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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 n Nigenia. This study i1s
aimed at assessing compliance with the surveillance and response guidelines for

epidemic-prone diseases among surveillance units in Oyo state.

A cross-sectional study was conducted assessing the performance of the core
surveillance activities for epidemic-prone diseases as stipulated by the National
Technical Guideline for Integrated Disease Surveillance and Response. Data was
obtained by records review, checklists and questionnaires that sought information on
socio-demographics. knowledge on disease surveillance, core surveillance activities
and support functions from all surveillance units. Data was analyzed using descriptive

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

Majority of the surveillance units {82:4%) had a reporting practice. However. 6
months and 1 year compliance with the monthly reporting guideline were 77.4% and
65.8% respectively. At the health facility level, utilization of standard case detinition
was 25.9%, laboratory  case.confirmation was 85.7%, accurate casec records -was
05.2%. and analysis. of surveillancc data was 2.6%. At the local government level,
analysis of surveillancc data was 77.78%, cpidenmiic preparedness was weak while
survelllance support were adequate. In a multiple logistic regression model, predictors
for compliance with monthly reporting guideline for 6 months were training
(OR=7917 CI=1.653 ~ 37.919). knowledge on survcillance data tlow pathway
(OR=4.804; CI=1.636 - 14.104), adequacy of tunds (OR=27805. C1=7 683 100 6) and
21-30 years of service (OR=6.412; Cl=1.357  30.309), Predictors for 1 vear reporting

comphance were training (OR=5668; CI=2 040 15750 and adequacy ot tunds

(OR=391312, Cl=1.820  &.497).

[Local and State governments need 1o ensure the provision of continuous tratmng and

resources to survertlance workers o achieve ettective discase control
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CHAPTER ONE
INTRODUCTION

1.1 Background

Discasc survcillance 1s the continuous scrutiny ot the occurrcnee of diseascs and hcalth
rclated events to cnablc intervention for the control of discases (CDC. 2009). An

cffcctive control of communicablc diseases rclies on eftective response systems, which
also depends on cffective discasc survceillance (Abubakar ct. al. 2013 WHO, 2000).
According to WHQ, (2006), a communicablc discasc surveillance systcm serves two key
fimctions which includes: the carly warning of potential threats to public hcalth and
programme monitoring functions which may be discasc_spceitic or multi-discase n
naturc. It provides the nceded mtormation tor public health ‘planning, implementation of
those pilans and monitoring and cvaluation of programs alongside gcncréling hypothesis
that would stimutate public health rescarch (Weber, 2007). The global pandemic of avian
influcnza within the first decade of the 21, century further led to the recognition of the
nced for cftective disecase surveillance.and response (Minh, 2010; Franco ct. al, 2000).
Also. 1t was rccognized that the widespread cpidemics ot yellow fever and cerebrospinal
meningitis across the Alrican sub region i the 1990s was largely attributed to poor
surverllance systems which were neither able to detect communicable diseases on time
nor mount an cffective #csponse (Abubakar et. al, 201 3). Furthermorc, the occurrence of

Ebola virus diseascowithin the year 2014 in Nigera has also shown the tmportance of an

cttective discasessurveillance and responsc sy'stem.

Prior to 1&USemast African countries used a varicty of vertical disease control programs
tor diseasc surveillance ol which some of these programs were well funded. while some
othcrsyawvere 1na bad state (Abubakar et. al, 2013), Surverllance data were collected by
PEgzrams under diflcrent authorities which led o disjointed and metticrent svslems In
which health workers utilhized multiple complicated reporting tormats with delterent
terminologies  and  reporting  mechamsms  resulting m- health workers  becoming

overloadad and demotivated (WHO, 2000) After the 48t World Tlealth Orginvization

Regional Committee for Altca meeting m 1998, Member States adopted the Integrated
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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 Nigerta, among the communicable diseases included in
the Integrated Disease Surveillance and Response, 7 diseases are labeled as epidemic-
prone. They include cholera, cerebrospinal meningitis, diarrhoea with blood (shigella),
measles, yellow fever, viral hemorrhagic fevers and highly Pathogenic Avian influenza

(EMOH, 2009).

The National Technical Guideline for Integrated Disease Surveillance and Response
(IDSR) prepared by the World Health Organization office for Africa and the Centers for
Disease Control and Prevention (CDC), USA, adopted by the Fedcral Ministry ot health
(Nigeria) seck to ensurc that eftective and functional surveillance systems arc available at
all surveillance units at all levels (i.e. health ftacilitics, local govermiment hcalth
dcpartments, states and the national ecpidemiology unit). It spccities the performance of
core survelllance functions such as the use of standard case definitions to 1dentify prionty
discases, laboratory contirmation of cascs, registration of cascs in registers at health
tacilities; collection and reporting ot surveillance data to surveillancc units at higher
levcls of hcalth who also are to provide feedback to the reporting surveillance units;
analysis of surveillance data at all surveillance units; epidemic preparedness and
response to outbrecaks; and also evaluate the performance of surveillance and response
systems (Abubakar ct. al, 2013 FMOI1, 2006). It also specifies the need for surveillance
support functions _such as tunding, training, supervision, availability logistic resourccs
and standard guidelings tor ettective surveillance system at all surveillancc units which

are health_ units that can provide intormation on health related states and events (WHO

2010).

Thewdiseasc surveillance and notification (DSN) system in Nigena has been shown'to be
wCak, thus, its mnahility to promptly detect and control epidemics (Dairo ct. al. 2010).
According to WHOQO (2000), it was rcported that the poorly tunctioning surveillance
systcms 1n somc parls ol the world (particularly in Atrica) contnbute to  the
underrcporting of cascs und thus, not only arc there many more cases than the nuinber

reported, but also the completeness of the reporting varies constuderably by country
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1.2 Statement of problem

Epidemic-prone diseases (EPD) continue to occur with increased frequency in epidemic
proportion and produce highest case fatality rate in Nigeria {FMOH, 2006). Dunng 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 rcported in sub-Saharan
Africa (W.H.O, 20160; 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 marked with severe outbreak which started from the northem part
of Nigeria, spreading to the other parts and involving approximately 3,000 cases and 781
deaths (Adagbada et. al., 2012). Diarthoca with blood (Shigella) 1s still a major ];ub]ic
health problem in developing countries as ninety nine percent of 200 million cases and
morc than 650,000 dcaths per year rcsult from shigclla infections. (Khatun et. al, 2011;
Reda et. al, 2011). The mortality ratcs of ccrebrospinal meningitis continue to be high,
ranging betwecn 2% and 30% globally (Chavez-Bueno and McCracken, 2005; Perez ct.
al. 2010; Beck et. al. 2004). of which the estimated annual meningitis cases 1s 1.2 million
cascs and deaths ot 170.000 (WHO. 2011). In middle and low-income countrics, acute
bactcrial meningitis remains the fourth leading cause of disability (Edmond. 2010) with
repcated large scalc epidemics of ccrebrospinal meningitis for the past 4 decades n
Nigeria (Mado et. al, 2013). Mcasles still remains a serious medical concemn in Africa,
Latin Amcrica. Europe, south-east Asia and castern Mediterranean (WHO, 2011); being
the fifth leading cause ot undcr-tive child mortality in Nigeria (WO, 2006). In 2010,

thcre were a reported 327.305 measles cases and estimated 139.300 mecasles deaths in

Nigeria (Stmmeons-et. al, 2012; WHQO, 2013).

Viral hemorrhagic fevers such as Lassa fever is endemic in West Atrica (Kelly et al.
2013) with cstimates of up to 300,000 persons infected and 5,000 deaths annually across
the region and a population. In the tirst quarter of 2012, 623 suspected casces, including
70 dcaths was rcported trom 19 of the 36 States of Nigena (Olowokere ¢t al, 2014).
Another viral hemorrhagic lever, Ebola, occurs m epidemics majorly i Afnica and South
America (CDC, 210 with recent cases i West Atncan countries such as Gunea,

Sierrea leone, Laberia, and Nigerta climnong hives, WHO extimated 200,000 cases of
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yellow fever and 30,000 deaths attributable to yellow fever occur annually worldwide
(Bamett. 2007). The case-fatality rate of which i1s highly variable but approximately 20%
in Africa and approximately 50% in South Amenca (Monath et, al, 2008). From the

estimated 200, 000 cases and 30, 000 deaths annually, most ot these cases and deaths

occur in 12 countries including Nigeria.

The highly pathogenic Avian Influenza HSN1 subtype is great concern because 1n late
2003, a highly pathogenic Avian Influcnza HSN1 poultry epidemic spread throui;hout
Asia (L1 et al. 2004). In Nigena, Since January 2006, HSN | avian influenza has aftected
Nigeria’s poultry population causing enormous loss of resource as milhons of poultry
were destroyed and one human death occurred (Joannis et al, 2008). The highly
pathogenic avian itluenza (I1PA1) virus of the HSNI| subtype was detected in chickens
in Kaduna statc of northern Nigeria, making Nigeria the first-African country reporting a

contirmed highly pathogenic avian influenza (HSN1) outbreak.

Globally, there 1s an inadequate laboratory and epidemiological surveillance on cholera
(All et. al, 2012). This has also been reperted in Atrican countries such as Nigena
(Adagbada et. al 2012), Uganda (Bwire. et. al, 2013); Kenya (Mutonga ct. al, 2013);
Camecroon (Djomassi 2013) and Fogo. (Landoh ct. al, 2013). Such weaknesses included
incomplcte reporting, inconsistency-in applying the standard casc definition and limited
utilization of iaboratory for diagnosis. Research reports by Onoja et. al, (2013) showed
that the death toll ot teasles epidemics in Nigera has either been under-reported or over-
blown by ditterent media.accounts. According to Fatiregun et. al, (2010). the surveillance
tfor vellow tever is weak in the Nigeria with many suspected cases not reported and when
reported they are not investigated because of lack of laboratory tactlity tor confirmation.
Furthermore,/Bawa et. al, (2003) and Ofils (2003) reported that the challenges of the
survelllance system  developing countrics include lack of awareness, lack ot fecdback,

ignorance of current regulations and the list of notihablc discases by the health personnel

1.3 Justification for the study

This study would contribute to rescarch on discase surverllance i Nigerra and Atnica in
gencral by filling the gap ol knowledge on the comphiance with discase survedllance
gutdelines as speaified by the Integrated Discase Surverlllance & Response, The studs
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findings would reveal aspects of the surveillance system needing strengthening so that
appropnate steps could be taken to improve and achieve an effective surveillance system.

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

support surveillance tunctions in Oyo state.

Oyo statc has been faced with cptdemics yearly from time, experiencing cholera yearly
from 2011 to 2013, (Ogunniyi et. al, 2014) with an outbreak in Ibadan North-west Local
Govermnment Area in 2011 (Daily Sun, 2011), Akinyecle Local government in 2012
(Gbolahan et. al, 2012) and Egbeda LQca] government in 2013 (Gbolahan et. al, 2013);
mcasles infection and mortality occurring year round (Onoja et. al, 2013); lassa fever
outbreaks in 2012 (Adcdirc et. al, 2014) and in 2014 (Nigcrian Tribune, 2014);
ccrcbrospinal meningitis outbreak 1n 2009 (Falade et. al, 2009) and ot which Oyo state is
among states in the cerebrospinal meningitis belt in Nigeria. Thus, this stresses thc need
that the surveillance of these epidcmic-prone diseases in the State i1s taken with utmost
diligence bccause eftective communicable disease control relies on cftective response

systems, which in tumm depend on cftective disease survcillance (Abubakar ct. al, 2013;

WHO. 2000).

Therc arc limited rcsearch publications assessing compliance to surveillance guidelines in
Nigcrna. The few similar past works in other states ot the country cither assessed few
surveillance units in a state. didn’t determine the association betwcen the factors that
could predict the comphance with surveillance and responsc guidelines nor assess all the
corc surveillance activities. The past works has shown that the proportions of surveillance
units at all health-levcls complying with surveillance guidelincs has been unsatistactory

despite the tact that cpidemiologic surveillance constitutes an important component of the

public health'response in Nigena.

[t.1s therefore in the light of all the above that a study on the compliance to eprdemic-

pronc diseasc surveillance guideline 1in Oyo statc 1s important.
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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
1.5 Specific objectives

|. To assess the knowledge of surveillance workers on epidemic-prone disease

surveillance 1n Oyo state.

S

To assess the compliance with the epidemic-prone disease core surveillance

guidelines among surveillance units in Oyo state

3. To dctermine the availability of surveillance support functions at'surveillance units in
Oyo state

4. To determine the predictors for disease reporting compliance among surveillance

units 1in Oyo state.

1.6 Research questions
In the course of this study. the following questions would be answered:

1. What do surveillance workers~imn. Oyo statc know about epidemic-prone disease

survelllance?

|9

To what extent does the.surveillance tor epidemic-prong disease in Oyo State meet

the desirable standard for core surveillance activities?

3. To what extent are the surveillance support functions available at the health facilitics.
Local govermment areas (LGA) and state eptdemiological unit?

4. What are the predictors for disease reporting compliance among surveillance units in

Ovyo state?
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1.7 Operational definition of term

1) Compliance - Compliance is the state of conforming to official requirements,
such as standards, guidelines, policies or law (Merram-Webster, 2005). A surveillance
unit that cames out its surveillance activity in accordance with a particular surveillance
guideline is ascertained to be complying with that particular surveillance guideline e.g:

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

AFRICAN DIGITAL'?EALTH REPOSITORY PROJECT



CHAPTER TWO

LITERATURE REVIEW

2.1 Disease survceillance

Disease surveillance 1s the ongoing systematic collection, analysis, and interpretation of
data, closely integrated with the timely dissemination of these data to those responsible
for preventing and controlling discase and injury (Nsubuga ct. al, 2006). Surveillance has
been recognized as an cffective strategy in the control and prevention of diseascs most
espccially communicable discases (Abubakar ct. al, 2014). “An.effective survetllance
systemn allows early intervention for the prevention and reduction of the miortality and
morbidity that may result from epidemics of communicable discases (Dairo ct. al, 2010).
Surveillance 1s a watchhil, vigilant approach to information gathering that scrves to
itmprove or mamtatn the health of the popuiation-and a tunctional discase surveillance
system 1s esscential for detining problems and taking action (WHO, 2001). A functional
discasc surveillance guideline system will equip hecalth workers to set priontics, plan

intcrventions, mobilize and allocate resources and provide early detection and response to

diseasc outbreaks (FMOII. 2005).

The major types of survcillance include acttve surveillance in which there is a targeted
scarch for cases ofra disease in the community; passive survcillance in which there is
routine reportingiof the cascs of discases rcaching health carc facilitics for trcatment or
service with'no'special etforts to find unsuspected cases of diseases. Sentinel survetllance
1s a surveillance system usually based on sclected institutions or individuals that provide
rcgular,"complcte rcports on diseases, interventions or adverse events (Lucas and Gilles,
2003). Syndromic survcillance relics on the detection of discases bascd on clinical case

fcatures. which arc noticcable belore confirmed diagnoses are made (Sahal, 201 1)

Core functions of a surveillance system mclude discase case identibication, registration,
casc conhinmation, reporting and {eedback, data analvsis, epandemic preparedness and

response o epidenucs. The support tunchons of a survelllance svstem include the
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availability of standards and guidelines, training, supervision, logistic resources and

funding (WHO, 2006).

Review 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 shown to bc weak in Nigeria. thus, its inability to promptly detect and control
cpidemics. Karimuribo et. al, (2012) reported that most developing countries have himited

disease surveillance capacity and so nced to ensurc optimal use of available resources.

2.1.1 History of surveillance in Nigeria

The disease surveillance system in Nigeria was introduced in 1988 following a major
outbreak of yellow fever in 1986/87, which affected ten out of the then nineteen Statcs of
the Federation. The magnitude of the outbreak was attributed to weak or non-existent
disease surveillance and notification system«n most States. (FMOH, 2005) Between 1988
and 1989, a disease surveillance and notification system for the country was developed of
which forty diseases of public health importance in the country were identified and
designated for routine (monthly) notification. Forty diseases of public health importance
in the country were identified and designated for routine (monthly) notification out of
which ten epidemic-prone diseases were selected for nmmediate reporting. Standard
reporting torms (DSN 001) for immediate reporting, and DSN 002 for monthly routinc
reporting) werealso introduced. Thc methodology for information flow between the
various levels was aiso prescribed. In 1989, the National Council on Health approvcd the
adoption of Disease Survetllance and Notification (DSN) in thc country. Varying degrces
of success have bcen recorded :n the implemecntation of the disease surveillance svstem
but however. the effectiveness and efficiency has been a cause for concem over the vears
as it has not been abic to produce thec required inlormation neceded for timelv response

(FMOH_ 2005) Bcelorc 1998, most African countrics used a varicty of vertical discase
control programs {or discase surveiliasnee some ol which were well funded, while others
were 1n a state ol collapse (Abubakar et al, 2013). This unsatislactory situation was more

or less the samce in other countries 1n the Alncan Region (FMOH, 2005). In September
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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 prority
communicable discases 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 timely action. (WHQO, 2003) In Nigeria the IDSR

implementation process started in June 2000 (Abubakar et. al, 2013)

2.1.2  Integrated Disease Surveillance and Response (IDSR)

The surveillancc gutdelinc adopted in Nigcria is the Integrated Disease Surveillance and
Responsc, a form of passive surveillance. The long term goal of the Integrated Discasc
Surveillance and Response policy is to cnsure good and quality hecalth tor all Nigerians
by contributing to thc reduction of the burden of these communicable diseascs, which is
one of the health mtllennium decvelopment goals. (FMOHH, 2005) There are 22 priority in
Nigeria including the epidemic-prone diseases consisting of cerebrospinal meningitis,
cholera, diarrhoca with blood, measles, lassa fever, yellow fever, highly pathogenic avian
influenza; diseases targeted for elimination and eradication consisting of neonatal tetanus,
leprosy. lymphatc tilanasis, guinca worm and poliomyeclitis; and other diseases of public
hcalth importance consisting of diarrhcoa without blood, malaria, plague, tuberculosis,
pertussis, onchocerciasis. pneumonia, HIV/AIDS, scxually transmitted Infections.
hepatitis B (FM@H. 2009). Epidemic-prone diseases and diseases targeted for eradication

and climination arc.to be reported immediately they occur. Epidemic-prone diseascs are
to also be repoirted.wceekly whilc the whole 22 diseascs arc to be reported monthly, The
Integratcd DiSease Surveillance and Response (IDSR) guideline has also been adopted by

other. World Health Organization rcgions such as the South-East Asian rcgion (SEAR)

and the Eastcm Mediterranean region (EMR) (CDC, 2013). The surveillance svstem

adopted in Europe 1s The Europcan Surveillance System (TESSY) (ECDC. 2013) while

that of the United States 1s The National Notiftable Discase Surveillance Svstems

(NNDSS) (Doyle, 2005).

