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ABSTRACT
Epidemic preparedness has been influenced by top-down approaches that emphasize the need for
commitment and expertise in addressing severe situations. Studies have shown that responses to
managing disease outbreak have been reactive rather than pro-active, with limited understanding of
key action steps to be taken during the outbreak. There is little documentation on the level of
epidemic preparedness of public health facilities in Nigeria. This study was carried out to assess the
perception of disease outbreak by health workers and level of epidemic preparedness of public

health facilities in Alimosho Local Government Area, Lagos State.

This study adopted a cross-sectional survey design. A total sampling technique was used to recruit
all 290 health workers in the public health facilities in Alimosho LGA. A semi-structured,
interviewer-administered questionnaire was used for data collection. The instrument included
infortnation on socio-demographic characteristics, knowledge of health workers and perception
towards epidemic preparedness. A workplace checklist was used to assess the adequacy of epidemic
preparedness in Alimosho LGA. From a total obtainable knowledge score of 27, a knowledge score
of > 12 was classified as good and from a total obtainable perception score of 55, a perception score

of > 30 was classified as good. Data were analysed using descriptive statistics and logistic

regression at p < 0.05.

Age of the health care workers was 35.9+8.4 years, 87.6% were Yoruba and 81.4% were married.
Nine percent had post-graduate degrees, 79.2% were graduates while 12.1% were non-graduates.
About 79.0% of the workers had pennanent employment. Clinical staff and support staff were
79.0% and 12.8%, respectively. Only 12.1% of the respondents had received training on epidemic
preparedness in the past 12 months; 68.6% of those trained and 57 3% of those not tratned had
significant understanding of baseline response to diseasc outbreak. Of the clinical staff, 61.6% also

had an understanding of baseline response to discnise outbreak. Only 11.3% of the respondents were
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knowledgeable about epidemic preparedness. The high occurring epidemic prone diseases were
measles (33.0%) and cholera (26.7%). Of those who were not knowledgeable about epidemic
preparedness, 94.8% lack understanding of disease outbreak. Across the healthcare facilities visited,
infrastructures for disease containment was not available. Health workers < 35 years of age were
about 3 times less likely to be knowledgeable about epidemic preparedness (OR = 0.33, CI = 0.132
~ 0.825) compared with those >35 years of age. Workers with no understanding of disease outbreak
were also twice less likely to be knowledgeable about epidemic preparedness compared to those

who had an understanding of disease outbreak (OR = 0.34, CI =0.131 — 0.894).

The understanding of disease outbreak by health workers was inadequate; also, the level of
preparedness for epidemic outbreak in Alimosho local government was not satisfactory. The

provision of infrastructure and training of health workers should be encouraged in Alimosho Local

Government Area in order to avert and control disease outbreaks.
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CHAPTER ONE

INTRODUCTION

1.1  Background of the Study

The threat of outbreak of diseases to a country’s healthcare system has always been present.
For many healthcare systems and emergency departiments, these threats have become part of
everyday operations. Outbreaks range {from natural to man-made, and this affects
communities and health care systems in various ways. In 2005, an estimated 162 million
people worldwide were affected with disasters such as natural disasters, epidemics and
industrial accidents (Ursano et el, 2007). Comnunities are sometimes left to suffer the
consequences of the outbrecak with some people unable to cope or even.rccover from i,
especially the underprivileged (Ursano et al, 2007). The process of preparing the healthcare

system to prevent, respond to, and effectively recover from these threats can be described as

cmergency preparedness. It is the ability to prepare for. respond to. and effectively manage an

outbreak (Ronan & Johnson, 20053).

Emergency preparedness requires attention not just to specific types of threats but to various
steps that increase preparcdness. for any tvpe of threat and epidemic. The perception of
members of a community onimproving their sanitary conditions could prevent the outbreak
of disease. People ‘who"do not see the need to improve their sanitary conditions to enhance
good health arc_atrisk of being exposed to comnmunicable diseases. In local communities.
there is a\possibility for an outbreak of communicable diseases such as cholera. dy sentery .
yellowsfever to occur: with the potential of affecting a large number of people These
outbreaks can have widespread effects on daily and personal activitics, The emergence and
re-cmergence of such L'[‘HL'L‘T'I]IL. pronc infectious discases calls o IMproy el prn;|‘l.l|r..‘~.fth.‘u_

strong coordimation and rapid response (FPR - pmdelines, 20060 An eMeient surveillance
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system together with a multidisciplinary approach that is based on prevention, preparedness,

and response is very impoitant in reducing outbreaks and deaths at large (WHO, 2011).

Communicable disease outbreaks have become imminent because of the poor surveillance
systemns in Nigeria and this has led to the adoption of Integrated Disease Surveillance and
Response (IDSR) strategy which is aimed at strengthening the surveillance systems to get
effective response to containing communicable diseases (Abubakar et al, 2010). The IDSR
strategy calls for a coordinated approach to data collection, analysis, interpretation, use and
dissemination of surveillance information designed for decision making and public heaith
action. The World Hecalth Organization (WHQ) promotes a two-pronged strategy which
involves epideinic preparedness and epidemic response. This is encapsulated in the IDSR
strategy which states clear essential tasks and activities required for strengthening or

expanding the existing surveillance systeins (National Guidelines, 2012).

The preparation and response to disease outbreak is an important part of primary health care
delivery services at the Local Government level. This means that it is imperative for the
Local Government to be ready for outbreaks and have the capacity to identify outbreaks for

timely action in order to reduce morb:dity and mortality in the event of an outbreak (FMOH.

2009).

In Nigeria. existing prevention and control strategies are multi-sectoral. Epidemic
Preparedness and Response (EPR) approaches include registration of cases. case management
and public health neasures. These action steps. targeted at improving personal hygiene and
water treatment as well as emergency responses {rom both governmental and non-
governmental agencies have contributed to the reduction i case (atahty rates over the yvears
and shouid be sustained (Adaghada ct al. 2012) Lterseution measures that addeess the roo

cause ol poor samitation ¢an also be introduced m order 10 prevent discase epndemicy Sinple
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measures such as boiling water for drinking and cooking purposes; proper disposal of
Infected inaterials; treatment of infected facilities; and prompt repoiting of suspected cases
could go a long way to preventing the outbreak of diseases. Studies have also indicated that
hand washing with soap can achieve a 26% to 62% decrease in the incidence of cases such as
diarrhoea and other infectious diseases especially in developing countries (Shahid, et al,

1996).

Studies have shown that modelling techniques using clitnate data, remote nonitoring, and
geographic inforination systems arc valuable techniques in the effective manageinent of
epidemics (Colwell et al. 1996). Such models can aid understanding of epidemic processes
and help design effective control strategies. Studies have also utilised geographic and
inathematical information systemns to assess spatial distribution of diseases at local levels,
identifving case clustering and disease risk areas {(Myaux et al, 1997). These type of
surveillance systems can provide early alerts to outbreaks of certain diseases that are

prevalent in the country, therefore leading to coordinated response (Medical Surge

Guidelines. 2007)

1.2 Statement of Problem

Over the years, millions of deaths have been caused by the outbreak of communicable
diseases throughout sub=Saharan Africa and Nigeria has been among the most affected
countries. The,high*mortality. inorbidity and disability that follow a disease epidemic with its
grave §ocio-econormic consequences, are evident and therefore should be prevented In the
later parct of 1970. the first case of cholera in Nigeria was recorded in a village near Lagos.
leading to an epidentic of 22,93 1cases and 2.945 dcaths with a Casc lFatality Rate {C1:R) of
12.8% - the highest 1n the country tilf datc (WO Gilobal, 2012 In 1991, mare than 39,000

cases and 7,600 deaths from cholera, malaria and sleepmy sichkness were reported. Cases
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started to be registered in January of that year and among the worst affected states were
Kéno, Akwa Jbom, Bauchi, Niger and Oyo. By September, the diseases had spread to about
19 of the then 21 States including the Federal Capital (WHO Global, 2012). With 59,134
cases and 4,508 deaths in 1995, the Case Fatality Rate was 7.6% but in 2010, the country was
again challenged with massive cholera outbreak which ended with 46,782 cases, 1,841 deaths
and a Case Fatality Rate of 3.9% (FMOII, 2012). Reports have shown that more than 90% of
cholera cases worldwide occur in Africa (Kebede et al 2010). In 2010 there was outbreak of
cholera and gastroenteritis which led to the death of people leaving in poor communities most
especially children. The outbreak was caused by the rain which washed sewage into open
wells and ponds, where people obtain water for drinking and household needs. This could
have been avoided if proper sanitary conditions were maintained by the members of the
conununity. The regions affected by this outbreak include: Jigava, Bauchi, Gombe, Yobe.
Borno. Adamawa, Taraba, FCT, Cross River, Kaduna, Ostn and Rivers (Adagbada et al,
2005). In 2013, within 10 days of the outbreak of cholera 1n Nigeria, more than 70 people
died of the disease in a nuinber of states across the country, especially in the North-West. The

infection spread to Lagos with more than-13 cases and 3 deaths (Hannah, 2013)

Between 1984 and 1992, the Yellow Fever epidetnic affected one third of the states in the
country and in the'end over 20,000 cases with 5.000 deaths with a Case Fatality Rate of 25%

were recorded - figures believed to be underestimated (FMOH, 2012)

Similarly. in.2009 the country recorded her worst outbreak of cerebrospinal meningitis with
38,586 cases and 2.172 deaths with a Case Fatality Rate of 5.6%. In 2009-10 there was an
outbreak of meningitis in which a total of 13.516 people were infected and 931 were Killed

Over half of the total cases and deaths occurred in Nigena and this was reported by WEHO as

the worst outhreak in the region (WO, 2014
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Major outbreaks of Lassa fever occurred between 2010 and 2012 with more than 3,700 cases.
In 2010, the country experienced a serious outbreak of Lassa fever which subsided with more
than 1700 cases with 112 deaths and a case fatality rate of 66.6%. The first case of Lassa
fever was reported in Nigeria in 1969 and since then, there had been sporadic cases (FMOH,
2012). In the first quarter of 2012, there was an outbreak of Lassa fever with a total of 623
cases and 70 deaths with Case Fatality Rate (CFR) as 11.2%, as reported from 19 States out
of 36 States.

Between March and June 2010, series of lead poisonings in Zamfara State led to the deaths of

about 163 people including 111 children, the I'lealth Ministry discovered about 355 cases

with Case Fatality Rate as 46% (Abdultahi, 2010).

There was an outbreak of mcasles in Kano, between 16" February and 9" March, 2013 which
led to the death of 36 children and infected over 4,000 people in Northern Nigeria. The
governinent health ofticials said this was linked to a drop off in itnmunizations due to vaccine

shortages in the regional health clinics and swidespread suspicion of the vaccine as being

harmful (Aminu. 2013).

In July 2014, Nigeria recorded its first case of the Ebola Virus Disease (EVD) through a

Liberian-American diplomat who flew into Lagos. According to WHO 2014, as of September

2014. 16 cases.were recorded in Lagos state with 6 deaths and a case fatality rate of 37.3%;

four cases were also recorded in Rivers state with 2 deaths and a case fatality rate of 30%

Wath the adoption of the IDSR Strategy and [nternational Hcalth Regulations (2005). Nigeria
has‘reduced the mortality and inorbidity (roin outbreak of discases: however progresy has not
been madc in devcloping capacitics o ¢arly detection, confirmation and characierization ot
epidemic threats. In the past, comprehensive risk assessments that facihitate the wdentification

of populations and geographic areas at nisk ol epidemics have not been conducted. There s

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Major outbreaks of Lassa fever occurred between 2010 and 2012 with more than 3,700 cases.
In 2010, the country experienced a serious outbreak of Lassa fever which subsided with more
than 1700 cases with 112 deaths and a case fatality rate of 66.6%. The first case of Lassa
fever was reported in Nigeria in 1969 and since then, there had been sporadic cases (FMOH,
2012). In the first quarter of 2012, there was an outbreak of Lassa fever with a total of 623
cases and 70 deaths with Case Fatality Rate (CFR) as 11.2%, as reported from 19 States out
of 36 States.

Between March and June 2010, series of lead poisonings in Zamfara State led to the deaths of

about 163 people including 111 children, the Health Ministry discovered about 355 cases

with Case Fatality Rate as 46% (Abdullahi, 2010).

There was an outbreak of mcasles in Kano, between 16 February and o March, 2013 which
led to the death of 36 children and infected over 4,000 people in Northern Nigeria. The
government health officials said this was linked to a drop off in immunizations due to vaccine
shortages in the regional health clinics and svidespread suspicion of the vaccine as being

harmful (Aminu, 2013).

in July 2014, Nigeria recorded its first case of the Ebola Virus Disease (EVD) through a
Liberian-Ainerican dipleinat who flew into Lagos. According to WHO 2014, as of September
2014. 16 cases.ywere recorded in Lagos state with 6 deaths and a case fatality rate of 57 5%:

four cases were also recorded in Rivers state with 2 deaths and a case fatality rate of 50%.

With the adoption of the IDSR Strategy and International Health Regulations (20035). Nigeria
has ‘reduced the mortality and morbidity froin outbreak of discases. however progress has not
been made in developing capactties lor early detection. contirmation and chatacterization of
epidemic threats. In the past, comprehensive nisk assessments that facilhitate the identitication

0l []H]'llll.lflfrﬂ‘-. and _L".'H_’.'r.l[‘llllk arcas al rish ol L'!Hll;'HHn..n hive not been conducted. There s
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the need to develop technical capacity required to expedite risk assessment activities for other

communicable diseases. Local communities are often not aware of common local disease and

their associated risk factors (WHO, 1999)

Although the country has surveillance systems capable of detecting epidemics but the
systems are unable to function as early warning systems. For inost epidemics in the country,
the time between case detection and reporting is nore than the recommended 24 hours
(WHO/CDC, 2008). This is ofien caused by inadequate comnnunity-based surveillance, low

index of suspicion among health workers, inadequate laboratory equipnient and referral

network at local level, weak communication and disease notification systems. (Grais et al,

2008).

