sample bottles, needles and syringes Also, funding ,�:as
a·va1lable for e1nergency response \vh1ch \.\as also si1nilar to findings by Abubakar et al
(20 I 0). This stud} sho\.\ cd there \vas an Epide,n,c preparedness and Rapid response
(EPRR) team 1n all the local govcm,ncnts wh.ich \.Vas also a s1m1lar to findings by
Abubakar et

. al (2010). Ho\vc,cr, the local govem,ncnts lack.ed an Epiden11c
managen1ent co1nn1ittee \Vhich ,vas differed with what Abubakar ct. al (2010) had
reported in a local go\'emment in Kaduna state. All the IDSR criteria on epidemic

d . Jere met bv the State ep1dcm1olog1· unit. l'hus. this studypreparedness an response \\ 1 , 
d t. . ·c ncnt ,n the cp1dcm1c preparedness and response at the evidences the nee t)r 11np10, 1 

, dcquatc response 1n the control of epidemics. local govem111cnt le, cl so as ensurl: a 

5.1.6 Surveillance support functions 

t· I d d I I I� .1 tics lacked copies o t 1c stan ar 1..asc I 71 50, ot hca t 1 ac1 1 · This study re \•eals t 1at - 0 

. ilar to the report ot the 2()09 .is,cssn cnt i t1ahle diseases ,vh1ch is in s1m defin1t1on for not -
0, f 1 !ti facilities c.hd not hn\ c case F'v10H (2009) �here 6810 o 1ea 1 of IDSR 1n �,gcna b} • 

Tl . 1 ) \\'as higher than th1.. -;1tuat1on in India ntv d1,ca.:;es 11s a sc. . . 
defin1t1on.;; t0r any· <)f th1.- l)no • 

. , 1 at standard cas1.. Jefi 111t1nn� \\ere rare I� 
' J 1 had reported '.-itdllng t 1 • 

. . 
\.\'here f)halkc)· Ct. aJ. _Q -

• . f \11ghaniha. ct al (2004) 1n I 311/nlll,I1 • nd the f 1nd1ngs 0 

used as sur,cillancc n1anua .i 

.• . the hc.alth fac,hties �ll1,,e, er. th,, i, 111
•.. ns to he insutl1c1cnt in 

v.-h1ch l<)und case <lctin,tio · 
1 ,1 reiiortcd that ,,nlv 170

c, l1 I h1..-.1lth t al ('>012) \\'llLl 

. · · if '\inchuc c · ' -
• 11 • I · · contrast l(> the l1ncJ1ngs < 

•• sc d1..·li11111nn.., h11 nl1t11,,1, t c ,,1...1,1..� 111r the c;t,1nclard 1.:,1 

facil1tic'> (110 not ha\ c c,>plC" n 
. . . , 1. 1 lf)SI{ OOJ IP, 111 ,,·h1,·h \\ "" 111'' 1.·1 th,u1

o, • hc.:-·illh 1acrl11u.:, 1.11 
Ana111hra 'itatc ( )nly 3 I 2 0 <JI ' 

I , 1r1rd � l l·,111,, luh: •11 !'11..· h)c,il 
I ( 2011 l ha, r1. p1 

I " 1,•buc el " , 

I 11· \\ l11l·l1 ,11 l· '" ,·l)ll!l,1,1 111 th,· l,1,, 4 "'.I .<J1J1/o \V h I c 1 , "r " 
· 11 n , 

-.. 1 

h,11 I II >S " 11 

I )v1.:r 111111..·111-. 
I , loca g, go\'cm,ncnts. al I t 11..: 
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report of Dairo et. al, (2010) that sho,ve 
. 

d that standardized and designated surveillance 

fonns were available and adequate . nl m O Y 20 (47.8%) of the local government area 

surveillance units in Osun and Ekiti st t a e. 

Training on disease surveilla · 
o nee in yo state was reported by 46.6% of surveillance 

workers at heath facilities \.Vhi h · c ts m contrast to the report by Nnebue et. al, (2012) that

had shown that there were no training in disease surveillance for the health workers in

Anambra state while at the local government level, all the DSNO's had been trained on

disease surveillance which was higher than what Dairo ct. al, (201 O) had revealed that

76% of  the DSNO fro111 Osun and Ekiti states had received further training on disease

surveillance from W.H.0.