The broad ohjective ol the Integrated Discase Survellliinee and Response according to

(FMOH, 2005) 1s to contribute (o reduction obf mortalty, morbadity and disabtlity trom
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diseases through accurate, complete and timely information with respect to data gatherning
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. Instcad of using scarce resources to maintain Sseparate
vertical activities, resources are combined to collect information from a single focal point
at each level. Several activities are combincd into one integrated activity and take

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

(WHO, 2010)

The Integrated Diseasc and Survcillance stratcgy requires the use of standard case
dctinitions; laboratory confirmation of discase. rcporting surveillance data from the
health facility to the 1.ocal Government Area health department, to the Statc Ministry of
Health, down to thc Federal Ministry of Health who then reports to the World Health
Organization and responsc to the epidemnic. At each level. analysis of the data collected 1s
done to enable intervention such as instituting control and preventive measures for

cpidemics and also provide fcedback to_the level that reported the surveillance data.
Rcporting tools (Forms) used in reporting (FMOH, 2009) includc:

IDSR 00t A - This is used for iimmediately reporting case based information about
individual 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 health facilities to the
Local governiment health department. The Local governiment health
departiment notify the intonmation to the State level for a joint and sharp

rcsponsc and from State to [Federal lcvel.

IDSR 00{B - This 1s used for immcdiatcly rcporting laboratory based infonination about
individual cases ol epidecmic-pronc ciscases, discasces targeted for
cradication and climnation, and any other dwscase recommended by the

national policy for case hased survallance from health tacilities to the
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IDSR 001C -

IDSR 002 -

IDSR 003 -

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

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

This is used for immediately reporting the line list of cases of epidemic-
prone diseases, discases targeted for eradication and elimination, and any
other disease recommended by the national policy for case based
survcillance from health facilities to the Local Government health team
and for use during outbrcaks. The Local Government health team is to
notify the information to the State level and from Statc to the Federal-

level.

This 1s used for reporting weckly information about-epidemic-pronc
diseases from the health facility to the Local govermment lcvel to the State
level and then to the Federal level. Weekly reports from health facilitics
should reach the LGA by the first working day (Monday) of the following
wcek. The LGAs are to collate same-and forward to the State by the third
working day (Wednesday) ot the following weck. Weckly data from the
State should be forwarded to the Federal epidemiology division by the

tirst working day of the second week after the rcporting week.

This is uscd for reporting monthly information about the whole 22 priority
diseases from the health facility to the Local government level. to the State
level'and tinally to the Federal level. The health facility should report all
the totals for the month by the first weck atter the reporting month, At the
LGA data coming from the various health facilities should be complicd
and torwarded to the statc by the end ot the second weck ot the succecding
month, Data from vanous LGAs should be compiled and forwarded to the

Federal cpidemiology division by the third week of the succecding month
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Figure 2.1.2: Surveillance Data tflow and roles at various health level in Nigerta (FMOH,

2009)

In a study carried out 1n Kaduna state of Nigeria. it was concluded that there is a poor
impiementation of the Integrated Discase Surverllance and Response strategy (Abubakar
ct. al. 2013). According (o Sahal (201 1), the commumecable discase surverllance svstem
was poor 1n Sudan, a country m the lastern Mediterrancan region that adopted the
Integrated Discase surverlliance and response strategy. Meanwhile, a study carvied out i

India by Phalkey ct. al, (2013) reported that the implesmentation of the Integrated Discase
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Surveillance system is partially satistactory due to the encouraging results from the study,

Coker et. al, (2011), reported that there 1s 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 Guidcline tor the Integrated Discase Surveillance
and Response adopted by the Fedcral Ministry of Health (Nigeria), the guidclines for the
survelllance of epidemic-pronc diseases includes the detection of cases using standard
case definition; laboratory confirmation of cases: casc rcgistration; weekly and monthly
reporting ot all epidemic-prone discasc cases tnnmely; zero reporting (sending zcro reports
in cascs where therc were no case of Epidemic prone diseascs for the week); respond to

the cpidemics within 48 hours; analyze surveillance data and provide fcedback to the

reporting surveillance unit. (FMOH, 2009)

2.2 Knowledge on disease surveillance among health workers

The knowledge of the pathway ot diseasc notification dirccts the Discasc Surveillance
and Notification (DSN) ofticers and indircctly predicts his level ot awareness ot his duty.
This was cvident as majority of DSN officers (97.6%) that had a correct knowledge of the
pathway appcarcd to be active in their surveillance dutics with 85.8% scnding timecly
reports to the state level (Dairo ct. al 2010). Sow et. al, (2010) had also rcported that
district health personnel knowledge about both the national priority diseases 1s esscntial

tor timely dctection of priority reporting.

Research findings by Nnebue ct. al, (2012) showed that health workers in Anambra state
have aJdow knowledge on the use of the vanous Integrated Disease Surveillance and
Response (JDSR) forms. From the study, although 89.8%% of the health-carc workers were
awarc of thc Discasc surveillance notification system, ot which only 33.3, 31 1, and
3377 of them knecw the specific uses of torms IDSR 001. IDSR 002, and IDSR 003
respectively. This was different from the finding from a study i Benin City by Otih ct.
al, (2003) that revealed that oniy 11.9% of doctors studied were aware of the national

diseasc surveillance system ol which 23.1% ol doctors knew whercin to obtain

notification forms and 23 9% knew how to complete the forms; and another study i
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Yobe state by Bawa et. al, (2003 )that showed that only 38.2% of health workers being

aware of national disease surveillance system,

In Africa, research finding showed that the knowledge of health personnel for Epidemic
prone diseases ranged between 52 and 78% (Sow et. al, 2010). Studies in Germany
revealed that 47.9% of physicians felt sufficiently informed about the new infectious
disease law (Krausc et. al, 2005). Meanwhile, studies 1n Australia have also found that
the list of notifiable discases is not well known by physicians thereby underscoring the

necd to repecatedly inform physicians about the notifiable discase surveillance system-

(Allen and Ferson, 2000)

Conclusively, knowledge on discase surveillance among survetllance workers at the
hecalth facility level 1s low meanwhile the knowledge is high among the Discasc
survetllance and Notitication Ofticers at the Local government level which 1s probably

cxplained by the training they had received (Dairo ct. al. 2010).

2.3 Core surveillance activities at surveillance units

Case definition, confirmation and registration

Casc definition utilization and caseconfirmation provides untform cntena for reporting
notifiable discases (Doyle et al. .2005). Casc dctinition is vital for the communicable
discascs case detection (Saha! 2011). Abubakar et. al, (2013) reported that in Kaduna
statc. 62% ot health facilitics had standard case dctinition for the prionty discases which
was stmilar to the'report of a study n India by Phalkey ct. al. (2013). which revealed that
standard case*dcfinitions were regularly used by 67% of health facilities but was higher
than thc/35% reported in Tanzania (Nsubuga ct. al, 2002). Another study in Tanzania by
Mghamba, ¢f «/. (2004) found casc defimttons to be insufficient in the health facibitics
which were similar to the reports of Gueyc ct. al, (2005) mn Tanzania and the assessment
ot surveillance in Nigenia 1in 2001 where no health facility had anv case definttion tor any
of the prnionty discases (FMOH, 2001) but ditfcrent from the 2009 assessment ot IDSR 1n
Nigerna where only 32% of health tacihitics did had casc definitions for any ot the prionty
diseases (FMOH, 2009).  However, a study in Uganda by the Centre for Discase Control
had shown 1n year 2000 that 35% health factines had standard case detimtion (CDC,
2000) Casc contirmation by laboratory test helps to further ensuse the rehabihity of cases

15

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



* T —

identified (WHO 2006). Sahal (2011) reported that almost all health facilities in
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 maintained registers in India which was similar

to the discovery of Sahal (2011) in Sudan which had reported that all health facilities 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
health facilities in Uganda had outpatient clinic registers. Sow et. al, (2010) revealed that
clinical registers where available in more than 95% of health facilities surveyed in Cape
Verde, while the proportion is 83% and 74% of health facilities in Malawi and The
Gambia, respectively (MMOLH & WHO, 2006, GDOH & WHO, 2004)

In conclusion, the availability and thus, utilization of standard case definition at health
facilities in Nigena is poor as its far below the WHOand CDC benchmark of 80%
meanwhile case confirmation and case registration arc above the 80% benchimark and

thus acceptable.

Disease reporting and feedback

The Integrated Disease Surveillance and Response reporting in Africa has been .poor,
often due to slow data’'tlow from the facilities (Pascoe et. al. 2012), and has also been
associated with times when key Integrated Disease Surveillance and Response (IDSR)
stafts responsible for submitting reports were away from their work stations (Karimuribo
et. al. 2012). This had also been reported previously by Rumisha et af. (2007) when poor
discase reposting under Integrated Disease Survcillance and Response (IDSR) was

attributed to staff bcing on annual leave.

Abubakar ct. al, (2013) reported that in Kaduna state. S7% ot health tacilitics have a
reporting systcm to the lLocal government in place whilc all Local government arcas
reported sending reports 10 the statc level of which 67% send their rcports by hand
delivery while 33% of lLocal government areas reported sending monthly reports by

mobile phone whtle the state reported regularly 1o the national Tevel through email. The
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identified (WHO 2006). Sahal (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 maintained registers in India which was similar

to the discovery of Sahal (2011) in Sudan which had reported that all health facilities 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
health facilitics in Uganda had outpatient clinic registers. Sow et. al, (2010) revealed that
clinical registers where available in more than 95% ot health facilities surveyed in Cape
Verde, while the proportion is 83% and 74% ot health facilities in Malawi and The
Gainbia, respectively (MMOH & WHO., 2006; GDOH & WHO, 2004)

In conclusion, the availability and thus, utilization of standard case definition at health
tacilities 1n Nigeria is poor as its [ar below the WHO and CDC benchmark of 80%

meanwhile casc confinmation and case registration are above the 80% benchmark and

thus acceptable.

Discase reporting and feedback

The Integrated Discase Surveillance and Response reporting in Africa has been .poor.
often duc to slow data‘fiow from the facilitics (Pascoe et. al. 2012), and has also been
associated with times when key [ntcgrated Disease Surveillance and Responsc (IDSR)
statfs responsible for submnitting reports were away from their work stations (Karimuribo
ct. al. 2012). This had also been reported previously by Rumisha ef al, (2007) when poor
disease reporting under Integrated Discasc Surveillance and Response (IDSR) was

attmbutcd to statt being on annual leave.

Abubakar et. al, (2013) rcported that in Kaduna state. $7% ot hecalth fucilitics have a
reporting system to the Local govermment an place while all Local government arcas
rcportcd sending rcports to the state level of which 67% scend ther reports by hand
delivery while 33% of Local government arcas veported sendimg monthly reports by

mobilc phone while the state reported regularly to the national level through email, The
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study also revealed that a clear reporting system was available at all levels compared to

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

reporting mechanism.

Another study carried out in Yobe state showed that 70.9% 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, (2010) reported that
surveillance workers were active 1n their surveillance dutics as 85.8% reported that they
scnt timely reports to the state level, 88.1% conducted regular weekly visits to peripheral
health centrc and 97.6% reported visiting all health tacilities, (government and private) in

their weekly visits which supports the tindings from the previous study in- Nigeria on

eftect of training on discasc notification (Bawa et al., 2003).

Reporting completencss is the proportion ot expected reports received. It 1s only when a
district has received reports from all facilities on the expected datc can it be confident
about knowing the truc diseasc situation and make decisions accordingly. (Gucye ct. al,
2005) Sow et. al. 2010 had reported that The mean proportion of districts with evidence
of completencss in data reporting was 92% which was higher than the IDSR
rccominended threshold ot 80% for completeness of reporting. In Cape Verde the
proportion of districts that had evidence of completeness in weckly reporting was found
to be high at 95% (Sow et. al, 2010). In Uganda, the proportion of districts with
completeness in reporting was 95% which shows an incrcase by 98% in Uganda between

2001 and 2004 (UGMOR et. al. 2004).

Another key<indicator of reporting complhance, reporting timeliness, is defined as the
proportion of expected reports received on time. Reports are considered late if they had
not been rceceived by the established dcadline (Gueye et. al, 2005). In a study caried out
by Sow et. al, (2010) in Africa, thec mean proportion of districts with evidcnce of
timelincss in reporting was 85% which was shghtly higher than thc IDSR rccommended
80% thrcshold for timeliness of reporting. The proportion ot distrnicts that reported on
time in the Gambia {ncrcascd by 47% between 2003 and 2004 (GDOH & WHO, 2004),
in Cape Verde was an increase ol 100% compared with the bascline survey conducted

2002 (Sow ct al, 2010) while i Uganda, the proportion of districts wath timely reporting
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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 1n

Tanzania was reported to be 47% for weekly reports and 60% for monthly 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 govemments in Yobe state.
According to Abubakar et. al, (2013), there were no fcedback from the Kaduna state to
the Local Governiments, similar to tindings from a pcer review assessment (WHO, 2009)
and dittcred from findings in Mozambique and Tanzama where 50% of districts received
teedback from the provincial level (GM and WHO, 2006; Rumisha et. al, 2004). The
study aiso reportcd that thirteen percent of [.GAs reported receciving fecdback from the
state which was lower than that reported from Uganda and Tanzama (CDC, 2000;
Rumisha ct. al, 2007) while thc state reported not receiving any feedback from the
national lcvel which dittered from findings in Nigenia in 2001 where 50% of states
reported receiving teedback reports from the national level (FMOH, 2001) and in 2009
wlhere 67% of states rcported recciving feedback from the national level (WHO. 2009).
Sow et. al, (2010) reported that tecedbackh was not provided on a regular basis in Africa
while in India, feedback at district.level 65% was better than at facility level 15%
(Phalkey et. al. 2013). Krause et. al. (2005) reported the 59.3% doctors in Germany
claimed not to have received any feedback on infectious disease surveillancc after

rcporting.

In summary, the reporting compliance at the health facilities level in Nigeria 1s poor as it
doesn’t meet the WHO/CDC benchmark of 80% unlike thec reporting compliance at the
Local_government level which is above the 80% benchmark. Timeline of reporting is

acceptable in Atrican countries as thc mean timcliness proportion is slightlyv above the

80% 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 which was higher than the 10% and 17% reported in Uganda
and Nigena respectively, (FMOH, 2001; CDC, 2000) but lower than the 32% reported by
Mghamba 1n Tanzania, (Mghamba, et a/. 2004) and much lower than the 41-78%
repoited in Ghana from 2004 to 2005 (Franco et. al, 2006) and the 20% reported in
Nigeria and Kenya (FMOH, 2009; Rumisha et. al, 2007). However, Gueye et. al. (2005)
reported that 33% of health facilitics in Tanzania reported doing any type of trend
analysis for priority diseases, and 28 percent stated that they did trend analysis for
malaria. Abubakar et. al, (2013) also rcvcaled that all the Local government-areas in the
study had data analysis available on the prionty discases by age & sex distribution and
spot maps available for at least onc priority discase and just a-single LLocal government
arca having a line graph available in Kaduna statc. At the Kaduna state lcvel, analysis of

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

According to Sow et. al, (2010), it showed that the mean proportion of distncts
performing data analysis in Lesotho, Eritrea, the Guinea Bissau, Uganda, Ethiopia and
Malaw: was 63%. In The Gambia and Cape Verde, the evidence of data analysis at the
district level was 68% (ranging from 50% to 86%). similar to findings in Uganda which
showed that 70% of districts analyzed data and reports in Guinea Bissau which showed
evidence of data analysis.among 75% of districts meanwhile the evidence of data analysis
(trend analysis) was found in all distncts in Eritrea. In Tanzania, Gueye et. al (2005)
reported that only 42% of distncts reporicd doing any type of trend analysis for IDSR prionity
diseases, Research in India by (Phalkcy et. al. 2013) showed that although the facility
registers.recorded the date. age. location. and gender of the patient. Intcgrated Diseasc
Survelllance program (IDSP) reporting formats and portal entry systeni did not include
thesevattributes in regular data and Line graphs werc Ircquently available at the district
levels for some diseases than others with 88% districts citing the lack of time axs the main

reason {or not perlorming discasc trends lor regular data
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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 critena from the National Technical
Guidelines for IDSR. Less than 50% of the cniteria were met thereby reflecting the necd
that the local government to fully adopt the National Techmical Guidelines on IDSR to be

better positioned to prepare for and 1dentify outbreaks. There was no prepositioned stock
of drugs and vaccines available; there was a budget linc availablc tor emergency
responsc; and thc local government rclicd on reports from hcalth facilitics and
communities to identify outbrcaks with no threshold or markers being used. Also from
the study, there was a tocal government Epidemic Management Committee (EMC) with
an adequate numbcr ot members only from the public sector and community mceting

about thrice a ycar which docsn’t meet the requircments ot monthly mectings; and a well

constitutcd cpidemic rapid response tcain.

Other studies on IDSR in Uganda, Tanzama and Nigeria showcd that less than halt of
local governments had a written plan tor eptdemic response. (FM®H, 2009: Rumisha ct.
al, 2007. CDC 2000) The assessment of IDSR 1n Nigena showed that 74% ot local
government had action thresholds tor prionty diseasc (FMOH. 2009). It 1s reccommended
that all local governments assess the current situation in their areas and preparc a plan
based on the asscssment rcsults. The plan 1s meant 1o review the cxisting resources and
determine additional requircments 1n terms ot human resources, funds, emergency stocks

ot drugs and supplies. laboratory support and logistics.

Phalkey et. .al (2043) reported that 71% distncts had a clearly decfined Epidemic

Managenient Committee (EMC): 79% had a writien plan for response although few 23°

- 0
had evaluated it: and 41% had a method in place 1o torccast an outbreak of diseases based
on“institutional learning and analysis ol previous data. Sigmficant number of districts
88% had access 1o cmergency stocks of drugs and supplies at all times tn past year with
only a few districts 18% cxperiencing shortage of drugs. vaceines or supplies during the
most rccent outhreak. 71% districts had & clearly defined budget line or access (o funds

for outbreak response and half of them rated the amount as adequate with 63%6 ot districts
P

stating that admimistrative delays nude the Tunds less aecessible despite avinlabiiity. 91%
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of districts reported a suspected 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 water purification.

container surveys, health promotion and population awarcness, stockpiling medications.