Cominunities where response capacity has improved are those where there are ongoing
activities to enhance comtnunity awareness and participation in safe behaviors related to
personal and coinmunity hygiene. Additionally, improved response has been seen in
communities where health-care workers. community health agents, volunteers and other
partners in at-risk communities: have been trained in recognition and case management of
local epidemic-prone diseases. Nevertheless, response capacity is limited at local level in

most states because of lack of'awareness and inadequate supplies (WHO. 2012).

Some of the underlying factors associated with recurring epidemics include ecological.

environmental and socioeconomic changes. Inadequate access to safe water and sanitation.

prolonged rainy or dry seasons, and population displacements associated with natural and
man-made disasters contribute to the frequency and severity of cpidemics (Kirigia et al,

2009)

I
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1.3  Justification
One of the major challenges of disease control has been poor coordination of epidemic
detection and response (Kebede et al, 2010). The promptness of health authorities in

responding to outbreaks can be far reaching in reducing the number of cases.

In recent times, flooding has become one of the very rampant environmental
issues/challenges in the country and when this occurs, there is contamination of water bodies,
increase in the voluine of dirt from the gutters to litter the streets and food pollution.
Furthermore, there have been epidemic outbreaks of some diseases such as cholera, nieasles
and lassa fever in Ibadan which can spread to the neighbouring states such as Lagos state,
Ogun state. Osun state and EKiti state. Consequently, there is a need to be fully prepared for

any potential outbreak that might occur,

The understanding is that not all Local Government Areas are on the same level of
environmental sanitation. In 2013, across existing LGAs in Lagos State, Alimosho LGA was
identified as one of the filthiest LGA (Agbesola, 2013). Consequently, epidemic outbreak has
become imminent in the area following the unresponsiveness of the Lagos State Waste
Managetnent Authority (LAWMA) to clear the heap of debris around the vicinity. This has
left the people leaving in Alimosho exposed to epidemics. This unhygienic situation therefore
became a source of concern as the situation has deteriorated to the extent that people go about
covering their noses from the stench oozing out from the refuse heaped in front of the:r

houses waiting to be cleared by LAWMA

I'he behavioural approach of the community towards adequate sanitation also has a huge

impact on the control of epidemic diseases. Most people in overcrowded arcas have becomne

comfortable with their hiving conditions and envitosunent and teel then environme enhave no
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1.3  Justification
One of the major challenges of disease control has been poor coordination of epidemic
detection and response (Kebede et al, 2010). The promptness of health authorities in

responding to outbreaks can be far reaching in reducing the number of cases.

In recent times. flooding has become one of the very rampant environmental
1ssues/challenges in the country and when this occurs, there is contamination of water bodies,
increase in the voluine of dirt froin the gutters to litter the streets and food pollution.
Furthermore, there have been epidemic outbreaks of some diseases such as cholera, measles
and lassa fever in Ibadan which can spread to the neighbouring states suclas Lagos state,
Ogun state. Osun state and EKiti state. Consequently, there is a need to be fully prepared for

any potential outbreak that might occur.

The understanding is that not all Local Government Areas are on the same level of
environmental sanitation. In 2013, across existing LGAs in Lagos State, Alimosho LGA was
identified as one of the filthiest LGA {Agbesola, 2013). Consequently, epidemic outbreak has
become imminent in the area following the unresponsiveness of the Lagos State Waste
Management Authority (LAWMA) to clear the heap of debris around the vicinity. This has
left the people leaving in Alimosho exposed to epidemics. This unhygienic situation therefore
became a source of concern as the situation has deteriorated to the extent that people go about
covering'theic noses from the stench oozing out from the refuse heaped in front of their

houses waiting to be cleared by LAWMA

The behavtoural approach of the cominunity towards adequate sanitation also has a huge
impact on the control of epidemic discascs. Most people in overcrowded arcas have become

comnjurtable with therr hiving condiions and environment and teel thew environment have no
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link with their health, hence preventing achievement of programs meant to control disease

outbreak.

[n tems of challenges faced with preparing for epidemic outbreak, communities such as
Alimosho experience more serious and difficult ones. There are little or no communication
strategies aimed at raising community awareness about risks to human health and behaviours
in this area. Deaths from these outbreaks are likely to be higher when compared to those in

more organised and developed cominunities because of the availability of health

infrastructures and interventions such as vaccines.

In the light of these challenges. there is the need to study the preparedness of health workers/
authorities as it relates to epidemic disease outbreaks. Iimpirical evidence on health
emergency preparedness deterinines whether or not one is. ‘fully prepared’ for disease
outbreak. Hence, this study is aimed at assessing the perception of disease outbreaks by
health workers and the preparedness of the public health care facilities m Alimosho Local

Government Area.

Research Questions
i. How prepared are public health facilities in Alimosho Local Government Area for

epidemic containment?

2. . What are.the factors affecting the lcvel of cpidemic preparedness of pubiic health

facihities in Alimosho Local Government Area?

3. Does knowledge and perception of health workers on discase outbreak have any
cffect on the epidemic preparcdness level of the public health tacility where they

work?
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1.4 Objectives
1.4.1 Broad
To assess perception of disease outbreak by health workers and epidemic preparedness of

public health facilities in Alimosho LGA, Lagos State.

1.4.2 Specific

. To determine the perception of health workers regarding disease outbreak in Alimosho

LGA

t

To assess the knowledge of health workers on epidemic preparedness it Alimosho LGA

3. To assess the level of epidemic preparedness of public heaith facilities it Alimosho LGA

4, To identify factors associated with the level of epidemic preparedness of public health

facilities in Alimosho LGA
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CHAPTER TWO
LITERATURE REVIEW

2.1  Overview of Epidemics

An epidemic is the occurrence of a disease in terms of the magnitude of persons affected in a
given time and place that is clearly in excess of what is expected as normal. This definition
implies that there might be a disease within a geographical boundary which will not qualify
to be called an epidemic but which sudden increase far above the prevailing local context
stimulates panic, high morbidity and mortality and definitive response from the healith
system. Such epidemics are usually froin a common source. For instance, when one attends a
party and all those who ate an infected food item or drank from the same water source come
down with an illness. epidemic is said to have occurred. It could also be when infection
spreads rapidly from one person to another as a result of contact, by air. droplets, ingestion or

penetration of body tissues (Onyebuchi, 2013).

Epidemics occur when many people in a coinmunity have the same infection at the same
titne. A lot more people become infected than in normal situations, and this leads to the
inability of the community to cope since they have more people dying than those recovering

(International Federation of Red Cross, 2008)

Epidemic also refersto the occurrence of disease or health related condition in excess of the
usual frequency in=a,given area or among a specified group of people over a particular period
of time (CDC,2013). Epidemic threshold is a marker that alerts the public health oliicials to
take“action. It is the critical number or density of susceptible hosts required for an epidemic
to, occur. It helps to identify possible outbreaks with surveillance data by making use of the
past data 1o determine the possibility of any abnormally. The epidemic threshold is used to
confirm the cmergence of an epidemic se as to step-ap appropriate control measures (W THO,

2015). It s important 1o note that theesholds are disease specitic it can be according to then

10
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characteristics (severity, frequency of occurrence) or level of international acceptance
(intemationally accepted thresholds) or according to some external factors like politics or

money.

Table 2.1: Major Epidemics and their thresholds

S/N | Discase Alert Threshold Epidemic Threshold
1 Yellow Fever | if asingle case is suspected If asingle case is confirmed
2 Measles 5 or more suspected cases 3 or more measles IgM+
reported from a district/ health confirmed cases in a district/
facifity in a month health facility in a month
3 Viral [f a single case is suspected [f"a single case is confirmed
Flaemorrhagic
Fever (Lassa
Fever)
4 Cholera 5 or more suspected cases Doubling of cases per week
reported froin a district/ health
facility in a month
5 Tuberculosis | If a single case is suspected [f a single case is confirmed
6 Polio [f a single case is suspected If a single case is confirmed

Outbreak is an epidemic of shorter duration covering a limited area; it is usually used
interchangeable with epidernic. According to the CDC. outbreak is the occurrence of more
cases of disease than nermally expected within a specific place or group of people over a
given period of time i.e. when it exceeds its threshold. An outbreak and epidemic usually
means the same thing to an epidenliologist but the term epidemic has a more serious

connotation than outbreak and it is used less frequently to avoid perception of a crisis

stituation.

{ffective epidemic preparedness is the key to preventing a hazard as well as responding and

recovering from adverse occurrence. Usually, a top- down approach is used to manage

1
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emergencies simply because public health practitioners and the necessary resources need to

be quickly mobilized (Dynes, 1994).

[n developing countries, there has been an increase in the volume of treated sewage being
dumped into the rivers leading to the deterioration of water quality and standard in many of
the main rivers (Roberts et al., 2001). Where there is an outbreak, emergency measures such
as the provision of clean water and proper sanitation should be established. However,
Bhattacharya et al (2009) revealed that these measures arec not usually guaranteed to be
sustained the moment the outbreak ends. Liffective containment of epidemic outbreak and

reduction in ortality begins with epidemic preparedness and effective detection and

verification of the existence of such epidemic (Connolly et al 2004).

It has been proven that epidemic preparedness has been practiced from onset. Pandey &
Okazaki. 2005 noted the great disaster that befell the people in the holy book; The Bible, in
which the story of Noah and the ark surviving the great tflood was recorded. Epidemic
preparedness therefore 1s the act of taking necessary precautions and prompt notification and

this is usually the responsibility of the national and local government (Haddow et al., 2007).

Based on the preparedness pyramid which identifies planning, infrastructure. knowledge.
capabilities and training, emergency preparedness can be defined as a inajor component of
maintaining a.high level of response to disease outbreak (Adini ct al. 2006). According to
(Waughdr and Streib, 2006) the major actions/ steps taken while preparing for epidemics
includes: alleviation of hazards to lessen the cause of epidemics. epidemic planning and

training, epidemic response activities such as conducting search and recovery activitics

Cases of ¢pidemic outbreak are notified either through the surveillance svstem or the media
or any other sonrce I s also good to have a speciad form with kev guestions which helps to

differentiate rumors from reat onthreaks  The cmcrgeney planning preparedness process s
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probably the most effective process of developing the coordination that response or outbreak
teams will need during an actual emergency. There are two ways in which such issues can be
resolved. The first is by careful review of the emergency plans of individual agencies and the
second is repeated drills, exercise and critique of the plan (Ronald et al., 2003). Good
planning and preparedness level includes pre-deployment of medical reviews to ensure
‘fitness for duty’. It also includes the following: Personal risk factors, hazards likely to be

associated with particular field locations and risk involved with assigned tasks (Reissman et

al., 2008)

With the growing rate of outbreak occurrence, many public, private, federal, state and local
institutions have started developing some form of preparedness and response plans. Ainong
those in the front line of preparedness are hospitals and medical professions who will be
among the first responders in the event of such disaster (Schwartz, 2008). Brills are valuable
means of training healthcare providers to respond to mass casualty incidents from acts of
public health crises (Jenckes et al.. 2007). Hospitals and healthcare provider teains respond to

unexpected occurrences such as outbreak of an infectious epidemic (Mattox, 2001)

In a publication by the WHO, epidemic preparedness can be described as a programme of
long-term events/activities aimed at reinforcing the capabilities of a country or community to
effectively manage the different types of emergencies. and deliver relief and sustained
development.to the affected coinmunity. It involves developing emergency plans. recruiting
and training personnel at all levels, educating communities at risk and regularly tnonitoring

and evaluating the success of the entire programmc (WHO. 2007).

Epidemic preparedness means to react positively to threat in the cnvironment and also reduce
negative cffects on health of individuals and the operation of physical structures and systcms

(Ronald et al, 2003) The asscssment of emergency plan done veardy guarantees epidemic

13
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preparedness. Preparedness assessments should include: (1) elements of disaster planning; (2)
emergency coordination; (3) communication; (4) training; (5) expansion of hospital surge
capacity; (6) personnel; (7) availability of equipment; (8) stockpiles of medical supplies; and

(9) expansion of laboratory capacity (Adinni et al, 2006).

Some countries report only laboratory confirmed cases, even though many other cases are

consistent with WHQO's standard case definitions of various epidemics.

WHO standard case definition for measles: Any person in whotit a clinician suspects measles

infection or any person with fever and maculopapular rash (non- vesicular) and cough, coryza

(runny nose) or conjunctivitis (red eyes) {(WHO 2005).

WHOQO standard case definition for cholera: A case of cholera should be suspected when the

disease 1s not known {o be present, a patient aged 5 years or more develops severe

dehydration or dies from acute watery diarrhca (WH® 2005).

WHO standard case definition for yellow fever: Any person with sudden onset of high fever

(>39°C rectal or 38°C axillary), followed by jaundice within two weeks of onset of first

symptoms (WHO 2005).

WH@® standard case definition for poliomyelitis: Any child less than |5 years of age with a

sudden onset of paralysis (AFP) or a person of any age in whom the clinician suspects polio

(WH® 2005).

WHQ standard case definition for cercbro-spinal meningitis: Any person with sudden onset
of fever (>38.5°C rectal or 38.0°C axillary) and one of the following signs: neck stiftness,

altered consciousness or other meningeal sign (WHQ 2005)

WHO standard case dcfinition for viral hemorrhagic fever (e g. Lassa fever, Ebola) Any

person with severe iliness, fever, with or without sore throat and at least ane of the follewing
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preparedness. Preparedness assessments should include: (1) elements of disaster planning; (2)
emergency coordination; (3) communication; (4) training; (5) expansion of hospital surge
capacity; (6) personnel; (7) availability of equipment; (8) stockpiles of medical supplies; and

(9) expansion of laboratory capacity (Adinni et al, 20006).