In assessing the logistic resources at surveillance units. results showed that the proportion

of st1rveillance v.orkers at healtl1 facilities that had computers and printers available to

them were IO\\' v. l1ilc a sizeable proportion of the1n had a n,eans or transportation (motor

vehicle), calculators. telepl1ones a11d generators. This is sin1ilar \\ith the report of

Abubakar et. al, (2013) which revealed tl1at about 29% of health facilities had co1nputers 

and printers v\ihile 71 % had standby generators. 62% had calculators a\.atlable for data

management. At tJ1e local government level, all had adequate funding and a sizeable

t. 1 I · t sources except for p11nters \Vh1ch 1s 1n contrast to \Vhat Da1ro

propo111on o t 1e og1s 1c re 

d d f the local goveminent areas in Osun and Ekiti state \\ here 

et. al, (20 I 0) ha reporte o 

· · · · ·ces and funds ,vcre inadequate

there was lo� ava1labi l1ty of logi5tic rcsou, 

. 'th reportino ouidcline

Predictors for contpliancc ,vi t-, "' • 

5.1.7 

d c on the path"vvay of suf\!Cl !lance data tlo\v a1nong

This study reveals that the knowle g 
. .: oinpliance ,vith the EPD reporting gu1dcl1nc

Predictor 1or c 
sur\-c1llance workers 1s was a . .., . . . . 

d. b ks ""hat Datro ct al. (_010) had 11.:pl1rtt:d

. I This fin ing ac 

over a period of six n,ont 15· · . - .. I .••. 

I . ath\vay of d1sL,l'-l.' nolil1c.1tll1n 1. 111.:\..I:-. 

. kno,vlc<lgc ot t ,c p 

v.•h1ch �tatcc) that thG 
l , l \Cl ()r a\\'il!Ci1C'-'- \1r th<.:11 dut� ,1nd thl.'

1 rcctly pr�d1cts t 11.: c 

surveillance \.V<>rkcrs and inc t 

. • I 1hal district hc,1lth J)l.'lsl1nnL l 1-.nl'\' ll·dg1.·

hc1 had ,11-..o :-.t,1t1.< 

report cJf Sow ct. al, (2()l O) "" ti·il !ill 11111L·I, dctl.'l'lll111 11I pr �1r11,

I. . C \\.':I'- L '-'-Lil ' 

I r1tv c rsc,, · 

abc)ut h,,th the nat l<lna prt() • · 

, rcporti ng. 
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report of Dairo et al (2010) th h · ' at s o,ved that standardized and designated surveillance 

forms were available and adequate m· only 20 ( 47.8%) of the local government area

surveillance units in Osun and Ekiti state.

Training on disease surveillance in Oyo state was reported by 46.6°,o of surveillance

workers at  heath facilities which is in contrast to the report by Nnebue et. al, (20 I 2) that 

l1ad shown that there were no training in disease surveillance for the health workers in 

Anambra state while at the local govemn1ent level, all the DSNO's had been trained on 

disease surveillance which was higher than what Daire et. al, (20 I 0) had revealed that 

76% of tl1e DSNO fro1n Osun and Ekiti states l1ad received further training on disease

surveillance from W .H.0. 

In assessing tl1e logistic resources at surveillance units. results showed that the propo1iion

of surveillance \,\'Orkers al health facilities th:il had co1nputers and printers available to

then1 �:ere low ,vhile a sizeable proportion of tl1en1 had a means of transportation (111otor

vehicle), calctilators. telephones and generators. Tl1is is sin1ilar ,vith the report of

Abt1bakar et. al, (2013) v.-hicl1 re\ealcd that about 29% of health facilities had co1nputers

and printers \.Vhile 71 �� r1ad standby generators. 62�o had calculators available for data

manageincnt. At tl1e local govern1nent le, el. all had adequate funding and a sizeable

proportion of t!1e l<)gtst1c resources except for pnnters ,vh1ch 1s 1n contrast to � l1at Dairo

et. al, (2010) had rep<)tied of the local go,,cmn1ent areas in Osun and Ek1t1 state \\.'l1ere

there was lo,v a,,;ailctbtlity of logistic resources and funds ,verc inadequate.