2.4 Surveillance support functions at surveillance units

Abubakar et. al, (2013) reported that 38% of health facilitics did not have standard case
definitions for identifying discases in Kaduna statc which was similar to anotherstudy-.in
Anambra statec by Nncbue et. al (2012) which reported that 37% of health facilitics did
not have copics of the standard casc definitions for notifiable diseascs. Report in India
showed that, Case definitions were rarcly used as surveillance manuals on the Integrated
Discase Survcillancc program (IDSP) portal were not up-to date. difficult to understand
and available only in English language and Medical officer’s manual developed under the
[ntegrated Discasc Surveillance program (IDSP) was availablc in six (15%) of the 30
factlitics of which half ot them were able to produce a physical copy for review and also
that there was lunited laboratory capacity at all levels compromised casc and outbreak
confirmatton (Phalkev ct. al, 2013). Abubakar ct. al, (2013) rcported that sixty two
percent of health tacilitics had at lcast one standard IDSR case detimition available which
was higher than the 8% of the health facilitics had the Discase surveillance and
notification 001 and 002 forms in Yobe state (Bawa ct. al, 2003), while Nnecbue ct. al,
(2013) reported that therec was only 43.9% rcgular supply of the Integrated Discase
Surveillance and Response forms to health facilities with most 81.5% of the facilities
rcturning completed forms monthly. Dairo ct. al, (2010) shows that specifically.
standardized ‘and designated surveillance forms were available and adequate in only 20
(47.8%) of'thc.local government arca surveillance units. 35% was reported in Tanzania
(Nsubuga ct. al. 2002) which was similar to lindings by Runiisha in Tanzania. where case
definitions were not used for recording diagnosis in registers (WHQ. 2001).  Another
study in Tanzania by Mghamba, e/ al. (2004) tound casc definitions to be insufticient in
the health tacilitics. In Ghana, standard casc definttion pamphlets are distnbuted to health
facilitics tor diagnosis and this incrcased the availabihty and use of case defimtions at
health facilities (Franco cet. al, 2000) which however, ditlered from the assessmept ot

surveillance in Nigena in 2001, where no health facihity had anv case definon for any
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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 priority diseases (FMOH,
~2009).

Research by Nnebue et. al, (2012) had shown that there were no training in disease
survelllance for the health workers in Anambra state while Sow et. al, (2010) rcvealed
that the overall proportion of health facilities with one or two personnel trained in Africa
varied from 52% to 89'%. Dairo et. al, (2010) revcaled that 76% of the DSNO from Osun
and Ekiti states lad received further training from WHO while others 24% had training in
coimputer management but not in integrated disease surveillance. Phalkey et. al. (2013)
study in India had reported that training was significantly higher at the district level
compared to the facility levels with the Integrated Disease Surveillance program (IDSP)
focal person at 50% districts having a degrec in public health. In ncarly half of the
districts, nonc of the subordinate staff was trained in-integrated diseasc surveillance
cxcept the Diseasc surveillance ofticer and the epidemiologist who were trained in the
two-week Field Lpidemiology Trainmmg Program (FETP) course and the data entry
operators for two days. Training has been documented to positively impact the discase
notification habits of health personnel as reported in an interventional study conducted in
Northern Nigena in which percentage complctencss of reporting of notifiable discases
increascd from 2.3 - 52.0% and percentage of timely rcports increased from 0.0 - 42.9%

post training (Bawa and Olumide, 2005).

In assessing the logistic, communication and data management resources. Abubakar et
al, (2013) revcaled”that about 71% had standby generators out of which 67% were
functional, 29% had motorcycles and cars available. 62% had calculators available tor
data management. while 29% had computers and pronters. Health facilities were
diseovercd to morc likely have calculators available 67% than any other data
management tool which was ssmilar to findings in Tanzania (Nsubuga ct. al. 2002} and
morc than the ligures of the 2001 assessment of surveillance in Nigeria, where 47% of
health tacilitics had calculators available (FMOH, 2001) while hindings were less than in
Uganda, where 78% ol health tacihities had calculators (CDC, 2000). From Abubakar e

al. (2013). 67% l.ocal government arcas had  had standby gencrators avatlable which

W/

were all functional, 67%, all Local government arcas had computers which was sinalar o
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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 LGAs
had computers; 67% had stationery, a printer and calculators which was less than the
findings in Tanzania (Nsubuga et. al, 2002). Dairo ct. al, (2010) revealed that transport
was available for only a quarter of the surveillance officers in Osun and Ekiti while
stationery supplics were available for less than one third of them. A similar assessment in
India by Phalkey et. al, (2013) showed that the availability of logistic and communication
resources were better at facilities than at district surveillance units and availability of
vehicles was a major issue in over 90% of the districts. Despite availability of vehicles,
guidciines for their use and persons cligible for using them were unclear while tuel
charges had to be tirst borne by the Disease surveillance ofticer and epidemiologist and it
took months for reimbursement. Dairo ct. al, (2010) showed that Funding for surveillance

activities was adequate in 19.1% of the local govermment areas in Osun and Ekit state

while 21.4% provided no tunding at all.

Resecarch findings by Dairo ct. al, (2010) revealed that majority of the surveillance units
lacked offices (57.1%), only 10 (23.8%) had adequate transport and 8(19%) had adequate
finance for their daily activities. ‘Fhe inadequacy of finance (funding) was signiticantly
associated with poor performancc of surveillance activities. The inadequacy of reporting
forms and stationeries (524%) were found to be significantly associated with non-
reporting of outbreaks which was similar to what had been reported in previous studies
which reported lack of reporting forms as a rcason for not reporting notifiable discases
(Bawa et al.s2003:+CDC, 2009). According to Dairo ct. al, (2010), the effect of poor
logistic support.can be demonstrated in the proportion of the surveillance units who' were
able 10 promptly report outhreaks of epidemic-prone diseases in their local government
arcas. However. the relationship between the availability of logistic resources and
reporting of epidcmics was reported to be not clear. It also couldn’t be clearly concluded
whether outhreaks occurred and were not reported due to fate detection emunating trom

logistsc hindrances to surveillance or whether the officers lack the requisite knowdedge to

detect outbreaks
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In a bivanate analysis, Dairo et. al (2010) report showed that only inadequate funding and
lack of adequate surveillance forms were statistically significant factors associated with
the reporting of outbreaks in the local government arcas. 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 personncl, the IDSR performancec was found to be poor in that the reporting was
not done regularly according to the recommended national reporting schedule in any of
the districts. In contrast, training has been documented to positively impact the discase
notification habits of health personncl as reported in an intcrventional study conducted in
Northern Nigeria (Bawa and Olumide, 2005). Datro et. al (2010) also backs the report in

a previous study which had reported that the lack of reporting forms was a reason for not

reporting notitiable discases (Bawa et al., 2003; CDC, 2009).

Conclusively, the availability of surveillance support. factors in Nigenia is poor, thereby
limiting and discouraging thc compliance to the core surveillance guidelines as a result of
unavailability of tools and support functions that would aid the compliance to thc
guidelines. It 1s needful for the government to ensure adequate provision of the nccessary

resources and facilities to enhance the cffectiveness of the officers.
2.5 Epidemic prone diseasces

An epidemic can be.decfined as the unusual occurrence in a community or rcgién. of
specific health behaviourior events clearly in excess of expected occurrence (Park. 2009).
According to‘the National Technical Guidclines on Intcgrated Disease Surveillance and
Response adopted by the Federal Ministry of Health (Nigena), the epidemic-prone
diseascs include Cholera, Measles. Cercbrospinal meningitis. diarrhoca with blood
(shigella). Viral hemorrhagic fevers, Yellow tever and highly pathogenic avian Intluenza
(FMOH, 2009).

2.5.1 Cholcra

Cholera was the first discase for which modern public health surveitllanee and reporting

was carried out in an orgamized way (WHO, 2000). The case fatality myay be as high as 30
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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 1s caused by Vibrio Cholerae; a curved Gram-negative bacillus belongs to the
- family, Vibrionaceae and shares some characteristics with the famly,
Enterobacteriaceae (Adagbada et. al, 2012; Farmer 2006). Vibrio cholera Ol and O139
are the only serotypes responsible for the disease detined chinically and cpidemiologically
as cholera (Tamang et. al, 2005; Lopez-Gigosos, 2005). Vibrio cholera Ol 1s'divided into
classical and El Tor biotypes, and into ‘three serosubtypes - Ogawa, Inaba, and Hikojima.
Cholcra cases arc contirmed through the isolation of Vibrio cholera Of or O139 from
stools i any paticnt with diarthea (WHO 2004). Vibrio cholcrae 01 Eltor 1s the
commoncst strain 1n Nigena (Opajobi 2004; Usman, 2005). The incubation period 1s

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

Human beings are the only known rcservoir of cholera infection with the predominant
route for cholera transmission 1s faccal-oral (UNICEF, 2013). The transmission occurs
from man to man wvia faecally contaminated water, contaminated foods and drinks
(Berthoud, 2010) and 1n dcveloping countrics, a considerable proportion of cases may
result from person to person transmission through contaminated fingers while carelessly

handling cxcreta and vomit of patient (UNICEF, 2013).

Cholera arfects all.ages. and both sexes with the attack rate being highest for children.

Cholera infection rate, sex and agc distnbution and seasonality are not constant

(Agbadagba et al, 2012).

Signs and Symptoms:

People intectcd with cholera immay have no symptoms or have only nuld svimptoms. A
small numbcr of infected people may have very scrious symptoms such as: Seyvere w atery
diarrhea, vomiting, cramps. (NIAID, 2010) Within hours! dehvdration can become
severe, causing intcnsc thirst, muselc cramps, weakness with very hittle unine buing

produced and 1§ dehydration 1s not treated, loss ol waler and salts can lead o Kidney

fatlure, shock, coma, and death

AFRICAN DIGITALZIéLTH REPOSITORY PROJECT



Recommended Case Definition (FVMOH, 2006) ‘

Suspected case:

In a patient age S 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 vomtting.

Confirmed case:

A suspected case in which Vibrio cholerae Ol or O139 has been i1solated in the stool.

Distribution:

Epidemics of cholera-like discases have bcen described in India since early sixtcenth
century and continuing through the nineteenth century. It spread periodically to other
parts of the world, in pandemic wavcs, retrcating to its endcmic area in South-East Asia
between pandemics. (WHO, 2000) The current seventh pandemic was caused by caused
by the El Tor biotype of V. cholerae serogroup Ol began in 1961 in Sulawesi, Indonesia
and spread rapidly to other countries in Asia, Europe; Africa in 1970 and finally to Latin
Amencain 1991, atter almost a century without cholera (CHP, 201 1: NTHNC, 2010).

Most cases of cholcra occur 1n Africa and Asia (NIAID, 2010). Nevertheless, cholera is
on the risc with an cstimated 1.4 billion people at risk in endemic countries and an
estimated 3 milhon to S million cases and 100,000-120,000 deaths per ycar worldwide
(Berthoud, 2012). Chelera has remained endemic in some Asian countries for centuries
and has become endemic in an increasing number of African countries with epidemic
peaks throughout the years. Recently in 2010, it rctumed to the Amcncas with

transmission in Haiti and the Dominican Republic (Bliss and Fisher, 2013).

Prevention:

Effcctive surveillance and response system 1s cssential for the prevention and control of
cholera (Mint and Tauxc, 2013). Tt 1s \mportant to havc monistoring of cholcra in the
health facilities with uinmcdiatc notlication to mgher levels of the health svstem and thus
1s paramount, that the hcalth workers particularly those close to the community atc
trarned 10 {dentity and  notify immiediatcly 10 the local health authonties (Park 2009) to

facilitate epidemiological detection and outbreak mvestigation (CHP, 2011)
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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. cholerae Ol strain (CHP,
2011). Lastly, the awareness of gencral public about the risks of cholera infection through

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

greatly important (CHP, 2011).

2.5.2 Measles

Measles, also known as “"‘Rubeola™, i1s a highly infectious disease which has a major

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

2009). There is an outbreak of measles when S or more cases are suspected in one month
(FMQOH, 2002).

Epidemiological detcrminants:

Measles 1s caused by a negative sense RNA paramyxovirus of the genus Morbillivirus
within the family Paramyxovirus (Kutty et. al, 2013). Therc 1s only onc serotype of the

virus 1.e. an antigenically monotypic virus. The only known reservoir is human (Perry

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

Measles can be spread directly from person to person mainly by respiratory droplets and
by direct contact with secretions from nose and throat of an infected person (CDC 2009:
Engel, 2006) from 4-days before onset of rash until 4 days thercafter (Kutty et. al, 2013),
Dircct contact is.the primary mode ot transmission; airborme droplet and indirect contact
are less common modes of transmission (Park, 2009). Measles 1s a highly communicablc
disease (Signore 2001). Patients are infectious from the onset of prodromal symptoms
until “2-4 days after rash dcvelopment. but communicability 1s higher before rash

appearance. Communicability declines rapidly alter the appcarance of the rash. The

avcrage 1ncubation period for measles is 14 days, with a range of 7-21 days (Park. 2000

AAP, 2009).

Mecasles can atfect almost everyone i anfancy or childhood between 6 months and 3

years of age in developing countrics where environmental conditions are generally pour,
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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. cholerae Ol strain (CHP,
2011). Lastly, the awareness of general public about the risks of cholera infection through

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

greatly important (CHP, 2011).

2.5.2 Measles

Measles, also known as "“Rubeola™, is a highly intectious disease which has a major

impact on child survival (aftects all ages), particularly in developing countries (Park,

2009). There is an outbreak of measles when 5 or more cases are suspected in one month
(FMOH, 2002).

Epidemiolegical determinants:

Measles is caused by a negative sense RNA paramyxovirus of the genus Morbillivirus
within the tamily Paramyxovirus (Kutty ct. al, 2013). There is only one scrotype ot the

virus 1.e. an antigenically monotypic virus: The only known rescrvoir 1s human (Perry

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

Measles can be sprecad directly from person to person mainly by respiratory droplets and
by direct contact with secretions from nose and throat ot an intected person (CDC 2009;
Engel, 2006) from 4-days betorc onset of rash until 4 days thereafter (Kutty ct. al, 2013)
Direct contact is'the primary mode ot transmission; airborne droplet and indirect contact
are less common modes of transmission (Park, 2009). Mecasles 1s a highly communicable
disease (Signore 2001). Patients are intcctious from the onset of prodromal symptoms
until 2=4 days after rash development. but communicability 1s higher before rash
appearance. Communicahlity declines rapidly afler the appcarance of the rash. The

average incubation period for mcasles is 14 days. with a range of 7-21 davs (Park, 2000,

AAD, 2009).

Measles can affect almost everyone in infancy or childhood between 6 months and 3

years of age i developing countries where environmental conditions are gencerally poor,
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and older children usually over S years in developed countries. Following the use of
measles vaccine, the disease is now seen in somewhat older age-groups. (Park, 2009) No
age 1s 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

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

Distribution:

Before the introduction of measles vaccine in 1963 1in United States, 130 million cases
and 7-8 million dcaths were estimated to be duc to measles and 95-98% of children were

infected (Perry and Halsey2004; Moss 2009). In the 1960’s, vaccine introduction allowed

substantial reduction of both incidence and mortality due to measles.

Between 2009 and 2010, measles outbreaks were reported in Europe, Africa and Asia.
(Schoub 2011; Grais 2011; Siegfried et. al, 2010;-Zarocastas, 2009; Wairagkar et. al.
2011; Minetti et. al, 2013; Stefens et. al, 2010).  _Also, between 2010 and 2011, Westemn
Europe saw a rise in measles cascs with at least.33 countries rcporting more than 68,743
measles cases, resulting in importations into the Americas (CDC, 2011; Cottrell and
Roberts, 2011; Muscat 2011; Vainio et. al, 2011; Jankovic, 2012; Antona ct. al, 2013).
The Region of the Americas 1s in“the process of verifying climination of measles or
maintenance of climination in every country in the Region (CDC, 2012). [mportant
measures are underway. to achievc measles elimination in Europe, the Eastern
Mcditerranean, andthe Western Pacitic regions by 2015, and the African region by 2020

In Africa,.about 13 million cases and 650,000 deaths occur annually. with sub-Saharan
Africa’havingithe highest morbidity and mortality (Onoja et al., 2013). Nigcna has the
largest population in Africa with over 140 million people (Nigerian Medcecins Sans
Fronticres (NMSF), 2006) with mcasles being the tifth leading cause of undcr-five child

mortahty (WHO, 2000)
Signs and symptoms (Stages)

There are three stages in the natural history of measles, viz the prodromal or pre-cruptive

stage. cruptive stage and post measles stage. Prodromal stage bepins 10 davs atter
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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 characterized 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 cxtremetics. In the post-measles stage, therc may be

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

reactivation of pulmonary tuberculosis.

Recommended case definition (KMOH, 2006)

Suspected case:

Any person with tever and maculopapular (non-vesicular) generalised rash and cough,

runny nose or conjunctivits (red eyes) or any person in whom a clinician suspects

measles.

Confirmed case:

A suspccted case with laboratory confirmation (positive I[gM antibody) or

cpidemiological link to contirmed cascs in an outbreak.
Prevention:

Only live attenuated vaccines are rccommended tor use; they are both safe and cffective
of which a combined vaccine against measles, munips. rubclla (MMRY) is used to
protcct children _against mecasics (Park, 2011). Also. measles may be prevented by

administration-of immunoglobulin (human) carly in the incubation pcriod (Park 2009).

Control measures:

A child with measles nceds to be kept away from other children tor at lcast 7 days atlcr
onsct of rash to prevent spread of the infection to other children, Also, immunization of
contact within 2 days of ¢xposurc and the prompt immunization at the beginning vt an

cpidemic arc esscntial to lumit the spread (Park 2009).
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2.5.3 Cerebrospinal meningitis

Cerebrospinal meningitts also known as meningococcal meningitis is an acute
communicable disease (Park, 2009). Meningitis outbreak occurs when the alert threshold

1s crossed which 5 cases per 100,000 populations are for alert threshold: 15 more

/100,000 population for two weeks in row for action (FMOH, 2006).

Epidemiological determinants:

Cerebrosptnal meningitis is caused by a number of agents but the most common causes-of
bacterial meningitis beyond the newborn period are Neisseria meningitidis, Streptococcis
pneumoniae, and Haemophilus influenza. Haemophilus intluenzae type b (Hib) uscd to
be a common cause of bacterial meningitis worldwide before the Hib vaccines (Martin

M. 2004). However morc rccently, Streptococcus pncumoniac and Neisseria meningitidis

havic bccomc the major organisms causing mcningitis.