Some countries report only laboratory confirmmed cases, even though many other cases are

consistent with WHQ's standard case definitions of various epidemics.

WHO standard case definition for measles: Any person in whom a clinician suspects measles
infection or any person with fever and maculopapular rash (non- vesicular) and cough, coryza

(runny nose) or conjunctivitis (red eyes) (WHO 2005).

WHO standard case definition for cholera: A case of cholera should be suspected when the
disease 1s not known to be present, a patient aged 5 years or more develops severe

dehydration or dies from acute watery diarrhea (WHO-2009).

WHO standard case definition for yellow fever: Any person with sudden onset of high fever

(>39°C rectal or 38°C axillary), followed by jaundice within two weeks of onset of first

symptoms (WHO 2005).

WHO standard case definition for poliomyefitis: Any child less than 15 years of age with a

sudden onset of paralysis (AFP) or a person of any age in whom the clintcian suspects polio

(WHO 2005)

WH@ standardicase definition for cerebro-spinal meningitis: Any person with sudden onset

of fever (338.5°C rectal or 38.0°C axillary) and one of the following signs: neck stiftniess,

altered consciousncss or other meningeal sign (WHO 2005).

WHO standard case detinition for viral hemorrhagic fever (e g lassa fever, Ebola): Any

person with severe illness, tever, with or withont sore throat and at feast one ol the tollowinmg
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signs: bloody stool, vomiting blood, or unexplained bleeding from gums, nose, vagina, skin

or eyes (WHO 2005).

Also, if there is a cholera epidemic, a patient aged 5 years or more develops acute watery
diarrhea, with or without vomiting. Epidemics can be averled by providing an epidemic

prevention and disease control to undertake the process of inonttoring,

2.2 Epidemics and its Global impact

Epidemics pose a significant threat to public health and its development globally. n
developing countries. nearly half of the major causes of death reported were from epidetnics
(Cockburn et al, 1973). Epidemics can be very destructive because it can reach pandcmic
proportions which teads to a major international health concern (Fournier-and Quilici, 2007).
Epidemics affect a large population and leads to economic. dainages and this affects the
developing countries because they lack adequate resources‘and infrastructure that is needed
for preparedness (Watson et al, 2007). The ability to forecast epidemics makes the health care
facilities to respond tc outbreaks appropriately and quickly, minimizing the impact and also
saving limited resources (Wilson. 1994). For many communicable diseases especially those
transmitted by arthropod vectors. advanced surveillance and modeling technologies
incorporating environmental information leads to predicting the risks of epidemics, When
linked with communication technologies. it provides important tools that are both cost
effective and'tiinely (Susser et al. 1996). Disease boundaries tend to shift. expand and cause
more thireats:\therefore there is the need to develop operational models with extrapolative
capacity A% more experience is gained in linking changes identified by global imaging with
changcs in the various patterns of diseases. geographical data come into play in predicting
outbreaks especially vector- horne discase (Greenwood, 1998)  According to Fournier and
Quilicr. 2007 ¢epidemics are reported globally take lor tstance ¢cholerad it way recorded that

more than 1O00O0 cases and 20003000 deaths are been othical)y reported Nevertheless, the
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number of epidemics is known to be much higher than the number reported. This is due to
under- reporting and other limitations of the surveillance systems such as irregularities tn

case definitions, lack of standard terminology which leads to inconsistencies in results (Sacks

et al., 2004).

23 Health workers' perception of discase outbreak

Ilealth workers are considered the backbone of public health response plan for any and ali
infectious disease outbreaks. Epidemic outbreak of infectious diseases «is considered
increasingly likely to occur especially in areas prone to disease outbreak and is inore
considered one of the most significant urgent threats to Nigeria's public health preparedness
infrastructure. Changing lifestyles, patterns of behavior and several such complex factors

have led to the einergence and spread of diseases in the country (Monalisa, 2003)

Successful containment of the disease outbreak relies on effective system for outbreak
detection, rapid data collection, analysts; assessment and timely reporting (WHO, 2009).
These activities would require an extensive prompt response by health workers. However,
studies have shown that during extremc scenarios, a varying proportion of health workers

may be unable or unwilling to report to duty due to their level of perception {Dausey. 2007)

In assessing the perception of health workers™ response towards disease outbreak. Revathy
(2009) revealed that"health workers™ perceptton of their role in the overall response was the
most <infldential factor associated with willingness to report to work, Using the risk
perception” framework, which provides the basis for understanding response litnitations and
needs of public health workers, Revathy (2009) also discovered that perceived risk 1s the

summation of actual risk and other peripheral influences ndependent ol actual rish such as

perceived authoriy, trust and sitnational cantip
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2.4  Knowledge of health workers on epidemic preparedness

Health workers traditionally have been trained to assess and address infectious disease
outbreaks within their communities. With natural and or manmade disasters occurring more
frequently across our nation, however, health workers are also facing new challenges that

require competencies in public health preparedness and response (Audrey, 2012).

Dimitrova et al., 2006 revealed that during disease outbreaks, health workers display varying
attitudes based on their knowledge and beliefs of the diseases. The knowledge, attitudes and
perceptions of health workers on disease outbreaks play an important role in their ability to
diagnose and care for individuals affected during the outbreak. A variety of factors, such as
training. cultural and ethnic background, practice settings, preferred sources of information
and learning styles influence them. The successful completion of the treatinent of infectious
disease is influenced greatly by *how’ care is delivered to individuals. It is paramount that
health workers supporting clients with the infectious disease have positive attitudes
(Damitrova et al., 2006). Personal and cultural factors may aftect health care delivery, hence.

health workers need to be aware of and understand the impact culture can have on patients.

(Edington et al, 2002).

In certain environment, health workers view some disease as infectious, dangerous and
threatening condition. These features were associated with widespread negative perceptions
associated with poverty, poor housing and living conditions. malnutrition. unemplovment,

illicitause of drugs and alcohol (Dainttrova ct al.. 20006)

During a disease outbreak in Nepal, bctween 1999 and 2001, health workers demonstrated
poor knowledge of controlling and managing the outbreak  Aflected patients didn’t recenve

adequaie ¢xplanations about theor imedications, the potential side effects and the length of the
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drug regimen. They believed that they were not listened to, taken seriously, or treated as
having any integrity or being worthy of respect (Mishra et al., 2006). Health workers that had
good knowledge about the disease had a lack of information about side effects and the
consequence of non-completion of their regimen (Wares et al., 2003). Poor communication

and negative attitudes of health workers were directly associated with non-compliance of the
affected patients in Nepal between 1991 and 20011 (Mishra et al., 2006). A further South

American study also revealed that the communication skills of most HCW were poor

(Jaramillo, 1998).

The knowledge. skills, and attitudes to support training in epidemic. preparedness and
response are very important to successfully controlling and managing eptdemic outbreak.
They provide the foundation for developing core preparedness and response competencies
required by public health workcrs to successfully address outbreaks that could potentially

occur in a community as well as a region of a nation (Williams, 2012).

2.5  Assessment of Epidemic preparcedness of Public Health facilities

Epidemics tend to occur in cycles, not in line (one after the other). The occurrence of an
epidemic and the way it is handled and resolved determines to a large extent future
epidemics, that means if we respond well to an epidemics when it occurs. it helps us to limit
future occurrence: This concept is not a complicated one, it only helps us to know and play

our role tosan epidemic and all we are supposed to do when it occurs (International

Federationof Red Cross, 2008).
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Models for Epidemic preparedness/ Management

Epidemic response cycle is in four phases regardless of the epidemic.

Preparedness - This simply means getting ready for epidemic in the period between
epidemics. When preparing for epidemics, there are some things that need to be in place such
as health coordination meetings, surveillance systems 1.e. weekly or daily reports to ministry
of health, response plan for each disease outbreak i.e. the skills and activities required, stock
piles ie. sampling Kits, intravenous fluids, vaccines and others, isolation centers and
laboratory confirmation. An effective outbreak response requires proper planning and should
be done with adequate provision to ensure availability of drugs, vaccines, and other
provisions such as personal protective equipment that is required (Conolly et al, 2004).

Alert - When an epidemic is detected and mobilization of resources needed to respond to it
begins. The surveillance system ought to have a threshold that serves as warning mechanism
for epidemic-prone diseases. For example cholera, measles, diarrhea, meningitis,

poliomyelitis to mention a few. If any case is.seen to go beyond the alert threshold. the health

coordinator should be informed as early as possible; the health coordinator would then inform

the ministry of health (Intemational Federation of Red Cross, 2008).

Response - This is the actual response to an epidemic outbreak. It is sub divided into
confirmation. investigation and control. During confirmation stage. the health officials would
thoroughly mwestigate the cases that were being reported or alerts to be sure that there is
actually.an outbreak (this is confirmed when the number of cases reported is higher than
expected for'same period of year and population). After this has been confirmed to be true,
the specimens are then sent to the laboratory for testing {International Fedcration of Red
Cross, 2008). Also, the heatth officials in conjunction with the outbreak control team with
membcers from ministry of health, world health organization. ind others nengovernmental

orgamizations will then work on the ceport: Durings mvestiganon, the follos mg are done the
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tested laboratory samples are confirmed, outbreak cases are defined, number of cases are
counted and also the sample size is determined, data is collected and analyzed, at-risk
population is determined, hypothesis is forinulated, cases are followed up, further
investigation are carried out and finally, a report of the investigation showing results and
recominendations is developed lastly, for control; this is where the implementation and
prevention is been done (Conolly et al, 2004). And this is done by preventing exposure,
preventing infection and treatment of cases as recommended by WHO.

Evaluation — This phase focuses on assessing how epidemic outbreak was responded to. This

is one of the steps taken in management of communicable disease outbreak. It deals with the
effectiveness and appropriateness of containment measures, assessment. of timeliness of
outbreak detection and prompt response, general preparedness, writing and feedback of
reports. It is a periodic assessment of overall program status, performance, effectiveness and
efficiency. It is a situation analysis of inputs, processes, outputs of a project or program
which was conducted to ineasure performance and the capacity to perform its roles and

responsibilities and achievement of its.objectives. (International Federation of Red Cross.

2008).
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Figure 2.1: Four phases of epidemic response cycle

Source: International IFederation of Red Cross and Red Cresceent Socictics. 2008

2.6  Factors associated with level of epidemic preparedness

[he emergencesand re-cmcergence of infectious discascs of cpidemic potential, calls for
improvcd preparcdness, strong coordination and rapid responsc.  tnpreparcd communatics
willalways be subjceted to worse disasters duc 1o lack ol sysicmic approach i dealing with
prohlems™ (Fournicr and Quilici, 2007).  Lpidemics, as other emcrgencics. can reach
disastrous proportions where there is poor preparation and weak and uncoordinated response
(Cackburn ¢t al. 1973). Being welt preparced increases the hkelhood of rapid and eflective

response. Lxpenience  has shown that where epidemic preparcdness plans have  been
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formulated and implemented, not only outbreaks have been detected timely, but also the

response has been rapid and well targeted, resulting in effective and rapid control.

The benefits of a rapid and effective response are numerous. Rapid response helps shorten
the duration of the outbreak. It helps keep the number of cases small. And also helps reduce
fatalities. The above benefits help save resources that would be necessary to tackle a large
epidemic. The ultimate result is the reductton of human suffering usually linked with high
morbidity and mortality. It is therefore important for the Department to strengthen epidemic
preparedness and response, particularly at district and community level. Attention need to be

focuses on preparedness. response actions, ways to ronitor these activities and, finally, on

the cvaluation of the effectiveness of control measures (EPR guidelines, 2006)

A number of factors arc associated with cpidemic preparedness and they are known to affect
the eventual outcome of epidemic control. Some of such factors include: Availability of
specialized expertisc and supplies of drugs and relevant materials: Awareness of risk of
epidemics and capacity to detect and manage them; Availability of cornpetent health workers
and volunteers during epidemic control. Emergency preparedness should be approached
unanimously taking into consideration all the factors that can potentially affect the success of

epidemic control (WHQ, 2007)

2.7  Surveillance Systems in Nigeria and Health Care Facilities Involvement
Surveillanceyis” defined as the ongoing, systematic collection analvsis and interpretation of
health data. linked with giving feedback to people at all levels of data collection svstems as

well“as applying the infornination to discase prevention and control measures (International
Federation of Red Cross. 2008). Disease surveillance and notification was introduced in 1988

and 40 notifiable discascs were addrcssed by the svstemy In Nreer, surveiflance and

notification includes immediate notihicaton ol eleven diseases and routine notification of 22
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diseases (FMOH, 2007). Surveillance is a continuous vigilance over the distribution and
occurrence of disease through the systematic collection, alliance and evaluation of morbidity

and mortality of all necessary reports and data (Alexander L, 1960).

Surveillance activities help to detect vaccine-preventable diseases and adequate information
that helps in the control and prevention. Complete and accurate reporting of cases is very
important in surveillance and is dependent on factors such as reporting source, timeliness of
investigation and coinpleteness of data. The common systems used for disease surveillance
include national notifiable disease rcporting; physician, hospital, population based
surveillance (Thacker et al, 1983). Compared with other countries that practice the use of
National Notifiable Disease Surveillance System, Nigeria uscs Disease Surveillance and

Notification system. a part of the Health Management Inforimation System (HMIS), which

comprises of databases, personnel and materials organized to collect useful information for

making informed dccisions (Nncbue etal, 2012)

To classify a surveillance system as a good one, it requires a casc definition which can be
clinical and/or with nicrobial critenia. It should have a systematic, orderly and regular
collection of data. Data analysis should be done using time, place and person: interpretation
of the analyzed data should be done appropriately and in time and lastly. dissemination of

inforination is necessary to those who are to act on it promptly (Jamison et al. 2006).