5.1. 7 Predictors for con1pliance vvitl1 reporting guideline

· 1. h tl kno,vledge on the path\vay of c;u1,•cillancc data flo,v an1ong

Th is studv· rcvea s t at 1e 

· . dictor for co1npl1ancc \Vith the f-PD reporting gu1dcltnc, 

sune11lance ,vorker� 1s v.as a pre · 

Th finding backs \vhal Dairn ct. al. ( ..,0 I 0) had rcpl)rtcd

over a pcnc><l of six months 15 1 · 

I d I the path,vav <)I
°

d,..,c,1..,c 11011 ticat1t)t1 direct,

,vh1ch statccl tr<1t the kno\V c gc O ' • 

I I ·ts the IC', cl of a,,·arcncss nl thc11 dut, ,ind thl'

sun•cillancc wc>rkcrc, and ,o<lircct Y pre< tc · ' 

I I I l-1tccl that distr1rl hc,ilth pcr,<H1ncl kin,,, ledge

("I, (2<)1<)) v,·h<) 1a< 1 "n.., • 

report of So IA' ct " 
J •• • ,., .... L''>�L'fl(IIII liH t1111cl� dL'IL'l'(lllll (ll pr1t1rtt,

about both the nat 1oni1l prHH ,ty < iSc,t'it:" \\' 

rcpc>rt1 ng. 
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Despite the adequacy of funds in slightly more than half of the surveillance units, the 

adequacy of funds was statistically significantly in ensuring compliance with EPD 

reporting guideline over a period of 6 months and 1 year. This backs the report of Dairo 

et. al (2010) which showed that adequate funding was a statistically significant factor 

associated with the reporting of outbreaks in the local government areas of Osun and 

Ekiti state. 

This study also revealed that training of surveillance \Yorkers was a predictor for 

co111pliance with EPD reporting guideline over a period of 6 months and I year. This 

backs the report of Ba1vva and Olurnide, (2005) that showed that training positively 

irnpacts tl1e disease notification habits of health personnel. 

Another statistically sigi1ificant predictor for co1npliance with EPD reporting guideline 

,vas the length of scnrice of the surveillance \Yorkers which showed that suf\feillance 

workers who had 21-30 years of sef\fice \Vere n1ore likely to co,nply over a period of 6 

111onths thai1 all other surveillance workers ,vith lower length of sef\fice. This is probably 

due to the fact that tl1csc ,vorkers 111ight ha,1c been exposed to training on disease 

surveillance during their long length of service. 

TI1e results of this study has further re-emphasized the importance of having tra1ni!1g on 

disease sun'eillancc, adequacy of funds for su1, cillance activities and the knov,ledge on 

the sun cillance data tlo\v path,vay among the surveillance ,vorkers on compliance to 

disease reporting guide] 1r1e. 

- , , ...... Conclusion 

C o,npl iancc \VI th the c<)re surved lance act,\ 1 tics is function, ng \\ el I at the state h:-\ cl

h t h. s dcf",,cts at the lower .:;urve1llancc units (I t)cal !.!<)\ cmn1c11t hc,tlth()\\'C\'Cr, I a ... . � 

departments and health facd1t1cs) as gap� exist 1n the sun'ctllancc �:·.s1cn1s ;it 1hc,c ll'\ cl,

. 
1 . crJcini,·incc ot the core .;;un·cill.111LC act1vit1c.s include the util11at1t,n tiflhcsegap51ri t1cp ' 

.. , 1- ti n 111 ,dent1fv111g c.isc, <11 I.Pl) • .inaly-;I', nf FP[) ,ur, cdl,1nL'L' d,ila ,1tstandard case uc 1n1 ° -

I . ·II ·,s er)idcn11c p1cp:ircdnc,, nnd rL'"PPll'-l' "' the l,,l·al gti\ crnn11:nthealth fac1 1t1l!!) LJ'> \',1,;: '· � 

�tJr\cillanlL' ,y-.;IL'lll li1rkcd 11dl·q11c1tL' ,111\ L'tll,11 LL .suppPrt fti1 theAl<io. the ( )yo state , 

health I acil I uc.., 
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Thus, the existing EPD surveillance system in Oyo state needs to be strengthened at the 

Local government and health facility levels so it can function to its best capacity to 

achieve the aims of effective disease prevention and control. 

5.3 Recommendation 

Considering the results from this study, the following reco1nmendations are hereby 1nade: 

5.4 

1) The state government should ensure that more surveillance workers at tJ1e health

facility level are trained.
• 

2) The State gove111ment should supply the health facilities in Oyo state with the

WHO AFRO sta11dard case definition guideline so that tl1e identification of cases

of diseases is facilitated; and also the IDSR fo1ms so as ensure an end to the

practice of so1ne health facilities photocopying IDSR forms whenever they

\Vanted to report or using plane sheets of paper to report surveillance data.

3) The State government sl1ould put lots of efforts in n1ak1ng policies to ensure that

health facilities analyze their surveillance data so as to facilitate quick detection of

outbreaks. •

4) Finally, it 1s needful for the go\·e1nment to al\1/ays ensure the adequate 11r()\'1sion

of the fund and logistic resources for surveillance \VOrkers so to motivate and

cnl1ance the effectiveness of the surve11lance '-vOrkers.