Neisseria. Meningitidis 1s classified into 12 serogroups of which six of these serogroups
cause the grcat majority of infections in pcople: A, B, C, WI35, X, and Y (Jafri et. al,
2013; Leimkugel et. al, 2003). A. fI}{ﬂUC’H:(IG, ltke Neisseria meningitidis, 1s cither
uncncapsulated or encapsulated with a‘polysacchande capsule which allows cncapsulated
Haemophilus influenzae isolates 10 be classified into six serotypes (a, b, c, d, e, and f)
with the most common cause of tnvasive discase being Haemophifus influenzae type b
(Hib) (Watt et. al. 2009).“Streprococcis prneumoniae, like Neisseria meningitidis and

Haemophilus influenzae, 1s an encapsulated bacterium.

Humans arc the rescivoir of the infection (Lucas and Gilles, 2003). Carmiers are the most
impoitant. Source~of infection as chlinical cascs present only a negligible source of
infection./The discase sprcad mainly by droplet intection with the portal of entry being
thésnasopharynx (Park. 2009). The incuhation pecrnod 1s usuaily 3-4 days. but may be 2-10

daysy Lucas and Gillcs, 2003).

Ccrebrospinal meningitis 1s majorly a discasc of children and young adults ot both sexes

(Park. 2009) In many countrics with cpidemiological data, particularly 10 Furope and

North America, the age distnbution of menmgococcal disease demonstrates two Peaks

(Harrison ¢t al, 200 1, AMSP, 2010). The ghest inadence s intants less than one
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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 symptoms:

It has characterized by a sudden onset of intensc headache, fever, nausca, vomiting. stiff
neck and various ncurological signs (Park, 2009). Without treatment, the case-fatality rate
can be as high as 70 percent, and one in five survivors of bacterial meningitis may be left

with penmanent scquelae including hearing loss, ncurologic disability, or loss of a limb

(Roscnstein et. al, 2001).

Recommended Case definitien (FMOH, 2006)

Suspected case:

Any person with sudden onset of fever (>38.5°C rectal or 38.0°C axillary) and one of the
following signs: ncck stiffness, altered consciousness or other meningeal sign.

Confirmed case:

A suspected case confinmed by 1selation of N. meningitidis trom Cerebrospinal Fluid or

blood.

Distribution:

Apart from epidemics, at least 1.2 millien cases of meningius are estimated to occur with
cstimated’annual deaths of 170,000 (WHO, 2011). In countrics with high cndemicity. thc
disease burden places an immense strain on the public health system (Jafri et. al, 2013)
whilcwn middle and low-income countries, acute bactcnal mcningitis remains the fourth
lcading causc of disability (Edmond. 2010). The prcvalence of bacteral mceningitis n
thesc countnics s higher compared to devcioped countrics (Owusu et al, 2012 The

Worldwide, the incidence of menmingitis 1s highest in a regon of sub-Saharan Atrican
known as the “meningitis helt™. Across the meningiies belt, at least 350 nullion people are
at risk for menmgitis during these annual eprdemics. The highly endemic Atfnican
Mcningis Belt, originally charactenzed hy Lapeysonnic in 1963 (Jain et al, 2013) 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-135
while in South-East Asia Region, Korea and Thailand are the only countries from this
region with published population-based estimates, which demonstrate low endemic rates
(Jafri et. al, 2013).

In many African countries including Nigeria which lic within the meningitis belt,
epidemic cases of acute bacterial meningitis are usually reported (Greenwood, 2006). In

Nigeria, there have becn repeated large scale epidemics of cerebrospinal meningitis for

the past 4 decades (Mado et. al, 2013). According to rcscarch findings by Mado et. al

(2013), showed the highest incidence to be between 6-10-years followed by the age
group -5

Prevention and control

Treatment ot cases with antibiotics can save.the lives of 95% of patients provided that it
is started during the first 2 days of 1llness with penicillin being the drug of choice (Park,
20109) while camers are (o be treated. with more powerful antibiotics such as rifampicin
to eradicale the carrier statc (Brooks et. al, 2007). The risk of secondary cases of
meningococcal disease among close contacts of someone with meningococcal disease
(1.e.. houschold members. day-care ccnter contacts, or anyone directly exposed to the
patient’s oral secretions) s high with chemoprophylaxis using rnifampicin being
recommendcd for them (Park, 2009). Surveillance and environmental measurcs to reduce
air borme infections are also important 1n the prevention and controls of the disease
(Lucas and Gilles, 2003) while vaccines are the cornerstone of prevention and control ot

bactcrial meningitis (WHQ, 20006).
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2.5.4 Diarrhoea with blood (shigella) '

- Shigellosis still remains a public-health problem in most developing countries where

communities are ravaged by poverty, war, poor sanitation, personal hygiene, and water

supplies. (Iwalokun et.al, 2001)

Epidemiological determinants

Shigella are  Gram-negative, non-motile bacilli  belonging to the  family
Enterobacteriacae. The genus Shigella includes four species: S. dvsenteriae, S. flexneri,
S. bovdii and S. sonnei, also designated groups A, B, C and D, respectively. The first
three species include multiple serotypes. S. sonnei and S. bovdii usually cause relatively
mild illness in which diarrhoea may be watery or bloody. S. flexneriis the chief cause of
endemic shigellosis in developing countries. Shigella are spread by direct contact with an
infected person, or by eating contaminated food or drinking contaminated water. Fles

may also transmit the organism. However, humans and a few primates are the only

reservorr of Shigella. (W.H.O 2005)

Risk factors for the disease include overcrowding in areas with unsafe water and poor

sanitation. The incubation period 1s from 1 to 4 days (FMOH. 2009)
Distribution:

Shigellosts is endemic_.in most developing countries and 1s the most important cause of
bloody diarrhoea worldwide Ninety-nine percent of intections caused by Shigella occur
in developing countries. and the majority of cases and deaths, occur among children less

than five years-ofrage. (Reda et. al, 2009)

Signs and symptoms:

Chinreal ilincss is characterised by acute fever, bloody diarrhoea, abdomitnal cramps and

¢an also present with systemic symptoms and signs as well as dehvdration especially in
young children. (Park, 2000)
Recommended Case Definition (I'MOIT, 2009)

Suspected case
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A person with diarrhoea with visible blood in stool

Confirmed case:

Suspected case with stool culture positive for Shigella dvsentariae

Prevention:

Prevention rehies primarily on measures that prevent spread ot the organism within the
community and from person to person such as hand-washing with soap, ensuring.the
availability of safe drinking water, safcly disposing of huinan waste, safe handling and
processing of food, and control of flies. (WHQO, 2005) Environmental sanitation rcquires

cducational support, to cnsure thcir proper use and maintcnance ot such facilities thus
making health cducation a key prevention measurc while immunization against measles

1S a potcntial preventive intervention (Park, 2009).

Control:

All cases of bloody diarrhoea should be trcated promptly with an antimicrobial that is
known to be effective against Shigella. This lesscns the nisk ot serious complications and
death, shortens the duration of symptoms, and hastens the climination of Shigella from
the stool. Othcr supportive measures used to trcat acutc diarrhoea, such as rehydration,
feeding and zinc supplementation, should also be provided. Symptomatic treatment

should be given for tever-and pain. (WHQO, 20035)

2.5.5 Viral haemorrhagic fevers

Viral hemorrhagic fevers (VHFs) are a group of illnesses that are caused by scveral
distinct familics of viruses, Characteristically. the overall vascular system is damaged.
and_the body's ability to rcgulatc itself 1s mmpaircd. These symptoms arc otten
accompanicd by hcemorrhage (blceding), howcver. the blecding is itself rarely life-
thrcatcning while somc types ol hemorrhagic fever viruses can cause relatively mild
ilncsscs, many of these viruses causc scvere, life-threatening discase (CDC, 200-1)

Viral hacmorhagic fevers (VHIE) are causced by five distinct families of viruses which
includes Arcnaviridac consisting ol Lassa lever, Argentine hemorrhagae tever, Brazilian

hemorrhagic  fever,  Bobvim  hemorthagie  lever,  Venezuela hemorthagic  tever,
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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 hemorrhagic fever and
Togaviridae consisting of Chikunguya. Each of these families share a number of common
features which includes: they all being RNA viruses with a lipid envelope, their survival
1s 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 1s the hemoirhagic

fever usually being reported because 1t's the one usually occurs in the country (FMOH,

2002) but with the presence of Ebola in the country, Ebola would also be reported.

2.5.5.1 [Lassa fcver

Lassa fever 1s an acute arena viral hemorrhagic fever that was first identified in Lassa
village, Borno 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 become endemic in many parts of West Africa. A single case of Lassa

fever is an outbreak (FMOH, 2002).

Epidemiological determinants

Lassa fever is an acute hemarrhagic-fcver caused by Lassa virus (LAV), a biscgmented
ambisensc single-stranded RNA virus that belongs to the family old world Arenavirtdisae
spp (Rojek and Kunz, 2012).

The reservoir of infection 1s mastomys natalensis (Okokhere, 2009). In 1972. the Natal
multimammate mouse was found to be the natural host of the deadly Lassa fever virus
(Inegbenebor,“2012). Lassa fever is transmitted to humans when they ingest food

contaminated by the feces and urine of mastomys natalensis (Okokhere, 2009. Lucas and
Gilles. 2003). Multimainmate rats are also reservorrs of the causative agents of
leptospirosss. plague, and lcishmaniasis (Katakwceba ct. al. 2012. Mgodc ¢t. al. 2003)
Once humans arc infected, transmission also occurs from human to human through
contact with flusd and acrosol sccretions 1n the lom of sneczing, sputum, seninal thud,

stool, urine and hlood (Incgbenchor, 2012) The incubation period 8 between 6-21 days

(DDzotsy et al, 2012)
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Men are more commonly affected than women; however, the case fatality rate i1s 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 i1s endemic in West Africa (Kelly ct. al, 2013) with an estimate of about
300,000 persons infected and 5,000 deaths annually across the region (Richmond and
Baglole, 2003; Fichet-Calvet and Rogers, 2009; Ehichioya et. al, 2010). It 1s rccognized
10 Guinea, Libernia, Sierra Leone, as well as Nigerna. However, because the rodent species
which carry the virus are found throughout West Africa, the actual geographic range of
the discase may cxtend to other countrics in the region (CDC, 2004). Recent importation
of Lassa fever into Germany, the Netherlands, the United Kingdom, and the United States
by travelers on commercial airlines (CDC, 2004, Haas ct. al, 2003; Veldkamp and
Schippers, 2002: CDSC, 2000) illustrates the potential for the spread of this highly
dangerous and contagious pathogen.

The prevalence of Lassa fever in Nigeria, Guinea and Sicrra Leone can be as much as
21%, 55% and S52% respcctively (Ilnegbcnebor, 2012). In Nigecria, outbreaks of the
infection have becn rcported tn Edo. Ebonyi, Ondo, Taraba, Plateau, Anambra,

Nasarawa, Yobc and recently Rivers (Ogbu et al, 2007).
Signs and symptoms:

Signs and {symptoms typically occur after an incubation period of & -21 days.
(Inegbenebor. 2012) The onsct of Lassa fever illness 1s gradual, with non-spccitic signs
and symptoms starting with fcver, general weakness and malaise and after a few davs,
hcadache, sorc throat, muscle pain. chest pain, vomiting, diarthoca and abdominal pan
may follow (Drotsi ct al, 2012) Scvere cases may progress to show facial swelling,
hbleeding from mouth, nose. vagina or gastrointestinal tract, and low blood pressure
Shock. seizures, disorientation, and coma may he scen i the late stages. Deatness occurs

in 25% of patients hut half recover some function aller 1-3 months (Dzotst et al, 2002)
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Recommended Case Definition (FMOH, 2006)

Suspected case:

[llness with onset of fever and no response to usual causes of fever in the area, and at

least one of the following signs: bloody diarrhoea, bleeding from gums, biecding into

skin (purpura), bleeding 1nto eyes and unne.

Confirmed case:

A suspected case with laboratory confinmation (positive IgM antibody or viral 1solation),

or epidemiological link to contirmed cascs or outbreak

Prevention and control;

Awareness (campaigns) and advocacy on clcan and safc environment to promotc

prevention cspecially within the endemic areas arc necessary. Abrogation of pra;:ticcs
that might enhance contact with the Lassa virus should be encouraged. (Ibekwe, 2012)

Patients suspected ot Lassa tever should be isolated ‘while high risk contacts should be
identitied and kept under surveillance. Post exposure prophylaxis with ribavirin in
rccommended. (Lucas and Gilles, 2003) Also. sctting up scrviceable diagnostic and
treatment centers tor Lassa fever within the region would cnhance prompt therapy and
containment of the illness while the ultimate aim should be towards producing a

hunctional and safe ant1 Lassa-tever-vaccinc (Ibekwe, 2012)

3852 Ebola

Ebola haemorrhagic fevcr is a severe discase causcd by infection with Ebola virus, named
after a nver in the Democratic Republic ot the Congo (foninerly Zaire) in Afica. where it
was first rccognized in 1976. The diseasc neither has cure nor vaccine, (CDC. 2010) The

casc-fatality ratc for Zairc Ebola virus (EBOV) infcctions 1s cstimatcd to be between 50%

and 90% (ECDC, 2014)

Epidemiological determinants:

Ebola 1s caused by I*hola vairus which s onc of (wo members of @ famuly oFf RNA viruses
called the Firloviridac. There are five sdentilicd subtypes of Ehola vitus: Four ol the fiveee
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have caused disease in humans: EbolaZaire, Ebola-Sudan, Ebola-Ivory Coast and Ebola-

Bundibugyo. The fifth, Ebola-Reston, has caused disease in nonhuman primates, but not
inhumans. (CDC, 2010)

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 belicve that the virus 1s zoonotic (animal-borne) with four

of the five subtypes occurring in an anunal host native to Africa. A similar host. most

likely in the Philippines, is probably associated with the Ebola-Reston subtype, which

was isolated from infected cynomolgous monkeys. (ECDC, 2014; CDC, 2010; ENIVID

2001)

Ebola viruses are highly transmissible by direct contact with infected blood, sccretions,

tissues, organs or other bodily tluids of dead or living infected persons (GOARN, 2014).

Burial ceremonics arc known to play a role in transmission (WHO, 2012). Bats remain

the most likely, but still unconfirmed, rescrvoir host for Ebola viruses (Wood, 2012;

Hayman ct. al, 2012). The incubation pcriod 1s between 2-21 days (ECDC, 2014,
GOARN, 2014).

Distribution:

Ebola, occurs in epidemics majorly in. Afinca and South America (CDC, 2010) with an
ongoing sprcad in West African countrnies such as Guinea, Sicrrea lcone. Libena, and
Nigeria, This spread of thediscase in West Aftica has from 33" December to 23™ July of
2014, produced about ‘1275 cascs and 704 deaths (GOARN, 2014).

Historically, the first case was known in Zaire (now Democratic Republic of the C ongo)
in 1976. Since thenConfirmed cases of Ebola have been reported in the Gabon. Sudan.
the Ivory Coast, and Uganda while also, the Ebola-Reston subtype was isolatcd from

infected cynomoligous monkeys in the Philippines. (ENIVID, 2001)

Signs and symptoms:

The onsct of Ebola s sudden and s early symptoms include Hu-like illness, fever.
muscic pam (myajgia), fatiguc {(weakness). headache and sore throat. The next stage of
the discasc 1s characterised by symptoms and chnteal manilestations from several organ

systems. Jts symptoms can he gastromtestinal  (vonuting, diarrhoca, anorexia and
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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 primates, but not
in humans. (CDC, 2010)

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, rescarchers believe that the virus is zoonotic (animal-bome) with four
of the five subtypes occurring in an animal host native to Africa. A similar host, most
likely in the Philippines, i1s probably associated with the Ebola-Reston subtype, which
was 1solated fromn infected cynomolgous monkeys. (ECDC, 2014; CDC, 2010; ENIVID
2001)

Ebola viruses are highly transmissible by direct contact with infected blood, secretions.
tissucs, organs or other bodily tluids of dcad or living intected. persons (GOARN. 2014).
Burial ccremonies arc known to play a role in transmission (WHO, 2012). Bats remain
the most likely. but still uncontirmed, reservoir host for Ebola viruses (Wood, 2012;

Hayman ct. al, 2012). The incubation penod is between 2-21 days (ECDC, 2014,
GOARN, 2014).

Distribution:

Ebola, occurs in epirdemics majorly tn Afnca and South Amenca (CDC, 2010} with an
ongoing sprcad in West African countries such as Guinea. Sierrca leone, Liberia. and
Nigeria. This spread of thedisease in West Africa has from 33% December to 23'¢ July of
2014, produced about'1275 cases and 704 dcaths (GOARN, 2014).

[listorically, thefirst case was known in Zaire (now Democratic Republic of the ango)
in 1976. Since then~contirmed cases of Ebola have bcen reposted in the Gabon, Sudan.
the Ivory Coast, and Uganda while also. thc Ebola-Reston subtype was 1solated from

intccted cynomolgous monkeys in the Philippincs. (ENIVID, 2001)

Signs and symptoms:

The onsct of Fbala is sudden and its early symptoms include tlu-hike aliness, fever,
muscle pain (myalgia), fatiguc (weakncss), headache and sore throat. The next stage ol
the disease 1s characterised hy symptoms and chnical manitestations from several organ

systems Its symptoms can be gastrtoaptestinal  (vonuting, diarthoca, anorexia  and
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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 Definition (GOARN, 2014)

Suspected (clinical) case.

Any person 1l or deceased with fever and hemorrhage. Documented prior contact with an

Ebola case 1s not required.

Probable case (with orwithout bleeding).

Any person (living or dead) with contact with a clinical casc of Ebola and a history of

acutc tever

OR

Any person (living or dead) with a history of acutc fever and three or more of thc
tollowing

- hcadache/ vomiting/nausea/ loss ot appctite/ diarthea/ intense fatigue/ abdominal

pain/ gencral muscular or articular pain/ difticulty in swallowing/ ditficulty in breathing/

hiccoughs

Prevention and control:

Avoiding contact with ‘symptomatic patients and/or their bodily tluids. corpscs andor
bodily fluids fromdeceased paticnts (CDC. 2010). timcly contact-tracing. carly
identification. \systematic quarantinc er isolation of cascs (survcillance). Health-carc
providers umust protective clothing (PPE) such as masks. gloves. gowns, and goggles:
complete equipment sterilization; (ECDC, 2014) and avoiding any form of close contact
with wild animals (including monkeys. forest antclopes. rodents and bats), bath alive and

dead. and consumption of any typc of ‘bushmeat’
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2.5.6 Yellow fever

Yellow fever is a disease that has caused severe morbidity and mortality in Africa and
South American regions despite the available effective vaccine for more than 70 years

(Fatiregun et. al. 2010: Wiysonge, et. al. 2008; Bamett, 2007). The “yellow™ in the name
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).