Surveillance,can“be-classified as: active, passive and sentinel. Active surveiilance requires
extra, effost to look for and collect data and confirm diagnoses such as survevs and
investigations of outbreaks, It requires both formal and inlornal communications (such as
phone calls) just to seek information while passive surveillance makes use of routine sources
of information such as laboratory reports, notifications, health episode stanistes (HES) (Sarah

et al. 200%) Sentinel survelllince on the other hand s one mowhich just a number o people
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such as health workers are recruited to participate in the survey and they are to report the
health events that may be generalizable to the whole population at large (Birkhead et al,

2000). It is a sample surveillance that can either be geographic (reporting sources shown at

specific sites) and the high risk group (drug users).

The purpose of surveillance in the healthcare systein includes (1) It identifies each individual
cases of infection, (2) It indicates the incidence rate of infectious diseases and potential
outbreaks (3) It monitors the risk factors of infectious diseases (4) It assess the control

measures that already exist (5) It helps us to identify new infcctions that are of public health

unportance (Sarah et al, 2008).

There are basic steps to be taken as health facility when evaluating a surveillance system
which are: (I) Describe the public health importance of the health event under surveiilance
(2) Describe the surveillance systein to be evaluated(3) Discuss validity and repeatability of
casc definitions in various types of survcillance data (4) Describe the actions taken as a result
of data collected by the surveillance system (5) Analyze the cost needed to carry out

surveillance (6) Evaluate the quality of the surveillance system by assessing its characteristics

(7) List all the conclusions and recoinmendations (Sarah et al, 2008).
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[nformnation flow of IDSR in Nigeria as shown below:
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Figure 2.2: Informatien flow of IDSR in Nigeria
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The IDSR technical guideline of 2002 was used as criteria to assess the emergency

preparedness to outbreaks in the LGA. The guideline/ recommendations include;

Criteria IDSR Recommendations

Existence of LGA epideinic management | Establishment of an LGA EMC
committee (EMC)

EMC should comprise menibers of the public sector,
NGOs with health care activities in the area,

conununity and private sector

Adequacy/ completeness of the imembers
of the LGA EMC

Existence of LGA epidemic rapid

Establishment of LGA epidemic rapid response team
response team

Membcrs of the tcam include Medical officer of
health/ PHC coordinator, Laboratory technician,
Adequacy/ complcteness of menibers of | community health ofticers, Environmental health
the LOA cpidemic rapid response olficcr, National program on-imnunization
managers, monitoring and evaluation/ Disease
surveillance and notitication officer

Regularity of incetings of the LGA 1EMC | EMC to meet monthly m the absence ot an epidemic

Functionality of the comniittee EMC to imeet immonthly in the absence of epidemic |
Existence of emergency preparedness Prepare an emergency preparedness and response
and response plan plan

60% health workers should be trained on disease
surxeillance at LGA level

Training on epidemic response/ IDSR

Availability of emergency stocks of Availability of prepositioned emergency stocks of
drugs. supplies and materials for case drugs. supplies and inaterials for case management of
management of outbreaks outbreaks at LGA level

Availability of supplies for collecting and
transporting laboratory specimen in outbreaks
(transport media for stool. appropriate collection

Availability of supplies for collecting
' and transporting laboratory specimens in

I -
oyibregks tnaterials for blood. sputuimn and cerebrospinal fluid)
Availability ofistandard/procedure for Availability of a written standard procedure for
procuring stocks of vaccines in the event | procuring stocks of vaccines m the cvent of an
of an outbreak outbreak

—
Avatlablity of resources for
| tra..gportation in ot th raks

Availability ot travel arrangciments lor getting to and
from the site of investigation

e —_— =—

Avatlable communication inethods used | Availability of conmunication links between
mthe L GA when there are outbreaks mvestigation team. LGA and the commuinty

Availabibity of funds for cmergency

Avatlabihty ol a budget line for outbreaks
response to nutbreaks

|.aboratary support m the [.GA for Avatlabilng ot laboratory supportan the [ GA tor
confirmation « Ip:ilhugcns 11 Cplt]L‘IIHL‘\ conhnmnation of 1mlhngcn\ m (.‘Pltk‘lllls.\
Source [DSK techmeal Gndelime. 2002
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2.8  Challenges faced by health workers and factors affecting preparation of
epidemic disease outbreak

Financia!l constraints: Inadequate funds for outbreak response planning, preparedness and

reimbursement for extraordinary institutional costs are a major challenge while preparing for

disease outbreak because money is a necessity (Knobler, 2012).

Unavailability of vaccines: Vaccine is the very first line of defense to protect the people;
vaccines are sometimes not available at the early stages of the epidemic and these lead to the
spread of the disease which might go out of control if adequate care and action is not taken.
Health workers af risk: Health workers tnay be at risk for serious complications because of
their involvement with the affected patients. The recent Lassa fever outbreak on the 22™
March, 2012. which the Federal Ministry of {lealth in Nigeria notified WHO that 19 out of 36
states were affected. killed about 7 health officials (three doctors and four nurses) with a total
of 623 cases and 70deaths, CFR:11.2 %. Also. the recent Ebola outbreak in July 2014 Kkilled
about 4 health workers (WHO, 2014).

Lack of capacity and infrastructure: For a positive response to potential disease outbreak.
the health care system must be in operation effectively prior to the outbreak.

If handling of day-to-day operation by the hospital is already a struggle due to lack of staff

and equipment. it will be‘impossible for them to respond effectively to crises (CDC. 2008).

Absence of networks of collaborating institutions: This suggests that muitiple health
organizations and.the public including the private sector should respond in an integrated

manner so'as to bridge gap (language barrier. culture and decision making) (Knobler. 2012}

Community resistance, strikes hy health workers: Control efforts in some communities
hive been disrupted by community resistance, which has multiple causes  Fear and

misperceptions about an unfamihar discase have also contnibuted 1o the tactors altectine

epidemic preparedness (WO, 2015)
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Strikes by hospital staff have further impeded control efforts. Most strikes occur when staff

are not paid for weeks or months, or are asked to work under unsafe conditions associated

with deaths of many colleagues (WO, 2015).

Shortage of health workers: Public health departments still face barriers in recruiting and
retaining gualified health workers. The aging public health workforce, high retirement rates,
barriers to recruitment and retention, and the need to train the existing workforce in new
methods and technology are al! issues needing continuous attention (CDC, 2008). In Nigeria,
there are 1.15 health workers per 1,000 population, which is far from the global standard of

3.87 health workers to 1.000 population (WHO 2007). The meager workforce of health

workers has overtime becn (urther diminished by unprecedented number of healthcare

workers infected by the epidemics (WO, 2015)

2.9  Public health facilities and health workers participatien in managing epidemic
outbreak

To eftectively deal with the difficult issues i public health. the health facilities must develop
an inclusive approach and ethod using various strategies to build and promote community
health (Morgan & Lifshay, 2007). By this we inean that the health facilities takes
responsibility at all levels such as preparation, detection and evaluation (Ronan and Johnston,

2005).

Public health facilities and health workers play an important role in managing and preventing
epidemic outbreak and they are crucial for the provision of health interventions, The health
workers play a central role in providing basic hcalth survedlance In target commumty
(Alexander et al. 2005) They are often n the best position 1o recogmze the outbscak ot a

particulas discase. sometumes they sce an unosnally high mnnber of people wath the same

/8
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disease and at other times patients report that they know other people with similar symptoms.
Even if the health worker does not suspect an outbreak, his reporting contributes to the
detection of outbreaks. Filling in discharge summaries and death certificates, and reporting
cases of notifiable disease all contribute to health surveillance. Ensuring that the forms are
completed accurately and transferred in a timely fashion makes a major contribution to
outbreak detection and general health surveillance. While public health authorittes in the
health facilities are uftimately responsible for ensuring the detection and control of outbreaks,

health workers are major players in this area because they are usually the first point of contact

with the affected population (Doherty, 20006).

Effectively controlling an outbreak requires rigorous assessinent and follow-up of cases.
Public health facilities are involved in adequately preparing and equipping the health workers
with the necessary materials to provide timely health interventions. Investing in health
workers, as a formal part of the health system response to epidemic outbreaks, is critical in

containing the outbreak and protecting communities (Holland et al, 1991).

General precautions to be taken by people to protect themselves from outbreaks

These include: (1) FHand washing with soap and water or sanitizer for a minimum of 30
seconds (Shahid et al, 1996). (2) Keep living. study or even working arcas clean with
detergents and also“sanitize floors and surfaces with alcohol. (3) Stay at home from work or
school environment«wlien you are indisposed. (4) Cover your nose and mouth with rissue
when you sneeze and then wash hands thoroughly. (3) Eating of good food and fruits helps
the bodies fight against germs. (6) Slecp well but exercise regularly to keep vou alert. active

and sharp, (7) Regular vaccine doses o protect one [rom strains that might be in ¢jreglation

(Colwell et 31, 1996)
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Even if the health worker does not suspect an outbreak, his reporting contributes to the
detection of outbreaks. Filling in discharge summaries and death certificates, and reporting
cases of notifiable disease all contribute to health surveillance. Ensuring that the forms are
completed accurately and transferred in a timnely fashion makes a major contribution to
outbreak detection and general health surveillance. While public health authorities in the
health facilities are ultimately responsible for ensuring the detection and control of outbreaks,

health workers are major players in this area because they are usually the first point of contact

with the affected population (Doherty, 2000).

Effectively controlling an outbreak requires rigorous assessinent and follow-up of cases.
Public health facilities are involved in adequately preparing and equipping the heaith workers
with the necessary materials to provide timely heaith interventions. Investing in health
workers. as a formal part of the health system response to epidemic outbreaks, is critical in

containing the outbreak and protecting cormmiunities (Holland et al, 1991).

General precautions to be taken by people to protect themselves from outbreaks

These include: (1) Hand washing with soap and water or sanitizer for a mninimum of 30
seconds (Shahid et al, 1996). (2) Keep living, study or even working areas clean with
detergents and alsosanitize floors and surfaces with alcohol. (3) Stay at home from work or
school environmentawhien you are indisposed. (4) Cover your nose and mouth with tissue
when you sneeze and then wash hands thoroughly. (5) Eating of good food and fruits helps
the bodies fight against germs. (6) Sleep well but exercise regularly to keep you alert. active
and sharp_ (7) Regular vaccine doses to protect one from strains that might be in cqreulation

(Colwell et al. 1996)
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CHAPTER THREE

METHODOLOGY

3.1  Study area

The study area is Alimosho Local Government Area (LGA), Lagos State, Nigeria and is
located in the south-western part of Lagos. The Lagos Bureau of Statistics (2012) put
Alimosho LGA as the largest LGA in Lagos State with 2,047,026 inhabitants, mostly
dominated by the Yorubas. With an annual growth rate of 3.2%, the Bureau estimated the
population of Afinosho at 2,633,667 in 2014 (Lagos Bureau of Statistics, 2012). It is an area

with high commercial and residential densities with low scale trading, especially for produce

like yam.

The LGA has a high concentration of retail stores and informal markets. Most of the housing
structures in Alimosho are mostly new flats. bungalows and-a few ‘face-me-l-face-you™
buildings. The inhabitants of Alimosho have access to education, internet, and
telecommunication. Alimosho is a densely populated semi-urban settlement, it has poor road
network with poor drainages, unplanned settlemnents, and inadequate water supply.
Indiscriminate dumping of refuse is the.cotnmon practice in this area. Alimosho LGA is a
densety populated area svith overcrowded houses which can enhance the spread of
communicable diseases. The \LGA consists of 36 political wards and 29 primary health
centers. The health*facilities in Alimosho through cominunity participation help to manage
disease outbreak, deliver qualitative, affordable and equitable services that affect the

residents of Alimosho (I.agos Bureau of Statistics, 2012)

32 Study design
Cross sectional study dcsign was cmployed: both quannitative and qualitanive data coljection

methods were carrted our. A watk place checkhist was also used 1o assess mrrastructure

avatiable for utbreak contimmment oy the | acal poversment
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The questionnaire had both open and close ended questions with options from which
respondents could choose one or more alternatives. The open ended questions required that
the respondent provided a simple sentence response to the question. Respondents were scored
from 0 to 3 based on the degree of correct inforination provided. All the knowledge variables
were then added together to a maximum of 27 (indicating that the respondent is extremely

knowledgeable) and a minimum of 0 (indicating that the respondent is not knowledgeable).

3.3 Study population

The study population included Disease Surveillance & Notification Officers (DSNO),
Medica!l Officers of Health (MOH). other health workers engaged in providing health care
services in the local government such as doctors, nurses, environmental health officers,
community health officers, community health extension workers, laboratory sctentists &

technicians, health assistants, pharinacists, pharmacy technicians and others. The public

health facilities, available in the LGA were also studied.

o Inclusion Criteria:

All health workers that had been working at the local government for at least
[2months
e Exclusion Criteria:

Temporary health workers with less than 12 month work experience in the local

government

3.4 © Sample size calculation and sampling technique

Onthe average. each of the public health facilities m Alimosho has about 10 to 13 watY. In
addition to the DSNO, the estimated total population of health workers in the LGA was 290
Studying the 290 health workers in Alimosho provides information for assessing the

perception ot disease outhreak

11
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3.4.1 Distribution of Respondents in Public Health facilities in Alimosho Local
Government Area

In this study, a total of 29 Public health facilities were assessed using a total random
sampling. Respondents were drawn from each of the Public health facilities in the following
areas: Akowonjo, Orisunbare, Meran, Agbelekale, Amikonle, Agbado, Aboru, Ayobo-ipaja,
Isheri-Osun, Isheri-lgando Ikotun-Igando, Abaranje, Okerube, Oke odo, Mosun-Okunola,
Kokumo, Akinogun, AKinyele, Egan, ljegun, Agodo, Eyin-Adegbite, Ogbomosotedo, Liasu
road, EIf foundation, lgando, Isheri, Ejigbo road and Idowu egba. The distribution of

respondents in all the Public health facilities in Alimosho LGA is indicated in Annex D. The

number of respondents in each facility ranged froin 3 to 15, amounting to atotal of 290 in all

the health facilities.