I 

Stud, limitations 

Causation of co1npl1ance non tompltance could not be ascertained due to the

cross sectional nature of the study.

2. E\ idencc of rcspon5e to cp1de1111cs \\ ith1n 48 hours could not be ascertJ1ncd as a

1 result ot the lack of supply of e\ 1dencc of ep1dc1111c rcpo11s
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APPENDIX 

QLESTIONNAIRE (HEATH FACILITIES)

COl\ilPLIANCE WITH EPIDEI\-1IC PRONE DISEASE SURVEILLANCE AND 

RESPONSE MIONG EPIDEMIOLOGICAi, UNITS IN SELECTED LOCAL 

GOVERMNENT AREAS OF OYO S'fATE 

Dear Respondent, 

• 

My name 1s AFOLAYAN OLA D,\NIEL, am currently a postgraduate student of 

Epidemiology and Medical Static.,tics of Faculty of Public Health, CoUegc of Medicine, 

Uni\ crsit) of Ibadan. I'1n currently undertaking a sludy to investigate the "Co1nplianee with 

Epidctnic-Pronc Disease Sune1l1ance and Response guideline an,ong Ep1dern1olOgical 

units in selected [ ocal C10\ernn1ent Areas of Oyo state". The research 1s prirnanly in 

partial fulfill1nent tor the award of the degree of Masters 1n Public Health 1n Ep1dc1ruolog)' 

and :'\,led1ca1 Statist1cs of the llni\ ersity of rbadan. 

\' ()Ur sincere response 1s encouraged a<; pa1tic1pat1on 1n this stud} 1s voluntaf)'. absolute 

anl)ny111ity and confidcntial1t)· shall be n1aintaincd and the 1nforrnat1on provided will only be 

used fi.1r the research purpose. 

If \OU ha\ c accepted to paticipatc in tl1c -;tud\, please indicate your 1ntcn.!st by signing. 
• 

Thanks 

Respondent's Signature ............. . St.:n a I Nurnl1cr .......... . 

Sf c1·10'-i \ SOC JO Df'\IOGRAPHIC DA f \. 

"\otc: Please tick as appropnatc f,] or fill 1n the aJ)propnall Ol)\CS

J 

2 

,\gc in )('ar, Cal l,1s1 btrthJay) 

(.  J I) i\talc ( J 2J rc,nnlc ( J,C'n< er: 

J. J,r,rl of l'dul·ation J) J>r1111,1ry I dl11..',1t1011 I I:!) St�c111d,11, I duc,1111,11 ! I

1) ·r crt1,11y l·dut·,111011 ! I ·I l \/11 1·111111,11 I du-.ill111n I I
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• 4. Education qualification: 1). Registered Nurse [ ] 2). CHEW/CHO [ ]
3). HND/B.Sc [ ] 4). MBBS [ ] 5). M.Sc [ ] 5). Ph.D [ ]

5. Length of service 1 ). 1-5 years [ ] 2). 6-1 O years [ ] 3). 11-20 years [ ] 4. 21-30 years[ ]
6. Religion: 1 ). Chnstiamty [ ] 2). Islam [ ] 3). Traditional [ ] 4). Others

(specify) ............ · .. . 

7. Ethnic Group: 1 ). Yoruba [] 2). Igbo [) 3). Hausa [ ] 4). Others (specify) ...... · · · · · · 

8. Marital status: 1 ). Single [ ] 2). Married [] 3). Others (specify) .. ............. · · · · · 
1 SECTION B: KNOWLEDGE ON EPIDEMIC PRONE DISEASE SURVEILLANCE 

I 

I 

Note: Please i11dicate your responses to the following questions 

9. Please describe tl1e path,va)' of surveillance data tlo,v for Epiden1ic prone disease?
(Startil1g fron1 health facilities)
. . . . . . . - . . . . . . . . . . . . . . . . . . . . . . . . . . . . - . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Note: Please fill in the uses of the follo\v1ng Integrated Disease Surveillance Response (lDSR) 
forms 

FORl\lS L'SES 

10 IDSR fonn 
001A 

. 
11 IDSR fonn 

I 
001s 

' 
I 12 IDSR fonn 1 

L 1 
001

(� _ _._I _____ ----------
_l 

I13 IDSR fonn 
002 

� 
-- -

1-' ID5R fom1 
003 

----
I- - -- ----

-- - -- .-- t· [-). e;s�5��11ance a·nd l\.ott fica11on ( DS"N) records? 
15 Please hst -' uses o ,s ' 

• 
a. 

b. 

l­
e. 