Epidcmiological determinants:

The causative agent, Flavivirus fibricus formerly classificd as a group B arbovirus, 1s a
member of thc togavirus family. The yellow fever wirus. 1s-constantly present 1n
mosquitocs and non-human primates in some tropical areas of Atrica and the Amercas
(WHO, 2000). In forest areas. the rescrvoir of thc infcetion 1s mainly monkeys and forest
moseuitoes whilc in the urban arcas, the reservoir is man (subclinical and clinical ¢ascs)
besides Acdes aegypti mosquitoes (Park, 2009). The incubation period 1s usually 3-6 days
(Lucas and Gilles, 2003).

Ycllow fever virus is transmitted.to humans primanly through the bitc of an infected
Aedes or Hacmagogus speeies mosquito (Staples et. al. 2010). Mosquttocs acquire the
virus by feeding on intected nonhuman or human primatcs and then can transmit the virus

to naive nonhuman or human primatcs, These mosquitoes arc domecstic (1.c. they breed
around houses), wild (thcy breeding the jungle) or scmi-doincstic species (they displayv a
mixture/of habits) Any region populated with these inosquitoes can potentially harbour
the disease/(WHO. 2000). Ycllow fever virus has threc transmission cycles: jungle
(sylvatic), intermediate (savannah), and urban (Barrett and Monath, 2003). Depending on
the transimission cycle and location, differcnt mosquito species arc involved, and humans

or nonhuman primates scrvc as the primary reservowr ot the virus

All ages and both sexes are susceptible to yellow Tever in the absence ot immunity (Park,
2009) In general tncreased 1emperature, hunudity, and caintall lead to higher maosquito

abundancc and congequently an incrcase i virat arculanon (Vancoscellos, 2001).
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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, 2010). 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 rcported from West Afrnica; fewer
outbreaks have been rcported from Central and East Afnca (Ellis and Barrett, 2008).
Dunng West African outbreaks, up to 30% ot the population is infected with Yellow
fever virus and 3%-4% develop clinical diseasc (Staples et. al, 2010). Although urban
outbreaks ot Ycllow fever occurred in North America and Europe until the early 1900s,

autochthonous transmission has not been reported over the past several decades. (Staples
et. al, 2010)

Signs and symptoms:

The presentation ot yellow fever diseasc ranges from subclinical intection to systemic
disease including tever, jaundice, hemorrhage, and renal tailure. Viremia peaks 2-3 days
after intection, and patients with tatal cases have a longer duration of viremia than do

survivors (Bamectt, 2007).
Reccommended Casce definition (FMOH, 2006)

Suspected case:

A person with acute onset of fever followed by jaundice within two wecks of onset of

firstsymptoms Hemorrhagic manifestations and renal failure may occur

Confirmed case:

A suspected case with laboratory confirmation (positive TeM antibody or viral solation)

or eprdenuological link to confirmed cases of outhreinks
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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 yellow fever is best
controlled by rapid immunization of the population at risk with 17D vaccine being the

intermationally approved vaccine while other methods includes intensive vector control

and an effective surveillance system wherever the disease is ecndemic (Park, 2009).

2.5.7 Highly pathogenic avian influenza (HSN1)

Highly Pathogenic Avian Influenza HSN1 has attracted substantial public attention since
its emcrgence 1n latc 2003. The virus has shown to cause diseasc in both annmals and
humans (OIE 2009a, WHO 2010).

Avian Influenza viruscs in poultry are classified as being either high pathogenic (HPAI)
or low pathogenic (LPAI) (OlEk 2006). High Pathogenic. Avian Influenza viruses are
defined as those that kill 75% or more of 4- to 8-week-0ld chickens within ten days of
inoculation (Alexander 2000). Only H5 and H7 subtypes viruses can cause High
Pathogenic Avian Influenza, although not. all viruscs of these subtypes are virulent
(Alexander 2007). Low Pathogenic Avian Influenza viruses (defined as those that kill
less than 75% of 4- to 8-week-old chickens within ten days ot inoculation) can include

any of the 16 HA and 9 NA subtypes. A single case of avian influenza i1s an outbreak

(FMOH, 2002)

Epidemiological determinants:

Avian influenza (Al) 1s caused by type A strains of influenza virus. All Avian Influcnza

viruses.dre members of the Orthomyxovindac family. There are three sub types. namely

influcnzaitype A. type B, typc C {Park, 2009)-

W1ld watertowl arc a natural reservoir of avian influenza A viruses, and these viruses are
usually non-pathogenic in these specics (Swayne 2008). Avian Intlucnza viruses can be
transmitted directly or indircctly by contact with infectious acrosols and other virus-
contaminated materials. Thus, thc main path of transmission may have shifted trom an

oral-faccal route 1o more oral-oral route or even mrhome route or hoth (Sturm-Ramires ot

al. 200S). Cross-species transnussion ob Avian Influenza viruses can potentiadly cause
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infection in ’ | : :
mammals including humans, hamsters, mice, pigs, ferrets, stone martens,

dogs, domestic cats, tigers, leopards, civets, and macaques (Cho et al. 200S; Thiry et al.

2007; Lipatov et al. 2008).

Influenza affects all ages and both sexes. In general. the attack rate is lower among
adults. The immunity to influenza is sub type-specific (Park, 2009). Epidemics usually
- occur 1n winter months in the Northem Hemisphere and in the winter or rainy season 1n

the Southem Hemisphere. Overcrowding enhances transmission (Park, 2009).

Distribution:

In early 2004, thighly Pathogenic Avian Influenza outbrcaks:. were simultaneously
reported in ninc Asian countries: South Korea, Victnam, Japan, Thailand, Cambodia,
Laos, Indoncsia, China, and Malaysia (Li et al. 2004). Between 2003 and 2010, Highly
Pathogenic Avian Influcnza H5N1 outbreaks were rcported in Asia, Africa, Europe. and
thc Middlc East, attecting wild birds, domestic poultry, human and other mammals. In
February 2006, highly pathogenic avian influenza (HPAI) virus of the HSN1 subtype was
dctected in chickens in Kaduna state- in northern Nigena, the first African country
reporting a confirmed HPAT (HSN1) outbreak. The infcction later spread to 25 of the 36
Nigerian statcs and to the Fedceral Capital Territory and persisted tor 21 months. (Fusaro

ct. al, 2009)
Signs and symptoms:

Symptoms jnclude _fever, chills, aches and pains, coughing and generalized weakness.

Fever lasts from 1-5 days averaging 3 days in adults. The most dreaded complication 1s

pncumonia, which should be suspected il fcver persists beyond 4 or 5 davs or recurs

abruptly after convalescence. (Park. 2009)

Recommended Case Definition (FMOH, 20006)

Clinically, paticnt may present with cither Influenza-hke 1llness (1L ot Severe acute

respiratory discasc (SARID)

[LI: Adult or child sccking carc for an acute allness consisting o! fever = 380 ¢ AND

either cough or sore throal
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SARD, 2 5 years: Moderate-to-severe unexplained acute lower respiratory tract i}lness
(temperature > 38 C AND cough or sore throat AND shortness of breath, difficulty in

- breathing or severity requiring hospitalization), with or without evidence (chnical or

radiological) of pneumonia.

For children age 2 months to 5 years, SARD will be defined using the severe pneumoma

defimtion from IMCI:

A child presenting with cough or difficulty in breathing and any general danger sign, or
chest in drawing or stridor 1n a calin child. General danger signs for children 2 months to

5 years are: unable to drink or breast feed, vomits everything, convulsions, lethargy, or

UNCONSCIOUSNESS.

Suspected case: [LI or SARD case-patient with history of exposure within 7 days of onset

of symptoms

Exposure could be through:

¢ C(Close contact (within | meter) with.a probable/confirmed case of influenza
A/HSNI

¢ C(Close contact with infected birds (handling, slaughtering. defeathering,
butchering, preparation for consumption) or with environments contaminated by
their taeces, or consumption of raw poultry products where HSN1 infections are
contirmed

« Close-contact with a confirmced case of H5NI infection in an amimal

o« Worked inlaboratory processing samples suspected of containing A/HSN1 virus

o Reside or visit arca where A(HSN ) 1s suspected or confinned in birds

Probahle case: Ssuspected case Plus Limited laboratory evidence of A/HSNI (c g single

serum antibochics)
Confirmed casc: A (H5N) confirmed casc

Any individual for whom lahoratory testing, demonstrates:

e Positive PCR for A (IHSN1)

o DPositive viral culture A (11 SNI)
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4 fold rise in influenza A (H5N1) specific antibody titre

IF A positive test using A (HSN ) 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 contributc to early detection of Highly pathogenic avian influenza (HPAT)
infection and risk factors, monitoring of vaccination programs, understanding of discase
patterns, allowing authorities to adjust discasc prevention and control measures.
Recently, the terms ‘scanming’ and ‘“targeted’ surveillance have becn used in veterinary
surveillance (Scudamore 2002). In countries where the veterinary infrastructure 1s weak
or unable to enforce laws related to discase control. a inoditied approach should bc
apphed to control rather than to eradicate High pathogenic Avian HSNI virus (Sims
2007). When the discase is endemic, vaccination stratcgies can be applied siimultaneously
with other control incasures to reduce HPAJ incidence and minimize the risk of human

cxposure to infection (FAO 2007b).

Q)
-

Conceptual framework

Public heaith surveillance is the ongoing systematic collection, analysis, interpretation of
outcome- specificraata.for use in the planning, implementation, and evaluation of public
health practices(WHQ, 2001). A surveillance system involves the ability to collect data.
analyze the data as well as the timely dissemination of these data to pcople who can take
cffectiv.eprevention and control activities. The core of any surveillance system involves

the collection, analysis, dissemination of data and taking of action (rcsponse)

For the asscssmcnt of Epidcmic prone diseases in Ovo state. the conceptual framework of
surveillance and responsc systems for Infcctious discases (as shown m Figure 2.6 below)
is used. ‘The two important componcnts ol the system e, public health survallance &
action (core surveillunce functiony) and the surveillance support function are under focus.

and thus the asscssment will cover the major dimensions of Epadennie prone discase

survelblance.
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Figure 2.6: Conceptual framework of health surveillance and action (McNabb et. al,
2002)
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CHAPTER THREE

METHODOLOGY

3.1 Study area

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, 2012) 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 l.ocal government area health institutions as well

as numerous private health facilities.
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. The randoml
y selected Local govemments per senatonal districts for the study were:

Oyo North - Kajola, Ogbomosho south, and Surulere Local Government

Oyo Central - Afijio, Akinyele, and Egbeda Local Government

Oyo South - Tbadan South-East, Ibadan North, and Ibarapa East Local
Govermment

F)
N

Study design
The study design 1s a cross-sectional study.

33 Study population

The study population 1s the epidemtic-pronc discase surveillance workers in Oyo state at

the health facility, local government and statc government levels.
3.3.1 lnclusion criteria

All consenting survcillance workers in “charge "ot epidennc-prone discasc corc

survetllance activitics at the heaith facility, local government and state government levels

3.3.2 Exclasion criteria

. Discasc monitoring and cvaluation afficers

2. Hecalth Managenicent Iinfarmation System Unit otficers

(o

4 Sample size determination

The minimtn.sample size for the study would be derived from the formula:

N = Z, % pu
n

Wherc N= minimuni cstimated samplc 517

P= ().858 (proportion of Tocal government health departments that report regularly to the

y )
state cpidemiology umt) (Dairo ct. al, 2010)

% ne ent health d(:pellimcnls that don't report lcgular]\
q = 0.142 (proporhion of local govermm

10 the state epidermiology uit)

d = 0.05 (preaision level ol %)

[l
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Z.= 1.96 (standard normal deviation at 95% confidence interval)

N = 1.96°x0.858x0.142 =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 Sampling technique

A multi-stage sampling technique was used.
Stage 1:

From the sample tframe ot Local governmcnts in each of the three senatorial districts 1n

Oyo state, three local government areas were randomly sampled by balloting from each

senatorial district.

Stage 2:

From cach local government area sampied, 7 wards were randomly selected.

Stage 3.

From each ward. 3 health facilities were randomly selected.

Stage 4

From cach health facility, the curveiliance focal officer was selected for the study.

3.6  Study variables

Dependent vdriables.assessed are:

) )o Short term reporting comphance (6 months)

| | -
2) Mid-term reporting compliance (1 year)

' are:
Independent variables assessed

- , [ service. rchgion. martal
: : accupation, length o ‘
factors (gender, ¢

1) Socjo-demographic
status)

2) Knowledge of surveillance dataflow

- upenvision, fecdbiaek,
{ funcons (reporting forms. trammg, supervision. fece
;illance suppor ‘
3) Surveillance \
, Ny,
fogistic resQurees and tunding)

()
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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 term and mid-term reporting compliance.

&

However, there are three levels of compliance which 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 missSing

any by a surveillance unit. Therefore, only those that reported regularly for the

period of 6 months where regarded as short term “Comphant” while surveillance

units that 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 Complaint™.

b) Mid- term reporting compliance — This refers to the regular and consistent
reporting of monthly surveillance data for a period of 1 year without missing any

by a surveillance unit. Only those that reported regularly for the period of 1year

where regarded as mid-term “compliant™ while surveillance units that 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 Complaint™.
¢) Long term reporting compliance: This refers to the regular and consistent

reporting_of monthly surveillancc data for a period of over and above 1 year

thout missing any by a surveillance unit. However, due to the cross sectional
without=mis:

t f this research ctudy. long term reporting compliance cannot be assessed.
nature 0O . g study,

formance at all <urveillance units was chosen as the standard bench
perfon

EFighty percent .
QF h surveillance guidelinc indicators based on the WHO CDC

mark for compliance to Cac
2 (WHO 1999 Sow ct, al

y to a particular survcillance

»010: Sahal 2011) 1.c. 11 80% of surveillance

guide for A gudchine. there s said to be an

state, or region ete)
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2) Surveillance support functions - Surveillance support functions are those factors
that facilitate compliance with the performance of the core surveillance guidelines. The
availability of these surveillance support functions at surveillance units assist in cnsuring
compliance. Surveillance reporting support tunctions include:
a. Rcporting forms (IDSR 003): Availability of IDSR 003 reporting torns
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 wvisits from higher hcalth
authoritics (Ycs/No):
d. Fecdback: Availability of feedback from higher health authoritics to
reporting surveillancc unit on thc outcomes of reports sent (Yes/No);,
e. Logistic resources: Availability of logistic resources such as offices,
motor vehicle and adequacy of stattonerics at surveillance umits (Yes/No);

f. Funding: Adequacy of hnance/imprest for surveillance activities at

survcillance units (Yes/\No)

3.8 Data collection instrument

There wcre two (2) research instruments used in this study. The first 1s a semi structured
qucstionnaire that 1s divided into tive sessions and was filled by every consenting study

participant. The scrmu-structurcd questionnairc had five sections was uscd to collect

relcvant intormation on

Section/A: . Socio-decmographic data

Section B Knowledge of surveillance workers

Section C:  Reporting and fecdhack System
Scction D: Epidemic responsc systcm
Scction Lk Surveillance support hunctions

| =1 checklist used lo record mformation relating to some of the
I'he sccond mslrulT?C‘f: ities such 48 the utidtzatton of stndard case detimbon, case
0 i e lest, €ase registration, discase reporhing, data analysis.
. : 1horato Chl, >
C(m(:mnm“m bj,vL]-dhi{;:ltui};/nluhsllfy of logishe resources 1 was used to assess the
¢pidecmic respotise
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compliance to the other surveillance gutdelines by reviewing the health factlity outpatient
register, log books and copies of laboratory reports at health facilities; copies of reported
IDSR 002 & 003 forms / evidence of reports (for a year), tables/charts showing analysis
of epidemic-prone diseases. minutes of meetings of epidemic preparedness and Rapid

responise team, and also to ascertain the availability of standard case definition and

logisticresources at the surveillance units.

3.9  Validity

Validity of the instrument was ensured through the development of a draft instrument by
consulting relevant literatures, adopting questions from relevant questionnaires Of
researches related to the study with the help of my supervisor and subjecting the dr.af"t to

independent, peer and expert reviews, particularly expert in public health.

3.10 Reliability

The instruments used to collect data for the study.was pre-tested among surveillance units
'n Ibadan North-West Local government area. The both instruments were used to collect

data from 20 (10% of the sample size) eligible surveillance units. Thereafter, the

questionnatres were subjected to @ measurc of internal consistency using the Cronbach’s

Alpha model technique. The reliability value obtained for the study was 0.719. The

liability coefficient obtained from this analysis was used to ascertain the statistical
reliabih

reliability of the instrument.

3.11 Data collection procedure

<elf-administered. The purpose ol the study was explained to the
€S WwWEeIe '

uestionnatr | I-
Q llance unit. The questionnaires WEere admmlstercd to only those
illan :

respondentat each surve
participate The maxl

Checklist was used to

~ - N 8 > ) |1L1. )El t!c"’tll]t \\'.,L\

mum time ailotted for retum of questiomaire to the

who agree 10 review the records and logistic resources

fescarcher was two Gays

at the survetllance units.

N ' ; > >C 0’ the qUCﬂ“UnndlrL‘ '[‘hc
an l CNSuUre th(. CO”LL“OII ll

{01 (U'lllor ( N

) SO 48 t

collected (1t allowed

collated per sury aillance units and checked daily to
oy WCTC
checkhsts

gucstionnalres and ol
5 B v /! ][nr'r““c y

- Al ceomCIts dare 4p|
ensure that alb segn
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Timelines and completeness of weekly reports for the state for the year 2014 (January —

December) was obtatned from the W.H.O Oyo state office.

3.12  Data analysis

Data was entered and analyzed on SPSS (Statistical Package for the Social Sciences)
version 20. Descriptive statistics as mean with their standard deviation, frequency and
percentage was used to describe the genecral characteristics of the respondents at the
surveillance units. Association between categorical variables was examined using chi-
square test (bivanate analysis). Multivariate logistic regression was performed to identify
predictors for compliance with the monthly disease reporting guideline. Results of the
logistic regression analysis were presented with a 95% confidence interval (CI). A

probabhtlity level of p < 0.0S was accepted as being of statistical significance.

3.13 Lthical considcration

Ethical approval tor the study was obtained. from the Oyo State Ethical Review

Committec.

The confidentiality of the respondentswas cnsured and protected as there was no request
for names and personal addresses. The nature, purposc and processes involved in the
study were well explained to the participants with emphasis on contidentiality, privacy
and anonymity of information provided. in other to ensure anonymity of responses. code

numbers was given to each participant and any form ot 1dentification was not included 1n
the questionnaires‘and checklist. Information gathered trom the respondents was stored in

the computers/package tor analysis by the principal investigator and with no access to

unauthenzed persons.