3.5  Data collection method

An interviewer adininistered semi-structured questionnaire (Appendix 1) was used to collect
socio-demographic and occupational data of health workers as well as their knoviledge and
perception of disease outbreak for the gquantitative data while Key Infortnant Interview (KII)
using a Kll guide (Appendix.2) was used to collect qualitative data. The interview was
conducted with the DSNOs and the MOHs. Finally, a checklist {Appendix 3) to ascertain the
level of epidemic preparedness of health facility was administered in the Local Government
Area. Thed checklist included the available infrastructure and personnel for disease

containment . the centers.

3.5.1 Data collection tool
Ihe interviewer-adiministercd questionnairc (Appendin 1Y contamed the {ollowimge

sectinns

3
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Section A: Socio demographic data such as, sex, ethnicity, religion and marital
status.

Section B: Occupational data such as duration of employment, professionai
group, on the job training

Section C: Knowledge of epidemic preparedness for outbreaks
Scction D: Perception of disease outbreaks
2. Key informant interview guide (Appendix 2): This consists of questions segregated

info sections pertaining to knowledge of epidemic preparedness and perception of

disease outbreak.

3. Facility checklist (Appendix 3): This consists of questions that assess the epidemic
preparedness level of the LGA. such as the existence of the LGA Epidemic
management comittee (EMC), functionality of the committee etc. Also to assess
infrastructure available stich as laboratories for outbreak containment in the Local

government.

3.5.2 Validation and Pre-test
The pre-test of the study was conducted at Ifako-Ijaiye LGA in Lagos State among 30 heaith

workers in one of the primary health centres. The pre-test was conducted by the researcher
with requisite knowledge in conducting study-based interviews. The pre-test questionnaire
was designed to be simple and viable, adequate for measuring the level of preparedness of
public facilities, and«assesses the perception of disease outbreak by health workers. Following
results from the pre-test exercise, the questionnaire was re-designed to ensure that it was able
to achieve 'the objective of the study. All the issues identified during the process were

corrected and implemented on the questionnaire prior to production of the final copv.
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3.6  Data Analysis

The quality of the data was ensured through adequate supervision in the field by the

Investigator. The data analyses were carried out with the SPSS Version 16.0.

Quantitative data such as age and duration of work were suinmarized using means and
standard deviation and qualitative data like knowledge and perception were summarized
using trequencies and proportions. The association between independent variables (age, sex,

occupation, duration of work) and dependcnt variables {knowledge (good/ poor), perception

(good or poor)}, of epidemic preparedness was tested using Chi square test.

{ ogistic regression ‘was done to identify variables independently associated with

preparedness and perception of disease outbreaks, Level of significance \vas set at 5%.

Independent/predictor variables: Age, sex, occupation, duration of work, training,

education.

Dependent/outcome variables: knowledge, perception of epidemic preparedness, perception

of disease outbreak, level of preparedncss

A total of nine questions, using four point Likert scale were used to assess knowledge of
health workers on Epidemic preparedness. Each question asked had a maximum score of 3
points making a total score of 27 points. Fach question was graded froin 8-3 with € as Not
Knowledgeable, 1 ‘as Averagely Knowledgeable. 2 as Very Knowledgeable and 3 as
Extremely. Knowledgeable. These scores were then summed to give a total Knowledge score

of.each respondent.
Good knowledge: Respondents with scores > [2 were assessed to have *Good Knowledge'

IJ””r I"”]”‘“ I['IIHI.'J HL‘.HPHIHIL’HIH wilh scores - t: wWCerce :'IH"-.U\HL'd 1(Y |'I.|'||.1,_‘ NI‘lH'I h”““]cdgu'
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A total of eleven questions, using five point Likert scale was also used to assess the
perception of respondents to disease outbreak. Each question asked had a maximum score of
> points giving the total score of 55 points. Each question was graded from 1-5 with 5 as
Strongly agree, 4 as Agree, 3 as Unsure, 2 as Disagree, | as Strongly Disagree. These scores

were then summed to give a total Perception score of each respondent.
Good perception: Respondents with scores > 30 were assessed to have *Good Perception’

Poor perception: Respondents with scores < 30 were assessed to have *Poor Perception’

Qualitative data were collected from DSNO and MOH with the aim of determining the
challenges and facilitating {actors to adequate epidemic preparedness. of public healthcare

facilities. Content analysis was conducted on the qualitative data collected through interviews

after transcribing.

3.7 Ethical Approval

The proposal for this study was obtained from the Lagos State Health Research and Ethics
committee (Appendix 4) and permission to conduct rescarch at the I.ocal Government was

obtained from the Chairman of the Local Government Area.

Adequate information was provided to all participants before written informed consent was

obtained from each of thein.

Confidentiality was assured and ensured with the use of code numbers instead of the names

of participants.
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CHAPTER FOUR

RESULTS

4.1  Socio-demographic characteristics of respondents

A total of 290 health workers were interviewed in Alimosho LGA, 57 (19.7 %) were males
and 233 (80.3%) were females. The mean age of the respondents was 35.91 4 8.4 years. Two
hundred and forty of the respondents (83.0%) were Christians, and 49 (17.0%) were
Muslimis. Two hundred and thirty six of the respondents (81.4%) were married. About 248

(87.6%) were Yorubas, while 30 (10.6%) and 5 (1.8%) of the respondents were fgbos and

Hausas respectively.

Of the 290 respondents recruited m the study, 35 (12.1%) were non - graduates (OND or

less), 229 (79.2%) had only graduate degrees while 25 (8.7%) had post graduate degrees.

Two hundred and twenty eight (78.6%) respondents were perinanent stafft while 62 (21.4%)

were temporary staff. Two hundred and twenty nine (79.0%) were clinical staff, 37 (12.8%)

were support staff while 24 (8.2%) were adininistrative staff.

Ninety six (33.1%) respondents were nurses, 34 (11.7%) were health assistants, 29 (10.0%)
were doctors. 27 (9.3%) were-pharmacist, 26 (9.0%) were laboratory workers. 23 (7.9%)
were midwives, 22 «(7.6%) were CHO's, 21 (7.2%) were CHEW, 9 (3.1%) were

administrative staff while 3(1.0%) were auxiliary nurses as shown in Table 4.1 below
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Table 4.1: Socio- demographic characteristics of respondents in health facilities in
Alimosho LGA

VARIABLES FREQUENCY (n) PERCENTAGE (%)
Sex: N=29(
Male 57 19.7
Female 233 80.3
Religion: N =289
49 17.0
Islam
83.0
Christianity 24l
Vlarital Status;: N =290
18.6
Never married >4
814
Ever married 236
Staff Classification; N =
1.4
290 62 2
228 78.6
Temporary
Permanent
Staff Category: N =290
Administrative 24 8.2
Support 37 12.8
Clinical 229 79.0
Level of Education: N
3 35 2]
=289~
229 79.2
Undergraduate
25 8.7
Graduate

Post graduate

= Figure is less than total sample size as one of the respondents did not indicate religion

2 - Figure 1s less than total sample size as one of the respondents did not indicate level of

education

1/
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4.2  Diseases prone to outbreaks as listed by respondents in the health facilities

Results shown in Table 4.2 were analysed using multiple response as each respondents listed
nultiple diseases common in their facilities. The most commonly reported epidemic prone

diseases were neasles 198 (33.3%), cholera 159 (26.7%) and tuberculosis 64 (10.8%).
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Table 4.2: Analysis of responses using multiple responscs

VARIABLES FREQUENCY (n) PERCENTAGE (%)

(a) Cholera 159 26.7%
Measles 198 33.3%
Chicken pox 37 6.2%
Tuberculosis 64 10.8%
Diarrhoea 23 3.9%
Dysentry 2 0.3%
HIV 4 0.7%
Yeilow fever 44 7.4%
Water borne diseases 2 0.3%
Malaria 39 6.6%
Polio 18 3.0%
Meningitis . 0.7%
Small pox l 0.2%

Total 395 100%

']
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4.3 Frequency distribution of responses to questions on perception

The perception-mean score of the respondents was 37.0 + 5.04. One hundred and eighty nine
of the respondents (65.2%) strongly agreed that health workers should be adequately
prepared in case an epidemic outbreak occurs while 3 (1.0%) did not agree. Two hundred and
thirteen of the respondents (73.4%) strongly agreed that training is necessary for all health
workers while two (0.7%) strongly disagreed. About one hundred and forty six of the

respondents (50.3%) thought it was necessary to have an outbreak plan, 9 (3.1%) of the

respondents did not count it necessary to have an outbreak plan. (Table 4.3)
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Table 4.3: Frequency distribution ol responses to statements on perception of disease
outbreaks

' l’eTception Questions Strongly Agree Unsure Disagree Strongly
Agree n (%) n (%) n (%) disagree
n (% | _ Ilg'/o

Health workers shouldbe  189(65.2) 95(32.8) 53 (1.0) 0(0) 3(10)
adequately prepared in

case an epidemic outbreak

occurs

Potential hazards licly o 171 (59)) O IO (37. ‘)) | 2 (0. 7) 1 (0.3) 6(2.1)
cause outbreaks should be
identilied and dealt with

-
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44  Perception of discase outbreak by respondents

Table 4.4 shows that more than half (170, 58.6%) of the heaith workers who participated in

the study had very good perception of epideniic preparedness.

One hundred and twenty (41.4%) health workers had poor perception to epidemic

preparedness

a2
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, Table 4.4: Perception of disease outbreaks by respondents in Alimosho LGA

Variable Frequency (n) Percentage (%)
Perception of disease outbreak by
healthcare workers:
Good 170 58.6
Poor 120 41.4
Total 290 100
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4.5  Frequency distribution of scores on statements on knowledge of epidemic
preparedness

The mean score of the respondents was 7.0 £ 3.67. The minimum obtainable score was zero
while the maximum obtainable score was 27. The highest obtained score was 19. Fifty two of
the respondents (17.9%) were not knowledgeable on epidemic preparedness; Two hundred
and twenty three of them (76.9%) were averagely knowledgeable, while just fourteen of them
(4.8%) were very knowledgeable. One hundred and ninety one respondents (66.6%) had

average knowledge on disease outbreak while fifty eight of them (20.2%) were not

knowledgeable. (Table 4.5)

nAaa
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Table 4.5: Frequency distribution of responses to questions on knowledge of epidemic
preparedness

Knowledg-e Questions NK AK VK EK Total
n (%) n (%) n (%) n (%) n (%)

Appropriate understanding 58(20.2) 191 (6.6) 38 (13.2) 0(0.0) 290 (100)
of disease outbreak

‘,‘1.-_ '*“'Il .... |

Ability to manage cases of 76 (26.2) 140 (48.3) 67(23.1)  7(24)  290(i00)
epidemic outbrcaks

Appropriate case | 125 123 (42.6) l (14. N/ '0 _ o (1&))
defimtion for yellow fever (43 3)

Appropnate case "04 75 ("6.2) o 4 (1. 4) - 3(1.0) | 20(] 0)
definmition for Lassa fcver (71.3)

asles m@*a ted | 189 okt 6@l “g@;@; P2 ”"g_!g"
sl ,th‘l" < e Jﬁ!‘-"hlcp‘iﬂh' 'qu;" B '-||| '*r.n-.‘r il ;'l-!‘

NK — Not Knowledeeable

AK — Averagely Knowledgeable
VK — Very Know ledseable

£EK — Extremely Knowledgeable
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4.6  Knowledge of Respondents on Epidemic preparedness
Of the health workers interviewed, thirty-two (11.3%) had good knowledge of what epidemic

preparedness means while 250 (88.7%) had poor knowledge (Table 4.6).
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Table 4.6: Knowledge of respondents on epidemic preparedness

Vartable Frequency (n) Percentage (%)
Good knowledge 32 11.3
Poor knowledge 250 88.7
Total 282 100

a7
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4.7  Practice of epidemic preparedness

With reference to information displayed in Fig 4.1, only 23 (8.0%) of the respondents said
there was ongoing epidemic preparedness {raining while 161 (55.0%) said there was no

ongoing epidemic preparedness tiaining and 106 (37.0%) were not sure.

m No
W Ycs

Dont know

Figure 4.1: Practice of epidcmic preparedness showing ongoing trainings
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4.8 Relationship between Socio demographic characteristics and knowledge of
cpidemic preparedness

Table 4.7 shows that more of those who were married had good knowledge of Epidemic
preparedness (13.2%) as against 3.7% of those who were single, (X*=3.87 p = 0.04).

Health workers with age above 35 years were significantly associated (p = 0.01) with good
knowledge of cpidemic preparedness (17.3%), compared to those who were 35 years or
below (7.4%). There was significant association between the training status and knowledge of
epidemic preparedness. Those who have been trained were more likely to have a good

knowledge on epidemic preparcdness compared to those who were not (24.2%vs 9.6%, p =

0.01).

i1t
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Table 4.7: Association between socio demographic characteristics and knowledge of
epidemtic preparedness

- Poor Good o R
Variable knowledge knowledge O:/a X p- value
n) o "

Marital Status:

N =282
Married 198 (86.8) 30(i3.2) 228(l100)  3.87  0.04*
Single 52(963)  2(3.7) 54 (100)

Age Group:

N =273
<35 years 151 (92.6)  12(7.4) 163 (100)~. 641  0.01*
>35 years 9 (82. 7) 19(173) | 11!)_(_1_00 |

Educational level:

N=28!