-

... 

,._ 

-- - -

• 

lSES 

1 l 3 

- - .L -

• 

-
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a 

• 

d. 

16. Please name the seven (7) · d I epi enuc-prone diseases in N1gena as stated by the IDSR?

a) ................. . . . . . . . . . . . . . . b) ......... ' ......... . . . . . . . . . . . . . ................................... . 
c) .... . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . d). . . . . . . . . . . . . . . . . ................................ .

............ . . . . . . . . . . . . . . . . . . . .
e) . . . . . . . . . . . . . . . . . t) . ............... . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

g) .............. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

17. Please name the incubatio · d f 1 n per10 so l 1c seven (7) cp1de1ruc-prone diseases 111 N1ger1a as
stated by the ID�R?

a) .................................. . . . . . . . . . . . . . . . . b) . . . . ........................................ .

C) . . . . . . . . ......................................... . d) ............................................. . 

d ) .................................... ' ........... . e) ................................................ . 

g) . . . ............................................ . 

SE(TIOl'- C: I:PIOE\llC' PRO:'JE DISF:ASE REPORl'ING �� FEEDBACK 

18. \\'110 prepares the suncillancc reports to I.ocal go"t? (Po<iition)

19 f)l, you rccei\'e sun·c1llance feedback trom the I ot.al go\ 1.? 

. . .................... . 

I '{ es [ ] 2 �( [ )

20. I-Io\\" n1at1)' feedback reports have you received tlus year'> ..... ...................... . . 

21. If yes. ho\v ollcn do you receive leedbac:ki'> I. 1\J\\.'ays [ ] 2 S'1n1ctin1cs [ ]

22. l)o you distnbute copies of sur\'etllance feedback to staffs 111 your health fac11tt)•?

I '{cs [ J ., '\;o l ] 

"',f ('"flO" O· �l R\ 1' 111 \i',Cf, 5l PPORl F \ClOJ�S 

'\'otr: Please 1nd1catc your responses 10 the follo\ving questions. 

23. f Jo you ha"c supcrv1c;11111 v1s1ts lron1 higher health c1uthnnl1cs 1h1s yc,u" I. 'i'cs ( ]

24. II )CS, ho"' nllcn do rct.CIVC v1�1ts'' I ,\l\\:l)'S r ) 2 Sn111ct11ncs I I

25. I la\C you been 1ra1nl'd 111 d1sc:1<;c s11rvc1ll,1ncc S: rc<ipnnc,c'>

11 '1 
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. 

• 

26. If yes, spe.cify when, where, by whom and how long ................................................ . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .................... ........................ ............. .
. . . . . . . . ........... . . . . ......... .......................................................... .

27. Have you lacked IDSR forms at any time during the year" 1. Yes [ ]

28. Is there funding for disease surveillance at your healtl1 facility? 1. Yes [ ]

29. What is the imprest for disease surveillance? .................................... . 

30. Is the funding adequate? 1. Yes[] 2. No [ ]

31. Please, which of the following do you expenence sho1tage of?

2. No [ ]

2. No [ ] 

Resource Do you experience shortages 

a. 

b. 

c. 

d. 

e. 

� 

g. 

l-­
h. 

Office 

Con1puter 

Printer 

Statistical Package 
(Excel SPSS Eo1 info ) 

1 Stationery

_ _l ----

Calculator 

, Telephone 
- -

_j_ f\,1otor vch1cle

--+--

C,cncrator 
,___ __ -I -- -

(Yes/No) 

-

fll\Nk YOU 
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I 

I 

QUESTIONAIRES (ST ATE Ai�D LGA LE\'ELS)

COJ\ilPLlANCE '-"1TB EPIDE!\,IIC PRONE DISE.--\SE SUR\'EII,LANCE 1\ND
RESPONSE t\MONG EPIDEMIOLOGICAL UNITS IN SELECTED LOC \L

GOVERl\-INENT ARE.\.S OF OYO STATE

Dear Respondent, 

My name IS AFOLA Y 1\N OLA DANIEL, an1 currently a postgraduate student of Ep1dem1oloro,· 

and �1edical Statistics of Faculty of Public Flealtl1 College of iv1edic1ne, University of Ibadan. I'n1 

currently undertakmg a stud1· titled "Compliance \\1ili Ep1den1ic-Prone Disease Surveillance and 

Response gu1dehne a111ong Ep1den11olog1cal units 111 selected Local Govem,ncnt Areas of Oyo 

state" The research 1s pr1manly 111 partial f1tlfilhnent for the a�ard of the degree ofi\'fasters m Public 

Health 111 Ep1dem1ology and Medical Stat1st1cs of the Un1vers1ty of Ibadan. 