. from the respondents before admimistration ot the
Written inforined consent was obtained '

gucstionnaircs and checklist.
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CHAPTER FOUR

RESULTS

4.0 Preamble

This chapter contains the results tor this study aimed at determining the compliance with
eprdemic-prone discase survetllance and response guideline among surveillance units in

Oyo statc. Also, it contains the results tor the knowledge ‘of surveillance workers on

epidemic-prone discase surveillance: the support functions at the surveillance units and

finally shows associational results for the factors affecting discase reporting compliance

among surveillance untts in Oyo statc.

The results trom this scction are obtained from the'responses ol 199 respondents (N=199)

in this study; with 189 respondents (n=189) trom hcalth factlitics, 9 Discasc Surveillance
and Notification officers (n=9) at the Local govemment e el and the State

cpidemiologist (n=1) at the State govcrnment level.
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CHAPTER FOUR

RESULTS

4.0 Preamble

This chapter contains the results for this study aimed at determining the compliance with
cpidemic-prone disease survcillance and response guideline among surveillance units in
Oyo state. Also, 1t contains the results for the knowledge of surveillance workers on
cpidemic-prone diseasc surveillance: the support finctions at the surveillance units and
finally shows associational results for the factors affccting discasc reporting compliance

among surveillance units in Oyo statc.

The results from this section are obtained from the responses of 199 respondents (N=199)
in this study; with 189 respondents (n=189) from health facilities, 9 Disease Surveillance

and Notification officers (n=9) at the Local government level and the State

cpidemiologist (n=1) at the State government lcvel.
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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 marricd, while one (0.5%) was a widower. Majorities (80.9%) of the

respondents were non-doctors. Majority (97%) were Yoruba’s while others were either

[gbo or Hausa. (Table 4.1)

The State cpidemiologist 1s a Medical doctor and has been in service for between 11 — 20

years. He 1s a mamed male with MBBS and a postgraduatc qualification of Master of

Public Health in Community Medicine.
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Table 4.1: Sociodemographic characteristics of study respondents at surveillance units

Characteristics N=199 o
Age
20-29 years 14 17
30-39 years 69 34.7
40-49 years ' 46 23 ]
50 years and above 50 25 .1
Gender
Males 69 347
Females 130 65.3
Level of Education
Primary 0 0.0
Secondary L/ 3.5
Tertiary 192 96.5
No formal education 0 0.0
Education qualification
Registered Nurse (RN) 69 3.7
CHEW/CHO 42 21 1
B.Sc/HND 39 19:6
MBBS 38 19.1
Others® Ll 5.5
Occupation » e
Nurse _ | 0.6
Medical Records officer
38 19.1
Doctor s
Others® 3L i
Length of Service 26 131
}-S years o5 27 6
6-10 years 55 27 6
11-20 years 63 317
21-30 years
Religion 117 59 3
Chnstianity 27 412
Islam
Ethnicity 193 970
Yoruba 4 20
lgbo 7 1.0
Flausa
Marital status 159 799
Married 40 20 1
S]ng]c Others
{.evel of function | 0 f
Stale 0 .3
Local govt. arca 189 gl i
Health faclny "7
T WASSCE/OND

bSO/ Laboratory scienlist

40,15 years £ 10
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4.2 Knowledge of the study respondents on Epidemic prone discase surveillance

4.2.1 Pathway of dataflow

The knowledge on the pathway of surveillance data flow was higher among the Disease

Surveillance and Notification Officers at the Local government lcvel (100%) than among

respondents at the health facility level (52%). (Table 4.2a)

4.2.2 Use of IDSR forms

Knowlcdge on the use of IDSR forms was generally low at the health facility level; with
the highest knowledge (49.7%) being on the use of IDSR-003 form and the lowest
knowledge (8.5%) being on the use of IDSR 001C form. In contrast, the knowledge on
the use of the IDSR forms was high at the Local government level with the lowest

knowlicdge (77.8%) being on the uses of IDSR 001B form. (Table 4.2a)
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Table 4.2a: Knowledge on surveillance dataflow pathway and use of IDSR forms among
survelllance units

Health facility Local Government
VARJABLES (1=189) — =) o
Surveillance data pathway
Pathway of data flow 100 529 9 100
Useof IDSR forms
Use of IDSR 001 A 36 19.0 9 100
Use of IDSR 001B 22 11.6 7 B
Use of IDSR 001C 16 8.5 8 8889
Use of IDSR 002 51. 27.0 9 100
Use of IDSR 003 94 49.7 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 (20.10%) 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%)
while the least was its use for the moﬁitoring and cvaluation of health care system and
disease control (6.88%%). Meanwhile at the local government level, the Knowledge on

the use of DSN records was gencralty high and followed the same pattem 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

Health facility l.ocal Government
b (n=189) k2 (n=9) "o
Uses of DSN Records

Health planning 22 11.64 6 66.67

For research purpose Il 582 " -
For statistics purpose 16 8 47 4 44 .44
Reporting 1o health authorities 38 20.10 7 77,78
Detect outbreak 20 10.58 5 55.55
®thers’ 13 6.88 5 55.56

*=Monitor & evaluate health care system / discase control .
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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 bjood (shigelia) and highly pathogenic avian influenza

(HPAI) being epidemic-prone disease werc lowest (5.8% and 9.5% 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 Epidemic prone discases

Generally, the knowledge on the incubation periods of the epidemic-prone discase was
poor at both the health facility and loca! governinent level cven though it was better at the
local government Icvel. Nonc of the Diseasc Survcillance and Notification officers knew

the incubation period of highly pathogenic avian influenza. (Table 4.2¢)

At the state level, the knowledge of the State epidemiologist on cpidemic-prone disease

surveillance was perfect as he knew all that was asked of him on epidemic-prone disease

survetllance.
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Table 4.2c: Knowledge on epidemic-prone disease among surveillance units

Health [acility

Local Government -

VARIABLES (n=189) o, (n=9) o,
Listing of Epidemic prone
disease
Cholera 116 61 .4 9 100
Cerebrospinal Meningitis 100 52.9 9 100
Diarrthoea with biood (Shigella) 11 58 7 77.78
Highly Pathogenic Avian Influenza 18 ., 9.5 7 77478
Measles 146 792 9 100
Viral hemorrhagic fevers 103 54.5 9 100
Yellow fever 63 333 3 100
Incubation Periods
Cholera (Few hours — 5 days) 40 21.2 4 a5
Cerebrospinal Meningitis 10 53 3 33.33
(2-10 days)
3 16 2 2222
Diarrhoea with blood ( 1-4 days )
| 9 48 0 0.0-
Highly Pathogenic Avian Influenza
(2-8 days) e
. 14,
Measles (7-18 davs) 29 15.3
37 196 4 44 44
Viral hemorrhagic fevers
-21 days)
(3 2] days q - g 33 13

Yellow fever (3-6 days)

——

E——————SSSSNE S

e ——

l
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43 Compliance with epidemic-prone djsease surveillance and response guideline

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% of health
facilities analyze epidemic-prone disease data. Meanwhile, only 56 focal health facilities

(focal sites) from the randomly selected local governments are designated to report Cases

of weekly epidemic-prone diseases. (Table 4.3a)

At the local government level, the compliance with surveillance data analysis guideline
(77.78%) and epidemic preparedness were not up to standard while the reporting

compliance was above the 80% WHO/CDC recommended standard. (Table 4.3b)

Despite a reporting practice existing in 82.4% of the surveillance units, only 77.4% of all
199 surveillance units were found to report regularly over a perniod of 6 months and only

65.8% of all surveillance units reported regularly over aperiod of 1 year. (Table 4.3c¢)

Timeliness and completeness of weekly reports ranged trom 81% to 100% for both. The

timeliness was 94.44% while the completcness was 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.IL.O benchmark
7 : (N=189 9, o,
Case Identification ) > -
Utilize Standard case definition 49 59 30
Case confirmation
Utilize laboratory confirmation 162 5 7 30
Casc registration
Register cases 180 95 2 30
Discasc Reporting
Regular monthly report (6 menths) 144 76.2
Regular monthly report (1 year) 121 64.02 -
Have a rcporting practice 154 81.43 80
Analyze EPD” data
5 Ao 80O

Analyze data

T

IFFocal Health Facilities Standard W.H.O benchmark

(n=56) 0/0 0/0
¥ 47 83.9 )
Regular weekly report (6 months) 56 _ 100 8%

~ Presence of Zero reporting pracuce 99
*= £pidemic prone disease
°= Only the focal health facilities are expec

ted to report weekly
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Table 4.3b: Compliance with Epidemic prone disease surveillance and response
guidelines at Local Government health departments

GUIDELINES Local Government Standard W.H.O
Benchmark
N=9 % v

Disease Reporting

Regular monthly report (6 months) 9 100
Regular monthly report (1 year) 0 100
Regular weekly report (6 months) 8 $8.89
Have a reporting practice 9 100 80
Presence of Zero reporting practice ik NI 80
Feedback
Provide feedback 9 100 80
Analyze EPD data
Analyze data 7 77.78 80
kpidemic preparedness & response
Presence of EPRR” team 9 100
Presence of EMC® 0 0.0
Written EPRR plan 0 VL
. N] N1 -
Respond to outbreaks (48 hours)
0 0.0
Stocks of drugs
9 100 -

Stocks of material supphies - |

e ————
———

NI - No Information |
b~ Epidemic Preparedness a‘nd R ap:
Management ¢ ominittee

d Response€

EpidemicC
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Table 4.3¢: Summary of compliance with epidemic-prone disease reporting guideline
among all surveillance units

GUIDELINES All Surveillance Units
(N=199) %
Discase Reporting
Regular monthly report (6 months) 154 77.4
Regular monthly report (1 year) . 131 65.8
Have a reporting practice 164 82.4

Focal surveillance units

(n=66) - %
Regular weekly report (6 montlas) 56 84.8

=
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Benchmark (For both indices) |

Govlcjl?rfzr:ents Timeliness (%) Completeness (%) .
Afijio 100 100 80

Akinyele 100 100 80 .
Egbeda 94 94 30
[badan North 85 Q7 30
[badan South-East 8 1 81 80
Ibarapa East 100 100 80
Kajola 98 08 . 80
Ogbomosho South 94 96 80
Surulere 98 98 80
Mcan 04.44 04.89 80
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4.4 Surveillance Support factors at surveillance unijts
4.4.1 Health facilities
Surveillance

support functions sueh as standard case definition, IDSR forms, training

) . . , |
received, supervision visits and feedback received were available at below 50% 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
motor vehicle and adequacy of stationery were available to the surveillance workers at

the health facilities while computers, printers were predominantly unavailable. (Table

4.4.1)
4.4.2 lLocal government and State Epidemiology unit

At the local government level, all Disease surveillance and Notification Ofticers reported
that they had received training, feedback from the state epidemiology unit, availability of
IDSR forms and adequacy of funds/imprest for surveillance activities. However, only two

of the Disease survcillance and Notification Otficers had reccived supervisory visits this
year.

Logistic resources such as offices. calculators. telephones were available to all Disease

surveillance and Notification Otticers. meanwhile printers were not available to any of

the Discase surveillance ‘and Notification Ofticers. Meanwiule, all surveillancc support

functions were reported by the State epidemiologist be available to lnm (Table 4.4.2)
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Table 4.4.1: Survel ' ’
velllance support fisnctions available to the surveillance worker at health facilities

SUPPORT FUNCTIONS

Available [nadequate Not Available
Standard case definition 52 (27.5%) ) 137 (72.5%)
Training 88 (46.6%) ‘ 01 (53.4%)
Supervision visit 74 (37.2%) . 125 (62.8%)
LepUbcs 81 (42.9%) - 108 (57.1%)
IDSR Form (003) 59 (31.2%). ) 130 (68.8%)
Logistic resource
Oftfice 160 (84.66%) - 29 (15.34%)
Computer 75 (39.7%) = 1'14.(60.3%)
Printer 40 (21.2%) - 149 (78 .8%)
Stationery 161(85.2%) 25 (13.2%) 3(1.6%)
Calculator 166 (87.8%) - 23(12.2%)
Motor car 109 (66.7%) 88 (33.3%)
Telephone 185 (97.9%) 4 (2.1%)
Generator 160 (84.7%0) it
Funding 1 14 (60:3%) 37 (19.6%) 38 (20.10%)
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departments

SUPPORT FUNCTIONS Available | Inadequate Not Available
Training 9 (100%)

Supervision visits 2 (22.22%) : 7(77.78%)
Feedback 9 (100%) - .

IDSR Forms 9 (100%) - -

Logistic resource

Office 9 (100%)

Computer 6 (66.67%) 3 (33.33%)

Printer 0 (0%) G (100%)

Stationery 6 (66.67%) 3(33.33%) -

Calculator 9 (100)

Statistical package 6 (66.67%) 3(33.33%)

Motor car 6 (100%) - 3(33.33%)

Telephone % (100%)

Generator & (R8.89%) ' L(HL11%)
Funding 9 (1000%) ¥ *

* At the State Epidemiology untt. all the surveillance support tactors were available.
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4.5 Factors associated with 6 months reporting compliance at surveillance units

Bivariate analysis was performed with “regular monthly reporting comphance tor 6

months” as the dependent variable. The results are presented in Table 4.5 below.

The stattstically 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 flow. Other statistically significant factors were the
availability of IDSR 003 reporting forms; training on disease surveillance; supervision,

feedback and the availability of logistic resources such as motor vchicles, adequacy of

stationeries and funding. (Table 4.5)

Factors that led to a higher compliance rate were availability of training (97.1%).
supervision (91.5%), fcedback (98.1%), tunding (94.48%) and knowledgc on surveillance
datatlow (86.4%). Respondents with 2}-3@ years of scrvice had the highest compliance

ratc (93.7%). Respondcnts that werc mamed wcre more compliant (81.8%) than

unmaned respondents (60%). (Table 4.5)
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- SOCIO-DEMOGRAPHICS

Table 4.5: Fac ° .
tors affecting 6 months feporting compliance at surveillance units
FACTORS chort.ing Reporting
Compliant Non- Complaint  X* P.value

N= 154 (77.4%) N=45 (22.6%)

Gender

Males
Females

Religion
Chnistianity
Islam

Marital status
Married
Other’

Occupational status
Doctors
Non-doctors

[.ength of Service
1-10 years

11-20 years

21-30 vears

KNOWLEDGE ON SURVEILLANCE

Knowlecdge en data flow

Yes
No

SUPPORT FUNCTIONS

Reporting forms

Available
Not available

Training

Avatlable
Not avatlablc

55 179.7%)
99 (76.2%)

92 (78.6%)
62 (75.6%)

130 (8 ] .80"0)
24 (60%)

25 (65.8%)
129 (80.1%)

49:(60.5%0)
46(83.6%)
59 (93.7%)

95 (86.4%)
59 (66.3%)

67 (97.1%)
87 (66.9%)

94 {93 9%)
A (SO A4 n)

14 (20.3%)
31 (23.8%)

25 (21.4%)
20 (24.4%)

29 (18.2%)
16, (40%)

13 (34.20’0)
32 (19.9%)

32 (39.5%)
9 (16 .4%)
4 {6.3%)

15 (13.6%)
30 (33 7%)

D (2.9011)
43(33 1%n)

4 ('1 ]n(n}
! ] (Jl) (' 0)
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0252 06116

8.642 0.003

3.610 0.057

23959 <0.001

11.326 0.001

23,459 <0.001
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Supervision

Avatlable
Not avatilable

Feedback
Available
Not available

Motor vehicle

Available
Not available

Stationery

Adequatce
Inadequate

Funding

Adequate
Inadequate

65 (91,5%)
89 (69.5%)

82 (90.1%)
72 (66.7%)

96 (82.8%)
58 (69.9%)

135 (80.4%)
19 (61.3%)

117 (94 48%)
37 (49.3%%)

6 (8.5%)
39 (30.5%)

9 (9.9%)
36 (33.3%)

20 (17.2%)
25(30.1%)

33419.6%)
12 (38.7%)

7 (5.6%)
318 (50.7%)

reporting compliance at surveillance

12,652 <0.001

15.51 <0001
4.586, 0.032
5437 0.020

54.131 <0.001

"=qingle/widower
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4.6 Factors affecting 1 year reporting compliance at surveillance units

Bilvariate analysis was performed with “regular monthly reporting compliance for 1 year™

as the dependent variable. The results are presented in Table 4.6 bclow.

The statistically significant factors associated with monthly reporting compliance for a
period of 1 year include occupational status, length of servicc, and knowlecdge on
surveillance dataflow. Other statistically significant factors were the availability of IDSR

003 reporting formns, training on disease surveillance, supervision, feedback ‘and the

adequacy of funding. (Table 4.6)

Factors leading to a higher compliance ratc over a year include the availability of traiming
(90.8%), supervision (84.5%), fecdback (80.2%), adequacy of tunding (81.5%) and
knowledge on surveillance dataflow (86.4%). Respondents with 21-30 ycars of service

had the highest compliance rate (82.5%). Non-doctors.were more compliant (70.8%) than

doctors (44.7%). (Table 4.6)
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4.6 tors affectlng 1 year reportmg compllance at surveillance units

Bivariate analysis was performed with “regular monthly reporting compliance 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 availability of IDSR

003 reporting forms, traiming on disease surveillance, supervision, feedback and the

adequacyof 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%), adequacy of funding (81.5%) and
knowledge on surveillance datatlow (86.4%). Respondents with 21-30 years of service

had the highest compliance rate (82.5%). Non-doctors were more compliant (70.8%) than

doctors (44.7%). (Tablc 4.6)
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Table 4.6: Factors affect;
: Ing 1 : : . .
& 1 year reporting complance at surveillance units
FACTORS Reporting Reporting
Compliant Non- Complaint X* P value
N= 131 (65.8%) N=068 (34.2%)
SOCIO-DEMOGRAPHICS
Gender
Males 43 (62.3%) 26 (37.7%) 0.579 “.0.447
Females g8 (67.70_/0) 42 (32.30/.)
Religion
Christianity 81 (69.2%) 36 (30.8%) 1461 0227
Islam 50 (61.0%) 32 (39.0%)
Marital status
Married 109 (68.6%) 50 (31:4%) 2610 0.106
Other® 22 (55 0%) 18 (45.0%)
Occupational status
Doctor 17 (44.7%) 21 (55.3%) 0289 0.002
Non-doctors 114 (70 8%) 47 (29.2%)
lL.ength of /i
i-elnogv:a(;s o 39 (48.1%) 42(51.9%) 20.241 <0.001
II-Zd ea‘rs 40 (72.2%) 15 (27.3%)
’ 52 (82.5%) 11 (17.5%)
21-30 years 1) At .
KNOWLEDGCE ON SURVEILLANCE
Kinowledge on data flow
" 83 (75.5%) 27 (24 5%) 10.130 0.001
€S 48 (53.S%) 41¢46 1%0)
No
SUPPORT FUNCTIONS
Reporting form (IDSR 003)
§ (7.2%) 14039 <0001

64 (928%)
Available 67 (51.5%)

Notavailable

(3 (48 5%)

lraining O (0 270) 51504 <0001

00
R() {00 R ) RQ {ﬁ.\: Jh 0)

Available 32 (41 6%)
Not available
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Table 4.6 (Cont’d)- '
( ): Factors atfecting | year feporting compliance at surveillance units

Supervision

Availabie

* Not avatlable

Feedback
Available
Not available

Motor vehicle

Available

60 (84.5%)
71 (55.5%)

73 (80.2%)
58 (53.7%)

11(15.5%)
57 (44.5%)

18 (19.8%)
50 (46.3%)

17.119 <0.001

15437 <0.00]

_ 82 (70.7%) 34 (29.3%) 2021.70.087
Not available 49 (59.00,&) 34 (410/0)
Stationery
Adequate 112 (66.7%) 56 (33:3%) 0336 0.562
Inadequate 19 (61 3%) 12.(38.7%)
Funding
Adequate 101 (81.5%) 23 (18.5%) 35.698 <0.001
Inadequate 30 (40.0%) 45 (60.0"0)

"=single/ widower
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47  Predictors for 6 months 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 6

months compliance 1s presented in Table 4.7 below.