Undergraduate  33°(100) 0 (0) 33(100) 4.8 0.49
| 29 (12 224 (100

Graduate 195 (87.1)>  29(12.9) (100)

2.5 24 |00)
Post gradmtc #2] (87'5) . 3] 3) , ,_ et

il e iR ot
l-i & h;‘ *“ ¥ *"ai(,fqzl_ 7 - ] _:.f‘. l.]-q‘-I '-r "l"‘,"":-"'

‘I!IJ Tll. « 0 '“-lh

o R ‘M-i@.r, T;ag‘sm»f- ST
p I = Ca

|”.r IJ. ‘ ’L'-_ !]."j "L‘ -._' < r.-'_. ,L,.-
Fducation L.ength
(Y cars of expericnce

since graduation):

N =279 o 1
1-15 years 191 (90.5) 20 (9.5) 251 (100) 3 58 017
[6-31) years 1 (86.3) 7(13 7 ST 100)

3145 years 13¢(76.5) 1(23 %) 17 ¢ 100

* -' el
“Statsheally spgmficant al % 1 oy
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4.9  Relationship between Socio demographic characteristics and perception of discase
outbreak

F

Table 4.8 shows that more of those who were graduate had high perception of disease

outbreak (59.0%) as against those who were under graduates 42.9%, (X" =8.31 p = 0.02),
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Table 4.8: Association between socio demographic charactcristics and perception of
disease outbreak

Low High . N
Variable erception | 2
percep perception n (%) X

_n (%)

1 (%)

Marital Status:
N =290

Married 94 (39.8)  142(60.2) 236 (100) 1.25
Single 26 (48.1) 28(51.9) 54 (100)

Age Group:

N =281
<35 years 70 (42.2 96 (57.8) 166 (100) 0.72
> 35 )-'ears 46 (40 0) 69 (60 0) wd 00 |

" "‘,r». "A—". e ': "“ r-J"ﬁ"'ll IJ""l"‘lT H
*,-..J 59, a",-'; -1 -.Lu. u.lgnm_-.

(lﬂlp My ‘, y . Y 3 """ hu_uh‘)ﬂ

" » '1_Il-.q"' B y 1.: __,.' 1" -I-—-d-

Staff Classmcanon:

N=290
Temnporary S0d84)  32(51.6)  62(100) 160 021
Permanent 0(39.5) 138(605) 22(0)

quq ..3:':‘- i.rL_'.a_;, -'-‘ :

2l

ez 1898 214000 u.»x. oy
| _:: 1 L:J f-; !‘—rl:r'.‘:»} .fl"f‘!.“ T r 1. "l ')k 3 =
. \ (€€ ‘

| 10-0L ‘l. . - "'- ‘L-p]‘% 1.5(‘!-’5’ -..J__.q‘xplllht“ A

'!un«,tlcull} signiftcant

l’}
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4.10 Relationship between training and Respondents knowledge of epidemic
preparedness

Table 4.9 shows that many of the health workers (255, 90.4%) had never received any

training on epidemic preparedness in the past 12 months while just (8, 24.2%) had received

training in the past one year.
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Table 4.9: Association between training and knowledge of epidemic preparedness
among respondents

Poor
Variable knowledge Good knowledge Total X* df p-value
n (%) n (%) n (%)
Trained 25 (75.8) 8 (24.2) 33¢100) 001 ] 6.177
Not
Trained 255 (90.4) 24 (9.6) 249 (100)

Total 250 (88.7) 32 (11.3) 282 (100)
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4.10.1 Relationship between training and Respondents perception on disease outbreak
A higher proportion of those trained on epidemic preparedness in the last one year have a

good (68.6%) perception of disease outbreak, compared to those not trained (57.3%) as

shown in table 4.10 below
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Table 4.10: Association between training and perception of respondents to disease

outbreals
Poor _
Variable Perception Good Peorceptmn Total x! df p-value
0 (%) ) n (%) n (%)
Trained [1(31.4) 24 (68.6) 35(100) 0.2 ] 1.625
Not
Trained 109 (42.7) 146 (57.3) 255 (100)
Total 120 (74.1) 170 (125.9) 290 (100)
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4.10.2 Relationship between the staff category and perception of respondents to disease
outbreak

A higher proportion of clinical staff had good perception of disease outbreak (61.6%) as

compared with the non- clinical (adininistrative) (33.3%) and support staff (56.8), p =0.04 as

shown in Table 4.1 1 below.
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Table 4.11: Associafion between stnfl cnlegory nud perceplion of respomients an (iscasce
outhreaks

Poor Gomd
Perceplion on Perception on .
Variable discnse disense "’:“' x? ar  p-value
Outbreak Outhrenk h (%)
P _n () (%)
Clinicul 8K (18.4) L(6l.0) 29000 0027 2 7.202
Administrative 16 (66.7) (31 1) 24 ¢100)
Support 16 (43.2) 21 (56.8) 17 (100)
Total 104 (105.1) 149 (94.9) 288 (100)
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4.10.3  Association Detween pereeption of disense outbreak and knowledge of epidemtc
preparedness of health workers

Table 4.12 shows relationship was nlso observed between knowledge on cpidemic
PI'Q})G('C(!IICSS and the |)CI’CC|)li0l1 of workers on discase outbrenks, A |1ighcr prOp()rliOH of
those who had poor knowledge of epidemic preparcdiess also hud poor perception of discase

outbreak (94 8%) as opposed to those who had good khowledge and good perception of the

discase outbreaks (15.79%) P = 0.006
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Table 4.12: Associntion between respondents’ knowledge on epidemle prepuredness ind
(heir perception of disense outbrenk

Poor Goad
. Kunowledge Kuowledpe on B
Variable on Epidenic Epidemic "0"' \? df p- value
preparedness  prepared ness Ll
n (%) h (%)
Poor
Pereeption
of diseuse | [OO4S) 6(5.2) HO(100) 7470 1 0006
Quthreak
Good
pereeption o |
of disease L0 (84 1) 20018 7) 166 (100)
Outhreak
Total 250 (179.1) 32(204) 282 (100)
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4.11 Logistic regression analysls for soclo-tdemographic characteristics and heaith
worker’s knowledge oun epidemie preparedness

Table 4.13 shows that respondents who were less than 35 years of age were about 3 times less
likely 10 have good knowledge ol epidemic preparedness compared lo those who wer¢ nhove

3Syears of age. (OR = 0.33,95% Cl1=0.132 - 0.825)

Those who were tramed were about 2 and half times more likely 1o have ghod knowledge of
‘ op. .
epidemic preparedness compared with those who were not tratned. (OR = 24800 937,

0.874 - 7.040)
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Table 4.13: Legistic regression ol sucio-demographic charnctloristics and respondents
knowledge of epidemic preparedness

Fiygege ) .

I_\ ariable Odds Ratig 95% Cl p-value
Age (Years):
£330t 0.329 0.032 - 0,825 0.018**
> 38 vears (ref) |
Mavital Status: : - I R,
Married 0.266 0053 - 1340 (0108
Never marriedd (rel) |
Worker's Training:
Fraaned 7 AR0 0874 - T 040 (1.0K8
Not trned (ret) |

|

r
St (T classitication:
Temparin LHORE | OOR - 9 47X 0.048**

Permanent

—

l

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

3

Reference group * *Statistically significant at 5%/ 9538 Gonfidence [nterval




4.12  Logistic regression analysis for socio-demographic characteristics and health
worker's perception of disease outhreak

Table 4.14 shows that respondents who had post gradunte degree were about 5 times merc
likely 10 have good pereeption of disease outbreaks compared o those who were only

graduates (OR = 5.429, 95% Cl=1.650 - 17 R07)
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Table 4.14: Logidic regression of socio-demographie charncteristics and respondents
perception of disease outbreak

Variable Odds Ratio 9844 (] p-vilue

Worker's Training:

Tramed 1 .6606

0.770 - 3.0006 0198
Not tramned (ret) 1

Worker's

I ducation

' | 6slt. 17 %67
I(lhldll.’llc ’ } )

$ 420 () 054
Post praduate

—— 1 .
Reterence group * *Statstically sigmificant at 5%/ 95% Confidence Interval
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4.13  Qualitative study

Findings of the key i : ' :
g Y informant interyiew Carried out to deternine the challenges and the

facilitating factors idem:
g to adequate epidemic preparedness of public health care facilities in

Alimosho Local
Government area of Lagos State are presented according to the following

thematic areas:

» The epidemic preparedness plan on ground in case of an outbreak,

 (General challenges being experienced whtle preparing for epidemic outbreaks,
o Qeneral practice of what to be done immediately an outbreak occurs,

o The person/ oflicer in charge of the preparedness response plan,

e How often the epidemic preparedness plan is been updated,

o Those that make up the epidemic management coinmilttee,

e How often the Local governmcnt area emergency response cominittee meet,

o Availability of funds when needed,
e General use of available funds,

e General support from the Ministry of Health

When asked about the Epidemic preparedness plan on ground i case of an epidemic

outbreak, the respondent mentioned that-there was always a trained contact person in the

facility who responds promptly.

... There is an immediate response through a centact person who has been trained and

chosen in thé' community, He is the one whe circulates the informatien to the cemmnttee

members ' {Medical Officer of Health of Alimosho PHC.

v Phave a team that we work logether in case of any outbreak and we are ahways at alert

and ready. we can be Zallef upon al any time. information 'S becn circulated via ten

messuges ar any' other meuns {DSNO Alunosho LG

[ . Y I lt’ l}‘ 'l] ‘I s:c .t I l\

. sven though he or she stll has people \\ml\ang with him
o) - ’ » * )l]hc pl.]l‘ LVL l]
cpldcmu, per.m_dng 38 FCse
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or her as a committee. W
hen asked about the response plan, the health workers were unable

to produce one and

they mentioned that none was available at the time.

“ ..Here in this loca . .
I government, the medicaf officer of health is in charge of the epidemic

preparedness plan” {Medica) officer of health (MOH) Alimosho LG}

With regards to how ofien the preparedness response plan is being updated, Interviewee

mentioned it is being updated monthly which is in line with the IDSR technical guideline of

2002.

"...The preparedness plan is being upated monthly here and the disease and surveillance

notification officer is in charge eof that.” MOH, Alimosho LG

Here in Alimosho LG, the epidemic managenmen: conmiittee ismade up of seven people who
meet regularly and they include: the DSNO, MOH. Chief nursing officer, Chief matron,

Supervisory councilor for health, Primary health care coordinator and the Chairman of the

LGA

Assessing the regularity in meetings, how often the committee meets to deliberate on issues

and look for possible and lasting solutions, the MOH explained they meet quarterly.

“ e meet quarferly=but“in case of an outbreak or reperted cases messages are senl 1o

everyone and we mee! immediately” MOH.

TLLowe are always at alert in case of an)' emergency and we meel al any tmme there s a

reported case and regularly too” DSNO

wch as ACTs (Anti malaria combination
Tee the governmend such as AC
lot of the (!IUgs given drc frec {rom

therapy), and stens such @ 1IN (ong Jasting anseciende nets) ncluding epadenue

fyl g
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or her as a committee, W
hen asked about the response plan, the health workers were unable

to produce one and they mentioned that none wag available at the time.

“ Here in this | . ,
$ local government, the medical officer of health is in charge of the epidemic

preparedness plan" {Medica) officer of health (MOH) Alimosho LG}

With regards to how ofien the preparedness response plan is being updated, interviewee

mentioned it is being updated monthly which is in line with the IDSR technical guideline of

2002.

~...The preparedness plan is being updated monthly here and the disease.and surveillance

notification officer is in charge of that.” MOH, Alimosho LG

Here in Alimosho LG, the epidemic management conmittee is made up of seven people who
meet regularly and they include. the DSNO, MOH Chief nursing officer, Chief matron,

Supervisory councilor for health. Primary health care coordinator and the Chairman of the

LGA.

Assessing the regularity in meetings, how often the comnmittee meets to deliberate on issues

and look for possible andlasting solutions, the MOH explained they meet quarterly.

“__we meet quarlerly=bui in case of an outbreak or reported cases messages are sent (0

everyone and we meel inmediately” MOH.

h A 1 mergency and we meel al any (e there i1s a
...we. are,abvays al alerl in case of any emergency

reporied case and regularly too” DSNO

f tal ‘ l

therapy), and ntems such as [ 1IN (long lasting msechicude nels) meludimg epademe
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preparedness items such as Personal Protective Equipment (PPEs), and when they need more

they request from the government.

we don't have ! ori '
access to funds because mayjority of the drugs and items needed are given

Jreely from the state government and e have quite a number in stock (ACT, LLIN) and we

can still request for more when the need arises”’. MOH

There were various issues they considered as challenges affecting preparation for Epidemic

outbreak. These include paucity of information during outbreaks and shortage of man power

before and even wWhen the outbreak occurs.

£

.....the greatest challenge is lack of adequate information during outbreaks, we don’t get
detailed report and therefore that does not help s to plan-well Again. we have shortage of
man power and this is not helping us but we are working on it, we hope to get more hands

soon” MOH

it is worth mcntioning that the Ministry of Health provides the health facilities with technical

support.

" _Basically, [ can say we get technical support from the Ministry of Health. because they

provide us w,ith trainings and epidemic preparedness equipment " MOH.