Your smcere response 1s cncow-aged as part1c1pation 1n this study 1s voluntary, absolute anonymity 

and confidentiality shall be 1na1nta1ncd and the 1nfonnat1on provided \VIII only be used for the 

research purpose 

[f you have c1ccepted to participate in ilic study, please mdicatc your interest by signing. 

Than\..s 

Respondent's S1gnat1tre . 

Sl•Cl'ION \ SOCIO-I)E\,IOG&\PJJIC D,\ f ,-\, 

�otc: Plc�ise tick as 1ppropnate [ \I] or f ill in the appropriate boxes 

t. \gc in )ear, (ill last birthday) ..... 

., G d I). Male [ ) 2) Fcnwle [ ) -· ,en er· 

Serial '\'u1nbcr ........... . 

3. I.c,cl of education I). Pnn1a1y· I:ducal!on l ] 2) Secondary Education [ ]

3 ). ·rcr11a0· Fduc:it1on [ ] 4) l\Jo Fonnal Education [ ] 

1-:ducation qualification: I). Rc!!!stcred '\'ur-;e [ ] 2) ('III�\\1 /C�ITO[ 1) IIN[)l� Sc ]

4). �1B13S ] 5). \1 S1. [ J 5) Ph[) [ ) 

S. I cngth ofscr,icc I J. 1-5 years [ ] 2) 6-10 years [ ] 3) 11-20 yc.,rs [ ] 4 21-30 )ear, []

6. Religion

7. J�thn1c (,roup

I l ( hnsttanity ( ) 2) lslan1 [ J 3) Trnd111onal [ ) 4) <)thcr, 

( <;pL'C if)') . · • .... 

I ) ',' oruha [ I 2 l. lgbo [ l 3 l 

8. \Jarital ,tatu,: I l C:,1nglc [ I 2) �tarr1r<l r ] l) ()thcr, (-..pcc,f°))
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SECTION B: KNOWLEDGE ON EPIDEMIC PRONE DISEASE SURVEILLANCE

9. Please describe the path,va)' of surveillance data flo,v for Ep1dem.tc prone disease?

(Starting from health facilities)

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ......... . . . . . . . . . . . . . . . . . . . . . . ............... . 

Note: Please fill m tl1e uses of tl1e following Integrated Disease Surveillance Response (IDSR) 

forms. 

FORMS USES 

10 IDSR fom1 
001A 

11 IDSR fo1n1 
• 

001B 
12 IDSR 

fon11 OOIC

13 IDSR 
fon11 002 

14 I IDSR 

1 form 003 • 

15 Pl asc list 4 uses of Disease Surveillance and Notification (DSN) records?. 
USES 

a. 
b. 

c. 
d. 

16. Please nanlc u1e seven (7) Ep1dcm1c prone diseases u1 Nigena as slated by the IDSR 9

b) 0 0 0 0 0 0 0 0 0 0 0 • • • 0 0 0 0 0 0 0 0 0 0 0 0 0 • 0 0 a O O O O • 0 0 0 0 0 0 0 

) 
. . . . . .. . .. . a .. .. . . .. ············· 

• 

) 
. . . . . . . . . .. . . . . d) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ..

C • • • • • • • • • • • . . • . • • . ....••.•.•.

') c.; • • • • • ••

n) •. •
.t:.. • • • •  

. . . . . . . f) . ······················· . ... . . . . . . . . . . . . . . . . . . . . ' . . . ........... .

. .....
-

. 1 · · od of the seven (7) Ep1den11c prone diseases 1n "11gcria as "tatcd
17. Please na1nc the ,ncu >ation pen 

bv the ID5R' 
• 

a) ..

cl 

CJ 

g) 

. . . . . . . . ... 

. . . . . 

. . . . ........ .

. . .

. . . . . . . .. .
. .

. . . . .b) .. . . . . . . . . . . . . . . . ....... . 

.... 

l I 7

cl) . . . . . . . ... 

f) . . .

. . . . . . 