Multivariate analysis shows that the predictors for compliance with monthly reporting
guideline for 6 months were training of surveillance workers on disease surveillance
(OR=7.917; CI=1.653-37.919), knowledge on surveillance data flow pathway among
surveillance workers (OR=4.804: Cl=1.636-14.104), adequacy of funds (OR=27.805:
C1=7.683-100.6) and 21-30 ycars of service (OR=6.412; C1=1.357-30.309). (Table 1.7) |
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Table 4.7: Predictors

for 6 months reporting compliance at surv

eillance units

=Single Widower

Variable Categories
_ s OR 95% C.I p-value
Marital status Married (Ref) 1
Others®
'5 0.529 0.101-2.774 0.452
Length of service 1-10 years (Ref) 1
11-20 years 1.185 0.333-4.223 0.793
21-30 years 6.412 1.357 - 30.309 0.019
Pathway knowledge No (Ref) 1
Yes 4.804 1.636 - 14.104 *0.004
Reporting form {(tOSR 003) Not available (Ref) 1
Available 0.826 0.118 —5.799 0.847
Received Training No {Ref) 1
{on disease surveillance) Yes 7.917 1.653 =-37.919 0.010
Receive Supervision from No (Ref) 1
(higher health autharities) Yes 0.667 0.161 - 2.768 0.577
Receive Feedback from No (Ref) 1
(higher health authorities) Yes 1357 0.381-4.825 0.637
Motor vehicle Not available (Ref) 1
Available 1119 0.386 — 3.245 0.836
Stationery Inadequate-(Ref) 1
Adequate 5.325 0.952-29.777 0.057
-y, 1
Funds Inadequate (Ref)
—~ 0.001
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4.8  Predictors for 1 year reporting compliauce at surveillance units

The statistically st gnificant variables in the bivariate analysis were further analyzed using
the multiple logistic regression model. The result of the multivariate analysis for 12

months compliance 1s presented in Table 4.8 below.

Multivariate analysis shows that the predictors for 1 ycar reporting compliance were

training (OR=5.668; C1=2.040-15.753) and adequacy of funds (OR=3.932; C1=1.820 — 8.497).
(Table 4.8)
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able 4.8: Predj
Tab redjctors for 1 Year reporting Compliance at surveillance units

Variable Catepori
ories
| & OR 95% C.| p-value
Occupation Nan Doctors (Ref) 1
Do
il 0.454 0.169 - 1.218 0.117
Length of service 1-10years (Ref) 1
11-20 years 1.836 0.673-5.010 0:235
21-30years 2.521 0.883 - 7.198 0.084
Pathway knowledge No (Ref) 1
Yes 2.004 0.938 — 4.283 0.073
Reporting form (iDSR 003)  Not available {Ref) 1
Available 1.731 0.482 - 6.210 0.400
Received Training on No (Ref) ]
(Disease surveillance) Yes 5 668 2.040 - 15.753 0.001
Recewve Supervision from No (Ref) _ 1
{higher health authorities) Yes 1.116 0.394 - 3.116 0.836
Receive Feedback No (Ref) !
(higher health authorities) Yes 0.860 0.338-2,186 | U =
Funds Inadequate (Ref) -
Adequate 3932 1.820-8.497 <0_,001
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CHAPTER FIVE
DISCUSSION, CONCLUSION AND RECOMMENDATION

§.1 Discussion

this st ‘ ' -
In this study, comphance with the EPD surveillance and response guidelines was higher

at the State and Local government level than at heaith facilities. This was similar to w hat

was obtainable in other Nigenan states and countries in the WHO African region.

5.1.1 Knowledge of surveillance workers on EPD Survcillance

The knowledge on the surveillance of EPD was higher among the Diseasc Surveillance
and Notification Officers and State epidemiologist than the surveillance workers a the
health facilitics. This distinction is probably explained by the training they had received
as all the Disease Surveillance and Notification Ofticers and the State cpidemiologist
have been trained on disease surveillance. This s similarto what was reported by Dairo

et. al. 2010 on the relationship betwcen the knowlcdge of Diseasc Surveillance and

Notification Officers and training. Another key explanation of this variance n knowledge

is the experience the DSNOs and Statc epidemiologist have had as regards carrying out

their daily duties as surveillance officers 1o their respective health authonty cover,

The knowledge on data flow pathway among surveillance workers at the health facilities

in this study was 520, which was far lower than the 100% among the Disease

nd-Notification Officers (DSN officers) at the [Local govermment ley el. The

Surveillance a
N officers was similar to what Dairo ct. al, (2010) had reported

ed that 97.6% of Diseas

o the pathway of information |
nowledge on the use of the

knowledge aimong DS
Dairo et. al. (2010) had stat

e Surveillancc and Notitication

or survecillance from the

Officers could correctly descnb | |
Statc Ministry of Health. K

facility to the
penpheral health Y . among the survcillance workers at health

IDSR forms 001, 002 and 003 was peo

hue et. ak,
facilities as that reported DY Nnehue € ‘
s of the IDSR torms.

(2012) where only 33.3. 311, and 33, 7% ot

usce
health carc workers kneW the

irme : ropistration
‘asc | tification conflrm.ltlnn imd reg
5.1.2  Case tdentriic ' survertlance gandelne on e ulizgton of

out to he tar fower

. - > » C-
Compliance with Lpl(l(,mi (25 UBo) W as found

nition 1O identyd

')

standard case deft
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than what was reported in Kaduna state by Abubakar et. al (2013) whereby 62% of health

facilities had standard case definition for at least one of the priority diseases. It was also

lower than the 2009 assessment report of IDSR in Nigeria where only 32% of health
facilities had case definitions for any of the priority diseases (FMOH, 2009). This 1s as a
result of the difference methodology and scope of study as both studies probably assessed
the 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. However, the 25.9% finding from this study was h.ighcr
than what was reported by a study in Tanzania by Mghamba, et al. (2004) which rcvealed
that standard casc detinitions were insufficient in the health facilitics, the rcports of
Gueye et. al, (2005) in Tanzania. and the asscssment report of surveillance in Nigeria in
2001 where no health facility had any case detinition for any.of thc priority discases
(FMOH, 2001). The reason for the low availability of the WHO AFRO standard casc
definition in health facilitics in Oyo state is probably duc to'the fact that the standard case

definitions were not distributed to all the health facilitics and probably a lack ot carc of

the standard casc definitions among health facilities given.

nce with the utilization-of laboratory test report tor confirming cases ot EPD

79, which 1s Jower than what Sahal (2011) had reported which stated that

The compha

was found to 85.

almost all health facilities in Khartoum state of Sudan had a functioning laboratory.
IMOS

‘ in cli | in thi as similar to
Compli ith the registration of cases 1nl clinic registers in this study was sim
ompliance w

t S v. al. (2010) which revcaled that clinical registers were available 1n
the findings of Sow ct. al. -

of health facilities n U
which revealed that all health tacilities in

- , report by Sahal (2 |
slightly “below the rep ored cascs in clinic rcgusters. Thesc similantics are
n I'eng C

Khartoum statc 1n Suda

stratton arc routinc practces 1n
that case €
duc to the fact

onfirmation and reg!
probably

most health facihtics. o
~ed ence defimtion ab health tacihttes |
T Jf standard case
I uti]iZationt

Thercfore, the i nd CDC henchmark of 80% meanwhile vasie
N

< far below the WHO

Oyo state poor 45 i he S0% henchmark and thus decmed gond

e above
coation are abo
confirmation and Cd5¢ regstralie

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



5.1.3 Disease reporting and feedback

Although a disease | L
€Porting practice s available in 81.5% of health facilities, only

76.2% complied regularly wi
gularly with the monthly reporting guideline over a period of 6 months

and 64.02% over a per;
period of one year. The 8159, availability of a reporting practice

among hcalth facilities is h;
g acilities is higher than the 57% reported in Kaduna state by Abubakar et.

al, (2013) and the 7¢.9% reported by Bawa ct. ). (2003) in Yobe state. Meanwhile at the
local govemmcnt level, all the Discasc Surveillance and Notification Officers had- a
reporting system available and complicd regularly with the monthly reporting for the
complete year which was similar with the report ot Abubakar et. al. (2013) which showed
that ail the Discase Surveillance and Notification Officers reported rcgularly to Kaduna
state. Regular weckly reporting of EPD among the focal health facilities was also sound
while that of the Discase Surveillance and Notification Officers was 88.89% which was

similar to the 85.8% regular weckly reporting 1in both Ekiti and Osun state that Dairo ct.

al (2010) had reported

The weekly reporting completeness of 95%. inuthis study is similar to the findings of Sow
ct. al, (2010) who had rcported that.the mecan proportion of districts in Africa with
cvidence of completencss in data_reporting was 92% and the report by UGMOH ct. al.

(2004) that reported that the proportion of districts in Uganda with compietcness in
reporting was 95%.

The weekly reporting timelin€s of 94.5% 1n this study i1s higher than the findings of Sow
ct. al, 2010 who(had-reported that the mean proportion of districts in Atrca with evidence

of timeliness in data reporting \vas 85%, far ligher than the 47% timelincss among

districts”in/Tahzania reported by Gueye et. al (2005). 1t was sumilar to the report by

UGMOH ‘el al. (2004) that showefl that the proportion of distncts in Uganda with
IMOH et. al, (2

, %. The
completencss 1in reporting Was % q |
eckly reporting among the focal survetllance units s tunded

higl] tymelines and complcteness revealed in this

study is due to the fact that W - ‘
ate and thus all focal records othicers and DSNOs are

by the W.H.() officc in Oyo sl
timeliness and cﬂmplt‘lcncgs

motivated to comply with reporting

g‘,\cmmcnl v hcalth tacthities was higher than the

Feedhack of 42.9% from (he locil

l ted i Yohe State Mceanwhile there was evidence ol
ad reporte

he
21.8% Bawa ot. al, (2003) h
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feedback from the State epidemiglogy ynit to all the Disease Surveillance and

Notification Officers which differed from the findings in Kaduna state by Abubakar et.
al, (2013) where there was no feedback from the Kaduna state epidemiology unit to the
Disease Survelllance and Notification Officers at the Loca} Governments. It also differed

~ from the findings in Mozambique and Tanzania where only 13% of LGAs received

feedback from the state (GM and WHO, 2006: Rumisha et. al, 2004).

[n summary, the reporting compliance at the health facilities level in Oyo. state 1s
adequate as it slightly exceeds the WHO/CDC benchmark of 80%. Meanwhile the
reporting compliance at the Local government level which is very good.as it 15 far above

the 80% benchmark. Timeliness and completcness in Oyo state is also deemed good.

5.1.4 Surveillance data analysis

The compliance among the health facilities with the surveillance data analysis guidcline
in this study is found to be very low (2.6%) for any-of the’'cpidemic-prone diseases and
73.1% for at least only malaria which is similar the findings of Abubakar et. al, (2013)

which had reported that only 19% of health facilities in Kaduna state had any form of

data analysis avatlable and was higher than the 10% and 17% reported in Uganda and

Nigeria respectively (FMOH, 200t: CDC. 000) but lower than the 32% reported by
] ngena I : \ I . -

Mehamba in Tanzania (Mghamba et al. 2004). However, the 23.1% compliance for any
\ g alTl d D ?

n 2005) w
ftrend a a]ysis in this study is lower than the reports of Gueye et. al. (2005) w hich
type ot tren Yy

330 aq(th f 1t t Tan ' ]6])()fted doing data HHHIYSIS for any of

| and 28 percent did analysis for malaria. The analysis of surveillance
e X Mlt f the fact that health facilities fclt they didn’t sce the need
ult o

: , rés . -
data 1s very,pooras a e some Others claimed that data analvsis ot

. whi
for analyzing surveillance ol t to do Mecanwhiic. at the local government
ovemmen :
. for the Jocal 8 ) o s (irend
’ ce data was -rs did data analysis (trend ot
R ayance Disease curvelllance and Notificaton oflice
; 15€3S€ *
level, only 77.78% of the

. "¢ SUINVe o data
thus €videncing that the comphance 1o surverllance
cascs, 'Dus
ne dis

tables) for eprdemic-pro e 80° W () CDC standard

rmment 1S below
analysis guideline at the local goverit

. e pON SC
5.1.5 Epidemic prcp;u‘cdncss and resp!

the compliance with eprdemic
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by Abubakar

. ct, al, (2 ,

F=Sponse System in a local government in K ad (2010) who had reported that the
una stat

critéria were met thereby reﬂecting the need that the

repositt :
i b: baka:n:f :lt(:;l; ](:)f;.d:fj::, \;f:lci::??o:':lilable which was similar to ﬁndxr‘1gs by
outbreak response such as sample bottles P had RN il
| » needles and syringes. Also, funding was
available for emergency response which was also similar to findings by Abubakar et. al
(2010). This study showed there was an Epidemtc preparedness-and Rapid response
(EPRR) team in all the Jocal governments which was also ‘a-similar to findings by
Abubakar et. al (2010). However, the local govemments lacked an Epidemic
manageément committec which was differed with-what- Abubakar ct. al (2010) had
reported in a local government in Kaduna state. Ali the IDSR criterta on epidemic
preparedness and response where met by the State epidemiology unit. Thus, this study

evidences the need for improvementn the cpidemic preparedness and response at the

local governiment level so as ensure adequate responsc in the control of epidemics.

5.1.6 Survcillance support functions
This study reveals that'.72.5% of health facilitics lacked copies of the standard case

definition for notifable diseases which ts in similar to the report of the 2009 assessment

of IDSR in Nigeria by FMOH, (2009) where 68% of health facilities did not have case
definitionssforany of the phomy discases. This also was higher than the situation in India

wherc Phalfey-et. al, 2013 had reported stating
indings of Mghamba. e al (2004) in Tanzania

that standard casc definitions were rarels

used™as surveillance manual and the ! S
insufficient In the health factlities. However. thes 1510

whichvound case definitions to be
(2012) which rc]mrtcd that only 372, ot health

e F ct. al
contrast to the findings of Nnebuc _ |
andard casc detinitions for notiftable discases 1n

liti . of the St
facilities did not have copics of the
0/ of health lacthtics had 1DSR 003 lorm which wax lower than
] W50 : « W

al, |

tate, Only 3
Anaﬁ]bra state ) y ,)”]‘) hiltl GCﬂ”L"(l Meanwlale  at the ]UL'clt

the 43.9% which NAchue ¢!

ity had 1DSR forms mch are i contrast to the
o werlime iy 7
¢ local B

govemnments, all th

[} £
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rt of Dairo et.
repo 0 et. al, (2010) that showed that standardized and designated surveillance

forms were available and adequate in 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% of surveillance
workers at heath facilities which 1s in contrast to the report by Nnebue et. al, (2012) that
had shown that there were no training in disease survecillance 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 et. al, (2010) had revealed that
76% of the DSNO from Osun and Ekiti states had received further traimng on disease

surveillance from W.H.O.

In assessing the logistic resources at survcillance units. results showed that the proportion
of surveillance workers at health facilities that had contputers and prnters available to
them were low while a sizeable proportion of them had a means of transportation (motor

vehicte). calculators. telephoncs and . generators: This 1s similar with the report ol

Abubakar et. al, (2013) which revcaled that about 29% of health facilities had computers

and printers while 71% had standby generators. .
government level. all had adequate funding and a sizeable

62% had calculators available for data

management. At the local

propostion of the logistic resdurces except for printers which is in contrast to what Dairo

et. al, (2010) had reportcd of the local governiment areas in Osun and Ekiti state where

logistic resources and funds were inadequatc.

there was low' availability of

: : i uidejine
5.1.7 Predictorsfor compliance with reporting 20l
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nowleage
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This study reveals that the
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report of Dairo et. al, (2010) that showed that standardized and designated surveillance

forms were available and adequate in only 20 (47.8%) of the local government area

surveillance units in Osun and Ekiti state.

Traimng on disease surveillance in Oyo state was reported by 46.6% of surveillance
workers at heath facilities which is in contrast to the report by Nncbue 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, (2010) had revealed that

76% of the DSNO from Osun and Ekiti states had received further training on discase

surveillance firom W.H.O.

In assessing the logistic resources at surveillance units. results showed that the proportion
of surveillance workers al health facilities thal had computers and printers available to
them were low while a sizeable proportion of them had-a means of transporlation (motor

vehicle). calculators. telephones and . generators. This is similar with the report of

Abubakar et. al. (2013) which revealed that about 29% of health facilities had coinputers

and printers while 71% had standby generators. 62% had calculators available for data

management. At the local government 1evel. all had adcquate funding and a sizeabie

proportion of the togistic resources except for pnnters which is in contrast to what Darro

et. al, (2010) had reported of the local govcmment areas in Osun and Ekiti state where

there was low availability of logistic resources and funds were inadequate.