«..the Ministrj*of-Health gives us their full support when we ask for it. our drugs and

ipment are delivered in good time when we need them and we aheays have ¢nough to
equ -

storéand fall back on later.” DSNO

4.14  Additional Findings using Key informant Interview

n intervic w staled above was compared to the
| RCY informant intervics
Ihe result of the findings from the

t was used as criteria 1o assess the emerency preparcdness of
TERLEL A . ¢l

IDSR technical gmdeline thi
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recomme i idemi
IDSR nds that there must e an existing local government area epidemic

ent ¢ ' - '
management committee (EMC). The EMC should comprise seven members which are the

DSNO, MOH, chief nursing officer, chief matron, supervisory councilor for health, primary

health care coordinator and the chairman of the LGA. In Alimosho, the MOH ndicated that

the LGA has the EMC and is made up of the seven members recommended by IDSR,

however, there was no docuinentation to support it.

IDSR recommends that for the metnbers of the LGA EMC to be comnplete. it should comprise
members of the public sector, NGOs with health care activities in the area, community and
private sector but for Alimosho LG, it only conprises of the public sector excluding the other

and no supporting document (such as minutes of ineeting) was seen.

For consistency and active involveinent in emergency preparedness, IDSR recommends that
EMC meets monthly in the absence of epidemics. In Alimosho LG, the EMC meeting is done
quarterly. 1DSR also recommends that prepositioned emergency stock of drugs, supplies and
materials for case managenent of disease outbreaks must be available at the LGA level.

Upon inspection, these items (stock of drugs) were sighted in Alimosho LGA.
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Table 4.15:

Criteria IDSR recommendations

Establishunent of an LGA
EMC

Existence of Local
Governinent Area
(LGA) epidemic
management committee
(EMC)

Findings

Establishinent of
LGA EMC

Adequacy/
completeness of the
members of the LGA
EMC

EMC should comnprise
inembers of the public
sector, NGOs with health
care activities in the area,
community and private
sector

IDSR R ‘ i
ecommendation gp( findings froin the key informant interview

Evidence

Not seen

EMC coinprise of
the inembers of the
public but not
NGOs with health
care activities tn
the area

Not seen

Regularity of meetings
of the LGA EMC

| EMC to tneet tnonthly in
the absence of an epidelic

EMC meets
quarterly

Non available

|
- EMC to meet monthly in
the absence of epidemic

Functionality of the
committee

EMC meets
quarterly

Non available

Prepare an emergency
preparedness and response

Existence of

No preparedness
and response plan

Non available

etnergency
preparcdness and plan
response plan |
I Availabi_lit} of Seen

| Availability of Avallapl.llty of prepositioned  (stock of |
emergency stocks of prepositioned emergel'lcy etnergency stocks | drugs, PPEs-
drugs. supplies and stocks of drugs. supplies of drugs, supplies | About 200 in
materiails for case and materials for case and materials for number)
management of management of outbreaks at case management
outbreaks LGA level of outbreaks

— s i - Non acEc_ssibilil)

Availability of funds Availability of a budget line
for emergency response | o outbreaks
outbrcaks

— —

| of funds
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Table 4.1S5:

IDSR i :
Recommendatiop apg findings from the key informant interview

Criteria

IDSR recommendations Findings Evidence

Existence of Local Establishment of an LGA Establishiment of | Not seen
Government Area EMC LGA EMC
(LGA) epidemic
manageinent committee
(EMC)
Adequacy/ EMC should compri | Notseen <
completeness of the Prise EMC comprise of
members of the LGA inembers of the Publlc the inembers of the
EMC sector, NG@s with health public but not
care activities in the area, NG®s with health
comnuunity and private care activities in
sector the area
Regularity of meetings : EMC to meet inonthly in EMC meets Non available
of the LGA EMC | the absence of an epidenic | quarterly
Functionality of the | EMC to meet monthly in EMC meets Non available
committee ' the absence of epidemic quarterly
[L_E.\istence of Prepare an emergency No preparedness Non available
emergency preparedness and response | and response plan
preparedness and plan
response plan
| N W Availability of Seen
: Availability of Ava|lal’)|.lzly of prepositioned (stock of
i emergency stocks of prepositioned emergeroqcy emnergency stocks | drugs, PPEs-
drugs. supplies and | SLONSS of drugs; supplies of drugs. supplies | About 200 in
| materials for case and materials for case and.Raterials for number)
’ management of outbreaks at

management of case management
| outbreaks LGA level ofoutbreaks

| D == | Non acEessibiIit,\_ Not seen
Availability of funds A vailability of a budget line | of funds
for emergency response | ¢ o 1breaks
lo outbreaks

e
——
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4.15  Result of Health Facilities Assessment

As shown in Table 4.16, infrastructures across the health facilities in Alimosho LGA were

assessed either as “Available & functional”; “Available and not functional”; “Needed™ or

have a “Shortfall™.

Table 4.17 shows that 24 (83.0%) out of the 29 health facilities in Alimosho had functional
power supply; 26 (90.0%) had functional communication system; 18 (62.0%) had at least an
ambulance; only 4 (14.0%) had a functional record keeping systein; 12 (41.0%) regularly

organize training for its health workcrs and 2 (7.0%) routinely conduct monitoring and

evaluation exercise.

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Table 4.16: Infrastractare Considerations for Health Factlities in Alimosho LGA

! 1

Public Power | Communi | Reporting | Ambula | Consuma | Water | Record | Training | Monitoring Epidcemic
Health Csupply | cation forms nces bles supply | keeping & Map
Facilin [ Evaluation
\baranje I| S AF AF AF AF AF S AF N N
Abwru Jﬁ AF AF AF AF AF AF S N N N
(= — .
\ghado AF AF Al ANF AF AF S N N N
, S I . .
Agbelekale | S Al Al AF AL N S N N N
1 |
Asodo T\ S AF AF AF AF N S AF N #N
I L
Akinogun | AF AF S AF N N S AF N N
1 l
Alimvele | AF AF AF AF AF AF AF AF N N
I \{nxson;) L\F AF AF AL AF N AF N N N
“Amikonle. | AF AF AT N AF AF S AF N N
% 1 —
Avobao ipgja I AF AF S N AF AF AF AF N N
| bean AF AF AF N AT AF S AF N N
b : ‘ ,
Fnebo Road | AF | AF AF AF AF AF S AF N | N
R A | AF AF N AF AF S AF N N
foundatior
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Table 4.16: Infrastructure Considerations for Health Facilities in Alimosho LGA

Public -7| Power | Communi Reporting | Ambula | Consuma | Water | Record Training | Monitoring | Epidemic
ticalth supply | cation forms nces bles supply | Keeping & Map
L_Fncmn | Evaluation
Abarane B AF AF AF A¥F AF S AF N N
- Aboru | Ab Al AF AF AF AF S N N N
Acbado TAF AF AF ANF AF AF S N N N
+ - -
Agbelekale | S AF AF AF AF N S N N N
A2odo I's  |AF AF AF AF N S AF N I'N
|
Akinogun __TA—F_ AF S AF N N S AF N N
ANy ele AF | AT AF AF AF AF AF AF N N
|
Akowonyo T AV LAI—‘ AF AF AF N AF N N N
[
Amikonle l AF AF AF N AF AF S AF N N
| Avobo ipgja | A Fo _fl AF S N AF AF AF AF N N
Egan “TAE | AF AF N AF AF S AF N N
| 1SN (U _
Egigbo Road | AF | AF AF AF AF AF S AF N N
| |
FI1f “Al TAF AF N AF AF S AF N N
(oundation | i
71
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Public ! Power | Communi Reporting | Ambula | Consuma | Water | Record Training | Monitoring | Epidemic ]
Health supply | cation forms nces bles supply | kceping & Map
Facility - Evaluation ]
E:van AF Al Ak ANF AF ' AF S AF N N
r_.-}dcghuc -
ldowu Egha | AF AF Al Al AF AF S N N N
. l
leando S AF AF N Ak AF S N N N
1 +—
ljecun AF | \AF AF AF AF AF AL N N N
. 1 L : .
lkotun AF | AF AF AF AF AF S AF N N
leando ) | | -
| 1shert lgando l\ AF S AF ANF N AF S N N N
Isher | AF + AF AF AF AF AF S N N N
1
"1sheriOsun | AF Ak AF AF AF AF S N S N
| Kokumo AF AF AF AF AF AF S N N N
Liasu Road AF AF AF AF N AF S N N N
! 1 =
Meiran | S AF AF S AF AF S N N N
!
\Mosun | AF AF AF AF AF AF S N N N
V()kunola N 'l" o
Ogbomoshot | AF S AF N AF AF S N N N
 £da.
Oke Odo AF AF AF AF S AF S N N N
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" Public Power | Communi | Reporting | Ambula | Consuma | Water | Record Training | Monitoring | Epidcmic |
Heatth supply | cation forms nees bles supply | keeping & Map
Facility B Evaluation
Evin AF AF AF ANF AF AF S AF N N

[ Adeaobie o

\ tdowu Egba AF AF AF AF AF AF S N N N

b — —— |

| leando | S AF AF N AF AF S N N N
| | |
| liegun T\ AF \AF AF AF AF AF AF N N N
|kotun | AF AF AF AF AF AF S AF N N
i leando g |

Ishen leando | AF S AF ANF N AF S N N N
|
Ishen ‘~ AF AF AF | AF AF AF S N N N
' 1sheri Osun L~\F AF AF AF AF AF S N S N
+.
Kokumo { AF AF AF AF AF AF S N N N
l
Liasu Road | AF AF AF AF N AF S N N N
P ¥iciran IS AF AF S AF AF S N N N
I
| Mosun Af Af AF AF AF AF S N N N
Okunola _{I, | -
rf)gbomoshot AF l| S AF N AF AF S N N N
pedo. L ;
Oke Odo Al | AF AF AF S AF S N N N
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Public
Health
Facility
QOhkenibe

Orisumbare

\F

 Power
supply

EX

+\F -

= .

Epidemic ]

Communi | Reporting | Ambula | Consuma | Water | Record Training | Monitoring .I N
cation forms nces bics supply | keeping & \ ap
| Evaluation
E S N N S S N AF N
AF AF Al AF S S Al AF N
!

Available & Functional ANF — Available & Net Functional
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Table 4.17: Infrastructure assessment of health facilities in Alimosho LGA

s—

Available Needed  Shortfall svatlable and Total

Variable n (%) n (%) (%) Nonf:l(xo;:)ional 0 (%)
“Powersupply  24(83.0) 000)  5(17.0) 0(0) 390100)
Communication  26(90.0) 0 (0) 3(10.0) 0(0) 29 (100)
Reporting 26(90.0) 0 (0) 3 (10.0) 0 (0) 29 (100)
forms
Ambulances 18 (62.0) 7 (24.0) | (30) 3(10.0) 29 (100)
Consuinables 24(83.0) 4 (14.0) 1(3.0) 0 (0) 29(100)
Water Supply 23 (79.0) 4 (14.0) 2(7.0) 0(0) 29 (100)
Record keeping 4(14.0) 0 (0) 25 (86.0) 0(0) 29 (100)
Training 12 (41.0) 17 (59.0) 0(0) 0(0) 29 (100)
M&E 2 (7.0) 26(90.0) = 1(3.0) 0(0) 29 (100)
29(100)  0(0) 0(0) 29 (100)
Epidemic Map 0 (0)

-

T R R e T )y R 557 90/ (100) 3
s sun e U0 SRS AGRRE L (100)

S A%

—

R L
i Total, ol

—

14
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Figure 4.2: Level of Infrastructure Availability for Epidemic Preparedness in the Health Facilities in Alimosho LGA
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CHAPTER pIvE

DISCUS
SION, CONCLUSION AND RECOMMENDATIONS

he study findj
The Yy HIindings revealed that though health workers in Alimosho LGA had a good

perception of disease .
Outbreaks - understandmg that adequate preparation is critical to

nanaging and c ing di
Managing ontrolling disease outbreak; they however had a poor knowledge of epidemic

re . This imnl; r
preparedness. This mpltes that with an outbreak of disease in Alimosho, health workers may

not be able to manage and control such outbreak. In this chapter, five key study findings are

discussed: (a) perception of disease outbreak by healih workers; (b) knowledge and

awareness of health workers: (c) level of epideinic preparedness; (d) factors associated with

management of epideinic outbreak of diseases; and (c) Health facilities assessment

rn

.1 Perception of disease esutbreak by health werkers
This study assessed health workers® perception of disease outbreak. some of the questions

asked include: Should health workers be adequately prepared in case an epidemic outbreak

occurs? [s training necessary for all health workers? Is it necessary to have an outbreak plan?

Should outbreak simulations occur frequently in the facility?

The findings from this‘study mdicated that the health workers in Alinosho LGA had a good

perception of diseasé outbreak as they understand that epidemic preparedness is very
important +in “controlling disease outbreak but they have low knowledge of epidemic

preparednéss. Mlore than 50% of the health workers have good pecrception of disease

e d ;y the urban residential area in Clunhoy i Zimbabwe to
outbreak: '[n a similar study conducte

ss health workers® perception of disease outbreak, it was shown that about 60% ot health
dSSESS health wor

' ale understanding  of  epidemise
ot dcinonstrating  appropri
workers had good perceplion,

‘ 2008
preparcdness and its implications (Muk1irnva, )
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52  Knowledge anq awareness of healih Tk
Crs

them (health workers), jndiv:
ndi :
, Viduals, Private and public healtly care institutions with the

opportunity to leam
PP Y cam and prepare for future outbreaks. Good knowledge of epidemic

preparedness is critical t :
P 0 enabling health workers have a better understanding and attitude

towards epidemic preparedness.
ith epideini
With epidemic preparedness, healtl workers are able to deliver healthcare, treatment and

prompt reporting of disease outbreaks. Following our study i Alimosho LGA, it was
surprising to note that only few health workers (11.3%) had a good knowledge of epidemic
preparedness (as shown in Table 4.6), which is below expectations for health workers
responsible for epidernic preparedness. To successfully prepare for epidemic outbreak in a
particular area. a significant number of the health workers should have good knowledge of
epidemic preparedness, including developing plans, educating cominunities at risk,
measuring findings, and monitoring and evaluating them regularly (W11@, 2007). However,
the situation here showed that a significant number of the health workers in Alimosho have

poor knowledge of epidemic preparedness and consequently may not be able to successfully

prepare for epidemic outbreak and address it.