. ....
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SECTION C: EPIDEMIC PRONE DISEASE REPORTING & FEEDBACK

18. Who prepares the surveillance reports to  h igher health authorities? (Position) ...................... .

19 · Do you receive surveillance feedback from the st ate? 1 Yes ( J 2. No ( ]

20. How many feedback reports have you received this year? . . . . . . . . ........ .. .... . .. . ... . 

21. Do you distribute copies of surveillance feedback to st affs in your health office?

1. Yes [ ] 2. N o  [ ]

SECTION D: EPIDEl.VllC RESPONSE 

22. W11at i s  tl1e nu1nber o f  reported outbreaks w1thin your authority cover \vithin the past l year?

. . . . . . . . . . . . . . . . . . ... 
23. If there is any, please list the dise ases
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
. . . . . . . . . . . . . . . . . . . . . . . . . . ........... ' .......................................................... ' 

. . . .. . . . . ..................................... ' 
........ .

. . . . ' . . . . . . . . . . . . . . . . 

24. List tl1c Dcs1gnatio111pos1t1ons of the 111cn1bers of the Epidemic Preparedness and Rapid
Response team 111 your Ep1dern1ological unit?

. . . . . . . . . . . . . . . . . . . . ' . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

. . . . . . . . . . . . . . .................................................................................... ........................ .................................
.
.
....... . 

· ·· ······ ········· · ····· ········ ····· · ······ ····· · · · · · · · · · · · · · ·· ·· · · · · · · · · · · · ··· · ·· · · ·· · ·· · · · · · · · · · · ·· · · · · ······
······ · ····· · · · ·· · · · · ·· ··· · · · · · · · · · · · · · · · · · ··· 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ......... . 
25. What are the t1n1c 1ntef\.als for the n1eet1ngs of the Ep1denuc Preparedness an d Rapid

Response team? ...................................... . 

26. l-lov,· 1011g doe� 1t take to respond to epidemics? . .  . . .  . . . .. ... . .. . . . . . . . . . . .  . 

SECTION E: SURVEILLANCE SUPPORT FACTORS 

27. Do you have supen1s1on v1s1ts fron1 higher health authont1es tlus year? I Yes [ ] 2 .  No [ ]

28. Do you \1s1t lov;er health units for regular supervision '> l Yes [ ] 2 No [ l

> Not at all [ ]

29. J-lo\v often do you v1s1t health [ac1ht1es?

3 Not at all [ ] 

1. Always [ ] 2. Son1cl!n1cs [ ]

0 Vv'hat type of health facil1t1es do you Visit? I (io\1 tac1ht1cs only [ ) 2 Pnvate tac1l lies
3 

only l ] 3 J\.11 fac1ltt1cs [ J 

11. J Jave you hecn trained 1n disease survc11lance & response?

12 (f yes. ,;pcc1 f y when. \vhcre. by v;hon1 and ho\\ long . . . I o I o 0 

. . . . 

• • 

. . 

. . . .

. . 

. . 

. . . . . . . . . . .

. . 
. . . . . .  

3 3 I [a\C you lackt:d II )SI{ fi)rn1s at any 111111: du11ng till') t:arq

llR 

. . .  

. .  

. . . . 
, '\t) [ 1
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34. What penalties are stipulated for failing to report surveillance data? 1. Query [ ]

2. Salary withholding [ ] 3. Incentive withholding [ ]

4. No penalty [ ]

35. Is there funding for disease sw-veillance at your Epidemiological unit? l. Yes [ ]

36. What is the imprest for disease surveillance? ................. ................... . 
37. Is the imprest adequate? 1. Yes [ ] 2. No [ ]

38 Please which of the follo\ving do you experience shortage of? • 

2. No [ ]

Resource Do you experience shortages (Yes/No) 

a. Office

b. Con1puter
c. Pri11tcr
d. Statistical Package (Excel/SPSS ep1 info)

e. Stationer)
-

f. Calculator
Telephoneg.

b. Motor vehicle
Generator

'fflANK \'OU 

• 
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CHECKLIST (HEAL TH FACILITIES) Serial no •••••••••••••••

OBSERVATIONS YES 

1 Standard case definition of priority diseases utilization? 
2 Standard case definition of priority diseases at health facility? 
2 Registers cases at health facility? 

• 2 Laboratory reports confirming priority disease? 
3 Copies of monthl)' reports on Epidemic prone diseases to higher health authorities (in tl1e last 6 111onths)? 