5.1.7 Predictors for compliance with reporting guideline

e on the pathway of surveillance data flow among

This study reveals that the knowledg

s was a predictor tor compliance with the EPD reporting gutdeline
$

surveillance worker |
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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

assoclated with the reporting of outbreaks in the local govemment areas of Osun-and
Ekiti state. '

This study aiso revealed that traiming of surveillance workers was a predictor for

compliance with EPD reporting guideline over a pertod of 6 months'and 1 year. This

backs the report of Bawa and Olumide, (200S) that showed that training positively

impacts the diseasc notification habits of health personncl.

Another statistically signiticant predictor tor compliance with EPD reporting guidceline
was the length of scrvice of the surveiliance workers which showed that survcillance
workers who had 2!1-30 years of service werc morc likely to comply over a period of 6
months than all other surveillance workers with lower length of service. This 1s probably

due to the fact that thesc workers might have been exposed to training on discasc

survelllance during their long length of service.

The results of this study has further re-emphasized the importance of having tratning on

disease surveillancc, adcquacy of tunds for survecillance activities and the knowledge on

the survcillance data flow pathway among the survetllance workers on compliance to

dtseasc reporting guideline.

5.2 Conclusion

Compliance sith the core surveillance activities 1s functioning well at the state [evel:

it has dcfects at the lower surveillance units (Local government health

however,
h facilitics) as gaps cxistin the surveillance systems af these |e qr

departments and healt
These gaps in the pcrformancc of the core survetllance achivities include the utihization of

defimtion m identifying cases ol | PD. analysis of FPD survernllanee data at

standard casc
preparcdness and response at the local government

health facilives as well as epidemie
Also, the Oyo state survelllance system lacked adequate survaillnee support tor the

health tacihities
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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 1ts best capacity to

achieve the aims of effective disease prevention and control.

- 8.3 Recommendation
Considering the results from this study, the following recommendations arc hereby made:

1) The state government should ensure that more surveillance workers at the health

facility level are trained.

2) The State government should supply the health facilities in Oyo state with the
WHO AFRO standard case definition guideline so that the identification of cases
of discascs is facilitated; and also the IDSR foirms so as ensure an cnd to the
practice of some hcalth tfacilitics photocopying [IDSR" forms whencver they
wantcd to report or using plane sheets of paper to report surveillance data.

3) The State government should put lots of etforts in.maktng poiicies to ensure that
health facilitics analyze their survetllance data so as to facilitate quick detection of

outbreaks.

4) Finally, 1t is ncedful for the government to always ensure the adequate provision

ot the tund and logistic resources for survetliance workers so to motivate and

cnhance the eftectiveness of the survelllance workers.

Study limitations
Causation of compliance/non compliance could not be ascertained due to the

:Jl
P Y

cross sectional nature of the study.
Evidence of response to cpidemics within 48 hours could not be ascertained as 3

(NS)

resilt ot the lack of supply of evidencc of epidemic reports
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APPENDIX

QUESTIONNAIRE (HEATH FACILITIES)

COMPLIANCE WITH EPIDEMIC PRONE DISEASE SURVEILLANCE AND
RESPONSE AMONG EPIDEMIOLOGICAL UNITS IN SELECTED LOCAL
GOVERNNENT AREAS OF OYO STATE

Dcar Respondent,

My name 1s AFOLAYAN OLA DANIEL, am currcntly a postgraduate student of
Epidemiology and Medical Statistics of Faculty of Public Health, Collcgc of Medicine,
University of Ibadan. I'm currently undertaking a study to investigate the “Compliance with
Epidemic-Prone Discase Surveillance and Response guideline among Epidemiolégical
units in sclected lL.ocal Government Arcas ot Oyo state’’. The rescarch is primartly in

partial fultillment tor the award of the degree of Masters in Public Health in Epidcnuology

and Medcal Statistics of the University of Ibadan.

Your sincere responsc 1s cneouraged’ as participation in this study is voluntary, absolutc

anonymity and confidcntality shall bc'maintained and the information provided will only be

used tor the rescarch purpose;

If you have accepted to paticipate in the study, pleasc indicate your intercst by signing,

Thanks

RespondentisSignature.............. Senal Number

SFCTION A SOCIO-DEMOGRAPHIC DATA,
Note: Plcasc tick as appropnate [ v] or fill in the appropnate boxcs

1. Agcin years (at last birthday)
2. Gender: by Male{ ]2) Female! [ |

3. Levelof education 1) Pnmary Fducanon [} 2) Secondiny Fucation ||

3) Teniary Bducaton | ] 4. No Fornal Fducaton ||
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4. Education qualification: 1), Registered Nurse [ ]2). CHEW/CHO[ ]

3). HND/B.Sc | J4). MBBS [ ] 5).M.Sc[ ]5) Ph.D[ ]

5. Length of servi
gth of service 1).1-5 years [ ]2).6-10 years[ ]3) 11-20 years [ ] 4. 21-30 years[ ]
6. Religion: 1). Chnstiamty [ ] 2).Islam [ ] 3). Traditional [ ] 4). Others

7. Ethnic Group: 1). Yoruba[] 2).Igbo[] 3). Hausa[ ] 4). Others (specify) ............
8. Marital status: 1). Single [ ] 2). Married [ ] 3). Others (specify) ......cooooevevienen
SECTION B: KNOWLEDGE ON EPIDEMIC PRONE DISEASE SURVEILLANCE

Note: Please indicate your responses to the following questions

9. Please describe the pathway of surveillance data flow for Epidemic prone disease?
(Starting from health facilities)

..............................................................................................

Note: Please fill in the uses of the following Integrated Disease. Surveillance Response (JDSR)
forms.

( [ FORMS | USES
| | -
10 } IDSR form |
| 001 A
=E5 CrN— Y S, 4 .
11 IDSR form |
| 001B |
i . S HD. & AU — . -
12 | IDSR ferm
 001C

13 IDSR form
0e?2

14 | IDSRAOTD: &
003

15. Please List 4 uses of Dlsegsé—Surveillance and Notification (DSN) records?

USES

113

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



d.

]

16. Please ' ‘
name the seven (7) epidemic-prone diseases in Nigernia as stated by the IDSR?

Peoeens, b)
.....
e e
............................................
C) .........
.........
.........
.......
..............
.................................................
e) .........
®* 9 o
....................
............
°
.............................................

17. Please name the incubation periods of the seven (7) epidemicprone diseases inNigenia as
stated by the IDSR?

Q) b) e,
T ) .~ S
A) ' . ¥ A

g) il

SECTION C: EPIDEMIC PRONE DISEASE REPORTING & FEEDBACK

18. Who prepares the surveillance reports to Locahgovts? (Position) ........... ..

19 Do you receive surveillance feedback trom the l.ocal govt.? I.Yes[ ] 2.No[ )
20. How many [eedback reports have you received thss year? . ... ... ... eeeeen ol

21. If yes. how olten do you reccive feedbacks? 1. Always [ ] 2. Sometimes [ ]

22. Do you distribute copics of surveillance feedback to statls in your heaith facihity?

1. Yés[) ) &2 No[ }
SECTION D: SURVEILLANCE SUPPORT FACTORS
Note: Please indicate your responses to the following questions.
23. “Ho you have supcervision visits from higher health authontics this year? 1. Yes (] 2No|[ ]
24. Il ycs, how olten do recerve visits? 1. Alwayd [ ] 20 Somcinnes | )

25. [lave you been trained i discase sucverllimee & response? . Yes| | 2 No|[ ]
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=
..............................................

------------------
oooooooo
........
........
.....
..........................
...........
............................

aaaaaaaaaaaaaaa
...................
.........
"""""""""
L)
..................................

28. Is there funding for disease surveillance at your heaith factlity? 1. Yes[ ] 35 No [ ]

29. What is the imprest for disease surveillance? ............cccocovvceeuvenn

30. Is the funding adequate? l. Yes{ ]  2.No[ ]

31. Please, which of the following do you experience shortage of?

Resource Do vou experience shortages
(Yes/No)

1 a, Office

b. Computer

C. Printer

d. Statistical Package

| (Excel/SPSS/Ep 1info ) |

c. ' Stationery
f. | Calculator
L — R, - = =
: g. | Telephone
| h,—_—-— " Motor vehicle
[ ____j___ =,
:_[_ " Generator ,
L — _j.__ —, e o N

e —

FHANK YOU
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QUESTIONAIRES (STATE AND LGA LEVELS)

COMPLIANCE WITH EPIDEMIC PRONE DISE.

\SE SURVEILI.ANCE AND
RESPONSE AMONG EPIDEMIOLOG

ICAL UNITS IN SELECTED LOCAL
GOVERMNENT AREAS OF OYO STATE

Dear Respondent,

My name is AFOLAYAN OLA DANIEL, am currently a postgraduate student of Epidemiology
and Medical Statistics of Faculty of Public Health, College of Medicine, University of Ibadan. I'm
curtently undertaking a study titled “*‘Compliance with Epidemic-Prone Disease Surveillance and
Response guideline among Epidemiological units in selected Local Government Areas of Oyo
state™ The rescarch 1s primanly i partial fulfillment for the award of the degree of Masters in Public
Health 1n I-Epidennology and Medical Statistics of the University of Ibadan.
Your sincere response 1s encowaged as paricipation in this study is voluntary, absolute anonymity
and confidentiality shall be rnaintained and the information provided will only be used for the
rescarch purpose-
If you have accepted to participate in the study, please indicate your interest by signing.
Thanks
Respondent’s Signature. ........... Senal Number .. ..........
SECTION A SOCIO-DEMOGRAPHIC DATA.
Notc: Please tick as appropriate [ V) orfitlun the appropriate boxes
1. Agcin vears (at last birthday) ... ...
2. Gender: [).Male { ]2). Female! [ ]
3. Lexel of education 1). Primary Education { } 2). Secondary Education[ }
3). Tertrary Education [ ] 4). No Forinal Education [ )
4. Fducation qualification: 1). Regstered Nurse [ ] 2). CHEW/CHO[ ]3). HND'B S;:[ ]
4), MBBS[ 15) MSc{ ]5). PhD[ ]
5. Adengthof sersice 1) 1-Sycars[ | 2).6-10vyears[ ]3). 11-20years[ ]4 21-30 vears [ ]

6. Religion 1) Chnstuanity [ ] 2). Islam{ ] 3). Traditional [ ] 4) Others

(specify)
7. Ethnic Group 1) Yoruba [ | 2). lgbo []3). Hausa[ |4). Others (specify)

8. Marital status; 1) Smglc [ ] 2). Mamncd [ ] 3) Others (spcarty)
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SECTION B: KNOWLEDGE ON EPIDEMIC PRONE DISEASE SURVEILLANCE

9. Please descnbe the pathway of surveillance data flow for Epidemic prone disease?

(Starting from health facilities)

........................................................................................

Note: Please fill 1n the uses of the following Integrated Disease Surveillance Response (IDSR)

forms.
’ FORMS USES
10 | IDSR form -
O0lA
11 | IDSR form -
0018
12 | IDSR
form 001C
13 | IDSR
form 002 _
14 | IDSR |
l torm 003

15. Please list 4 uses of Disease Surveillance and Notification (DSN) records?
USES

=

alels

16. Please name the seven (7)-Epidemic prone diseases in Nigeria as stated by the [DSR?

) 4 » @e@ o + ¢ .n-..c-a-I‘oo-‘o- )
T D). G
@ o ie ¢ & e
............................
) .......... d) .......................
oooooooo
----------
.........
OOOOOOOO
e .................
............. f) c e 00 s 0 ¢ & o°°0 0 . s *
------------
------
] L L B
g) RS EEE e b TITTIE R
s e b ¢
o« b E o o o &

17. Please haine the incubation period of the seven (7) Epidemic prone diseases in Nigeria as stated

by the [DSR”

a) . __ i . = SR ) I
d)
C)
N
C)
£)
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SECTION C: EPIDEMIC PRONE DISEASE REPORTING & FEEDBACK

18. Who prepares the surveillance reports to higher health authorities? (Position).... . ..................
19. Do you receive surveillance feedback from the state? ! Yes[ ] 2.Nof[ ]
20. How many feedback reports have you received this year? ....................... s

21. Do you distnbute copies of surveillance feedback to staffs in your health office?
1. Yes[ ] 2.No[ ]

SECTION D: EPIDEMIC RESPONSE
22. What is the number of reported outbreaks within your authority cover within the past [ ycar?

.....................

................................................................................................................

24. List the Designatiotvpositions of the members of the Epidemic Preparedness and Rapid
Response team 1n your Epidemiological unit?

-------------------------------------------------------------------------------------------------

"""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""

25 w.fual are the ti.mc intervals for the meetings of the Epidenuc Preparedness and Rapd
Response team? .......c.ccooiiiniiiccenn e
26. How long does it take to respond torepidemics? .................... e s
SECTION E: SURVEILLANCE SUPPORT FACTORS
27. Do you have supenvision visits from lugher health authonties this ycar? 1. Yes{ | 2.No|[ ]
28. Do you wisit lower health units tor regular supervision? - Yes[ ] 2-No[ ]
3. Notatall> [ ]
29. How oflen do.you vasit health facifities? I. Always [ ] 2. Sometimes [ )

3. Notatall [ ]
30. What type of health facilities do you visit? 1. Govt. facilities only [ } 2. Pnvate facilities

only [ ] 1. All facilities [ |

31. [Have you becn traincd in discasc survcillance & response? . Yes[ ] 2 No[ ]
32. f yes, spectfy when, where. by whom and how long 1

33, JHave you lacked IDSR forms at any tiing during the year? . Yes{ | 2.No| ]
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34. What penalties are stipulated for failing to report surveillance data? 1. Query[ ]

2. Salary withholding [ ]

4. Nopenalty [ ]

3. Incentive withholding [ ]

35. Is there funding for disease surveillance at your Epidemiological unit? 1. Yes[ ! 2 No[ ]

36. What is the imprest for disease surveillance? ............
37. Is the imprest adequate?

R ] .

38. Please, which of the following do you experience shoitage of?

Resource

Do you expericnce shortages (Yes/No)

@fflice

Computer

Printer

Statistical Package (Excel/SPSS/epr into)

| Stationery

' Calculator

| Telephone

a
b
C
d
€.
-
g
h
E

|l NMotor vehicle

|
| Generator
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CHECKLIST (HEALTH FACILITIES)

‘ Scrial no...............
OBSERVATIONS YES NO
1 | Standard case definition of priority diseases utihization?
2 | Standard case definition of prionty discases at hcalth facility”?
2 | Registers cascs at health facility?
2 Laboratory reports confirming priority disease?
3 COPiC§ qf monthly reports on Epidemic prone discases to higher health
| authornties (in the last 6 months)?
Regularity:
4 | Copics of weekly reports on Epidemic prone discases to higher health
" authorities (in the last 6 months)?
' Regularity:
e . -
5 | Copics of monthly reports on Epidemic prone diseascs to higher health
| - authornties (in the last 12 months)?
| Regularity: |
Q L Jp_ o J
, 6 | Copies ot Zero report (Where necessary)? |
|

s S —————
7 | Displays showing Analysis ol data tor prionity diseases?
- List:

|

" RESOURCES AVAILABLE AT HEALTH FACILITY

Resource l

szlilablc at site
(Yes/No)

- —_— e —— — =E———

| a. l Office £ N ]
b. |Computer /. |
rS :_Pnnter_“ R - |
}_;j._ ' Statistical Pac_l\'_a&eLE)_«:_el_SP_S_S_Epl_ info) ___; .
e —-—Sgéti_pr_léry . R —
fa. | Calculator S L |

gy, | Telephonc e |

. Motor vehicle
Gencerator
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CHECKLIST (STATE AND LGA LEVEL) Serial no.........

OBSERVATIONS YES |

1 | Copies of monthly réeports on Epidemic prone diseases to hi gher

health authontjes (1n last 6 months)?
Regularity:

2 | Copies of mqqthly reports on Epidemic prone discases to higher
health authorities (in last | year)?

Regularity:

K Copies of \\e.el.\l.\ reports on Epidemic prone diseascs to higher
health authorities (in last 6 months)?
" Regularity:
— . — — e — — —_ —
] 3 | Copies of Zero reports (where necessary)?
| | |
4 | Copies of feedback reports to lower health levels? .
| S S . !
| 5 | Displays showing dnalysis data for priority diseascs? | |
l List: 4
4 | Existence of a written EPRR plan for the Epidemic prone T
- discases” |
kit . _ |
|3 | Coptcs ot Epidemic response reporis? l

e p— —_

6 4']-!:’1—::41_05' (;f }r_:c'et_ii:g: of the EPRR team?

- S ——— e
e —_—— — ey - T e— |

s~ | -
| 7 | Stocks of drugs, supplies and matenals for outhreak
investigation’
List:

"RESOURCES AVAILABLE at HEALTH UNIT

“Available at site
(Y es/No)

FOTﬁc_e R ————
Computer !

Printer .
" Staustical Package{Exccl/’SPSS/Epi info)

' Stabioncry
| Calculator
T clephonc
Motor vehicle
T Generator

Resosurce

=T e age &l
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TELEGRAMS........

e e

. = P .
d %N 1
S ITATE: rug pac nrrﬂ“f

MINISTRY OF HEALTH

DEPARTMENT OF PLANNING, RESEARCH & STATISTICS DIVISION
PRIVATE MAIL BAG NO. 5027, OYO STATE OF NIGERIA

Your Ref. No. .....vueeienveioeennivannns e
Al communications should be addressed to

the lHonorable Commissioner guoong

Our Ref. No. AD 13/ 479/ December, 2014

The Principal Investigator,

Dcpartmient of Epidemiology and Medical Statistics,
Collcge of Mcdicine,

Umiversity of Ibadan,

[badan.

Attentron: Afolayan Ola Danicl
Ethical Approval for the Implementation of your Rescarch Proposal in Oyo State

This acknowledges the receipt of the corrected version of your Research Proposal titled:

“Compliance with Epidemic Prone Disease Sureveillance and Response Guidelincs
amung Epideiniological Units in Sclected Local Government Aseas of Oyo State.”

2. The committee has noted your compliance with all the ethical concerns raised in
the initial review of the proposal. In the light of this, I am pleased to convey to you the
approval of commitiee for the implementation of the Research Proposal in Oyo State,

Nigeria.

3. ’lease note. that the committee will monitor closely and follow up the
immplemecntation of the research study. However, the Ministty of Health would like to
have a copy..of the results and conclusions of thc findings as this will help in policy

making in:thc health sector.

Wl%hlﬂg,,yﬂu all the hest.

—.\
Q s,
ﬁ t
'/
1"-1—-'—-
|
|
|
|
-
’,Q
.

Hu]t }dgﬂ)__[‘___
Dlr(.c(m ’Thﬁﬁmbs'R\ﬁﬁﬁsfch & Statistics
Secretary, Oyo Stdlt. Research Lithical Review Commitlee
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