Regularity: 

4 Copies of ,veekl)' reports 011 Epide111ic prone diseases to higher health 
authorities (in the last 6 months)? 
Regularit)·: • 

5 Copies of n1onthl)' reports on Epidei111c prone diseases to higher health 
authorities (1n the last 12 months)? 

I Regularit) :

I Copies of Zero repo11 (\vhere necessary)?
I 

17 
I I D1-..plays shov\·1ng Analysis of data for priority diseases? 

List: I I -
RESOURCES AVAILABLE AT 1-IEAL TH FACILITY • 

a. 

b. 

c. 
>-

d. 

e. 

f. 

i-
g.

h 
� 

I 

Office ----1-Computcr 
--- ---

Resource 

Pnnter _____ _ _______ _ 
- Stat1stiCt1I Pack.age (Excel SPSS Ep1 into) --- -Stationery - -Calculator 

t 
-

.. T cl cE._honc 
l :V1otor vch1clc 

Generator 
L 

-- -- -
- - -

- -- -- ----
--- -

120 

Available at site 
(Yes/No) 

- -

NO 
I 

I 
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CHECKLIST (ST ATE Ai"'\D LGA LEVEL) Serial no ........ . 

OBSER\r ATIONS 
1 Copies of monthl} reports on Epidemic prone diseases to higherhealth authorities (in last 6 months)? 

Regularity: 

2 Copies of monthly reports on Epidemic prone diseases to higherhealth authorities (in last l year)? 
I Regularity : 

2 Copies of ,veekl} report.<; on Epide111ic prune disea 

I 
health authorities (in last 6 months)? 

ses to higher 

I Regularity: 
I 

3 I Copies or Zero rep011s (v.hcrc necessary)? ---

4 
- -

Copies of feedback rlpo,1'!�) IO\vcr health levels? 
---

5 1 Display!:> sho\\·1ng,,t11a!J•.,is data tor priority disease 
I l,,ist: 

___ _ _  

--

-
s? 

- ---
i--4-r-l·'<istence c)f a --;ntten EPRR pla,1 tor the E:.p1de1n 1c prone
I I c.h SCJ.SC', } 

I 

YES 

-

- -

I 

- -� 

I 
I 

' NO 

I 

l 

I 
I l,,ist: - - - -

5 .1-l()ptcs of Epi,le111ic respo11.,e reporti;? --- -------�---�,----,------------ --
6 ..-_\fi1111te, of 111eeti11g"' oftl1e[PRR team' 

�- -Stod-;(-lf d�; suppltes a"nd-matenals for outbreak 
• • 

4) 11 L''-t1�at10n.-
f ist: 

-- - -
Rf 5-0l ,�c. f s \ \',\Jl.,�BLJ<: at 111<:,\.1.:rf-I l1NJT 

I 

I 
--;--

I 

J 

• 

----
Resource 

___,.....-- - -.. ------,\.vai
l
a_b_

l
e at �itc --� -, 

(\ es/'\o) 

a. 
h. 

C 

d. 

c. 
f. 

+- - -

(Jltice _ 
r c·om_rutcr 
• 

- - -

f>nntcr
. 

• Stat1st1cal Packagc(l:xccl/SPSS Ep1 info)
Stationery
("a) cu I a tor 

+- -

g_. 'f clcph1)0C 

h. 1 Vfotor vehicle 
� c;cnerat<)r l 

I 2 1 

t 

t­

i 

•
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TELEGRAMS .......... .• • • ••• 

11

01,r Ref. No . ............................... . 
All co111n111n1catio11s should be addressed to

thL' l lonorable Cnn11111ss1oncr q11011ng

()ur Ref. No. AD 13/ 479/ 

The Principal Investigator, 
l)cpurtn1cnt of Epide1niology and Medical Statistics,
College of Mc(lici11e,
University of Ibadan,
ll)adan.

At(('n(ion: Afolayan Ola Da11icl 

TEIEPHONE •••••••••••••••••

December, 2014 

l�lhical Approval for tl1e I1nple1nentation of your Research Proposal in Oyo State

Tl1is ackno\vledgcs tl1e receipt of the corrected version of your Research Proposal titled: 
"Compliance witl1 l�pidemic Prone Disease Sureveillancc and Response Guidelines 
<1llH111g Epi<lc1niological Units 111 :'.'.>elected Local Government Areas of Oyo Stale."

2. The committee has noled your compliance with all the ethical concerns raised 1n
the initial review of the proposal. In the light of this, I am pleased to convey to you the
approval of committee for the implementation of the Research Proposal in Oyo State,
Nigeria. 
3. J>iease note that the committee will monitor closely and follo\v up the
inlplcrncntat1on of the researcl1 study. J:Iowcver, the Mm1stry of I-Icalth \Vould like to
ha\'C a cop}' of tl1e results and conclus1ons ol tl1c fin(l1Dgs as this will help in polic)' 
n1,tking in tl1c health sector. 
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