The poor knostledge of €pidemic preparedness of health workers in Alimosho sternmed from
a real lack of preparation by the health facilities in the [LGA. Results from the key mformant

intervien. shiows that there 1s a shortfall in training for cffectsve case management

Alimosho. The LGA EMC in Alimosho meets quatterly even though ISR ewdelines

IS an outbreah A similar stads in snrda
fiether or not there is
recomrnend month ly meetings W

. \" [ 2”“0) W hlll.." In th‘ nasessmendt ol
‘1< N ilillC“Olml ! IC “l '
5ho%t‘d that 88V of dlSlrlLt.‘s had

- crstine FENIC, ondy one was {unctional (FNOH,
IDSK in Nigeria. out of the 41% LLOAS with exastmg

rgone any lammyg on epidemic
. nevet edergor

2009). About Y0% ol th
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53  Level of epidemic pPreparedness

Health care facil; ]
e acility preparedness Is the ability of 4 community healthe

are system to prepare

and respond prompti , :
PTOMPLY fo outbreak of any disease (National Healthcare Preparedness

Programs, 2013 ] ' :
grams, 2013). This can be achieved by planning, organizing, equipping and training, This

has substantial ithplicati .
implications for health workers in Implementing epidemic preparedness plan.

he curr ' : : -
T ent attitudes towards epidemic preparedness and disease outbreak reveal that health

workers acknowledge the need for epidemic preparedness but lack the adequate knowledge
and training. Emergency preparedness needs to be an ongoing process in order to keep all
health workers informed and alert, there is therefore need for training of all health workers at
all levels as this study shows lack of adequate training. ®nly (24.2%) had ever received

training in the last one year.

Similarly. a study conducted at Lagos State University Teaching Hospital and Lagos

University Teaching Hospital on the knowledge. attitude and perception of heaith workers on

level of preparedness showed that only 20.8% of them were knowledgeable (lzegbu et al.

2006).

54  Factorsassociated with the management of Epidemic outbreaks of diseases

In thisstudy, we found out that the shortage of man poser IS @ MRS fadior (@ MaRTRLE

epidemic outbreaks as also indicated in the Ministry of Hcalth and Social Welfare Report o

2008 (F MOEL 2008) It Is sard that most govcrmnenl health tactlines Nave . \hur[dgc ol

? v "' 1 "ll\'(ll.[.\ (]l]“ - \) 4 I

fi Bk T AY (S
difficulty in dehvenng guahty health servie
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and responsibility in
Y 1N emergency preparegness was also identified as an important factor.
Gebbie et al (2014) proposed :
P that the first step towards emergency preparedness Is the

identification of prepare _— |
Preparedness activities and their owners. This implies that to successfully

repare for an ' ,
prepa y disease outbreak, health workers must understand their role and

responsibility. A study from China found out that 91.8% of health workers 1dentified

obscurity of their roles and responsibility as a key issue in emergency response (Wisner et al,

2002).

8.5 Health facilities assessment

All the health facilities in Alimosho local government were assessed using a health facility
assessment checklist shown in Table 4.16. The purpose of the Health Facility Assessinent is
to evaluate the physical assets in the health facility and provide necessary information for

policy, planning and management of health sector development.

Health facility assessincnts are designed to assist health system planners/imanagers to

improve the health service delivery systetns by identifying health facilities which do not meet

the criteria required to provide key health services. types. and levels of capital investment

required. The llealth Facility Assessment could serve as a baseline assessment for monitoring

and evaluatioh of invéstment into the health sector. Typical outputs include a book of maps of

health facilities. 'a health facility database. a medical equipment database. infrastructure

database and a capital ‘nvestment cost-estimate prograi (Hozumi et al. 2008).

d on key parameters such as power supply. reporting forn,
e

The "assessment was bas

ontnunication monitoring & C aluation. epidemic map,
g. con

ambulance. consumable, trainin

record keeping and watcr supply.
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Apart from factors such as map
ower it ot
R and other logistics, awareness of one’s distinct role

responsibility in
and fesp Y 1N emergency Preparedness was also jdentified as an important factor.

. | .
Gebbie et al (2014) proposed that the first step towards emergency preparedness is the

identification of Lviti :
identification of preparedness actjities and their owners. This implies that to successfitlly

prepare for any disease outbreak, health workers must understand their role and

responsibility. A study from China found out that 91.8% of health workers identified

obscurity of their roles and responsibility as 2 key issue in emergency response (Wisner et al,

2002).

8.5 Health facilities assessment

All the health facilities tn Alimosho local government were assessed using a health facility
assessinent checklist shown in Table 4.16. The purpose of the Health Facility Assessment is
to evaluate the physical assets in the health facility and provide necessary information for

policy, planning and 1management of health sector development.

Health facility assessments are designed to assist health system planners/inanagers to
improve the health service delivery systems by identifying health facilities which do not meet
the criteria required to_provide key health services. types, and levels of capital investment

equired. The Health Facility Assessment could serve as a baseline assessment for monitoring
r .

' ' ' s of
and evaluation of investment into the Lealth sector. Typical outputs include a book of map
ev

. . ] ture
ea cili a a medical equipinent database. infrastruc
oge 0 I]ty datab Seo l

' ni et al. 2008)
database and a capital investment cost-estimate program (Hozu!

parameters such as power supply. reporuing  form,

The assessment was based on Key

. ) < l 11]\ C‘ llik‘tl]|\ l]lllp.
C ()I]It()l "]g tt. CH (llll 1t ( b}

ambuylance, consumable, trainin

record keeping and watcr supply
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Apart from factors such as
P man power and other logistics, awareness of one’s distinct role

responsibility in
and resp y In emergency Preparedness was also jdentified as an important factor.

ie et al (20 -
Gebbie € (2014) proposed that the first step towards emergency preparedness is the

identification of iti :
identification of preparedness activities and their owners. This implies that to successfitlly

prepare for any disease outbreak, health workers mus! understand their role and

responsibility. A study from China found oyt that 91.8% of health workers identified

obscurity of their roles and r esponsibility as a key issue in emergency response (Wisner et al,

2002).

5.5 Health tacilities assessment

All the health facilities in Alimosho loca! government were assessed using a health facility
assessment checklist shown in Table 4.16. The purpose of the Health Facility Assessment is
to evaluate the physical assets in the health facility and provide necessary information for

policy, planning and management of health sector development.

Health facility assessments are designed to assist health system planners/managers to

improve the health service delivery systems by identifying health facilities which do not meet

the criteria required to provide key health services, types, and Jevels of capital investment

required. The Health Facility Assessment could serve as a baseline assessment for monitoring

i j ok of maps of
and evaluation of investment into the health sector. Typical outputs includea bo of map

- ' ‘ ructure
health facilities, a heaith facility database. a medical equipment database. infrastruc
1€ a ;

| i et al. 2008).
database and a capital investment cost-estimate program (Hozum

parameters such as power supply. reportung formy,

The assessment was based on key

|| 0O ! . i ¢ “0“- Cp]lik‘”"\' n]‘]p‘
C‘I TIOﬂItOl'Illg - C\ 1 fll
"n |l| t“ n,] ft ] d

ambylance, consumable, traiin

record keeping and watcr supply.
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from the pat d i
national grid js not available for a particular period

of titne.

More than 80% of the health facilities visited in Al
visited m Alimosho have functional communication

system Within their faciliti .
y llities. Health workers i these facilities have the physical means to

communicate with each other and to consult on difficult cases

To effectively manage disease outbreak in the LGA, about 90% of the health facilities have
reporting forms where cases are reported to the appropriate quarters for necessary action. The
health facilities with shortfall in the reporting forins need to update the reporting forms to
make them relevant for every case and health workers should be encouraged to ensure that
the reporting forms are completed and forwarded to the appropriate authorities for necessary

action.

All health facilities need Ambulances as they are usefu! in providing support to the team

managing disease outbreak in-acommunity (WHO 2007). About 40% of the health facilities
either don’t have an ambulance or have one that is not functional. Improving the conditions

of the ambulances will-goa long way to effectively managing any form of disease outbreak in

that community,

IDSR recommends that emergency stock of drug, supplies and materials for case

management should be available across all health facilities (IDSR 2015). However,

s in Alimosho skows that about [ 7% of the health facilities

assessment of the health facilitie

SISO tective equipment (PP i ther
. and personal pro
do not have consumablcs such as drugs ¢

han 80% ol th facifitics have conciimahles i their centres for eftective case
centres. More than 80% ol Hle & -

management
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More than 80% of th P
€ health facilities visited in A limosho have functional communicatjon

system within their faciliti i
Y facilities. Health workers in these facilities have the physical means to

comMunicate With each other and to consult on difficult cases

To effectively manage disease outbreak in the LGA, about 90% of the health facilities have
reporting forms where cases are reported to the appropriate quarters for necessary action. The
heaith facilities with shortfall in the reporting forins need to update the reporting forms to
make them relevant for every case and health workers should be encouraged to ensure that
the reporting forms are completed and forwarded to the appropriate authorities for necessary

action.

All health facilities need Ambulances as they are useful in providing support to the team
managing disease outbreak m-a-community (WHO 2007). About 40% of the health facilities
either don’t have an ambulance or have one that is not functional. hnproving the conditions

of the ainbulances will-go'a long way t0 effectively managing any form of disease outbreak in

that community,

IDSR ‘fecomsiends that emcrgency stock of drug. supplies and materials for case

e available across all health facilities (ADSR 2013} However.

management should b

s in Alimasho slows that ahout | 7% of the health tacihtes

assessment of the health facilitic
- retive equipment (PPEY mther
- and pcrsnnal protective G
do not have consumables such as drugs

¢ have conspmables i their centres fof elevinve vase
CH tle '

centres. More than 80% of the facili

managemen!
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T B —— — — —

Both the quantity and ' , :
¥ and Quality of water are IMportantin health facilities. Water quality is a key

element of infection control W

ithin iliti ' - | '
health facilities. 1t s particularly important to provide

adequate water for hand Washing at multiple sjtes

in the health center (WHQ 2007).

However, the assessment of T S
he health facilities in Ajiinosho reveals that 79% of the health

facilities b ' ' '
ities have access to water supply in the right quantity and quality. About 2{% of the

health facilities either do not have access to good water supply or do not have required

quantity of water supply for the health facility.

Medical records are very important and great care should be taken to ensure the safe holding
of such records. In an outbreak situation, it can be used for line listing, identification of cases
and surveillance (Tyndall, 2006). It serves as information for public health action in which
their primary purpose is to document the assessments underlying the progress of the patient’s
care and case inanagement and so contribute to the quality of that care. Poor record keeping
can lead to a patient's care being adversely affected through; an increased risk of medication
or other treatinent being duplicated or oinitted, communication probleins among health
workers, and a failure to place on record significant observations and conclusions (Tyndall,
2006). From the assessment of the health facilities in Alitosho, only about 14% of the health
facilities keep patient’s medical records consistently. More than 80% of the health facilities

are not consislent with keeping the tnedical records of patients and even the available records

are not -adequate. There is a need to improve record keeping across most of the health

facilities 1 Alimosho-

] ' f health workers n effectively managmg disease outbreaks is very important in the
raining o

. 3 ) . \‘ - A} »k‘
I heohh workers to scl priortics. plm and respond 1o discase outbreak ma
training that equips hta *
6{)%0 ol |hcm necd 1o COuIp 1ht‘ llt‘xlltlt wiirhery In

; acilines,
cominumty  AcCross the health Jacti
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these facilities with the ' 3.
Appropriate training for disease surveillance and monitoring including

managing outbreaks.

2 out of the ilities | '
Only 29 health facilities in Alunosho conduct “Monitoring and Evaluation” the

erformance of ' o
perfor of the surveillance system. This is very crucial in order to improve the

effectiveness of the | i - . .
v 1€ implementation of IDSR iy Alimosho as it is able to identify areas that

require strengthenimg and taking action.

From the assessment of the health facilities, “Epidemic map” was not available across all the

health facilities visited in the LGA.

There is the need for all the health facilities to improve the existing infrastructures within

their facilities. While some are not available, others are either “Avaiiable and not functional”

or have “*Shortfalls™

56 Predominant discase mentioned to be prone to outbreak
Measles and Cholera were identified-as the predominant diseases prone to outbreak in

Alimosho. About 33% of the respondents.identified measles as the major disease prone to

outbreak. Measles is one of the Epidemic prone diseases in the IDSR. It is almost eliminated

in most parts of the world. but measles outbreaks are still among the common epidemics

contributing to-high mortality and morbidity in sub-Saharan Africa especially among children

with malnutrition (CDC, 2006).

. | ty In undel “Ves \V.lthln the N( tlonal

ine is gl months.
Programme on |mmunisation, the vaccine is given at 9

that bewan in 1998 mtroduced case based

The accelerated measles control Strategy

. b) . .
built upon the acule flaccid parahvsas (AFP) surverllmee

- \
surveillance activity that Was
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outbreaks cOntinue to gccyr due to

low | FIRT
llimunization coverage and gaps in surveillance
activities (WHO, 2008).

Studies have shown that j '
atn 1999, dpproximately 871,000 deaths from measles was reported

I. 1 0 I
worldwide while 61% occurred in sub-Saharan Africa. In 2004, of the 1,590 districts under

case-based surveillance, 80 (5%) reported outbreaks of jneasles. In 2005, 47 (2.5%) districts
reported outbreaks of measles out of 1,850. [n 2006, 178 (6%) of 2,923 districts also reported
outbreaks of measles, which spanned across 29 countries. The most affected countries were:
Nigeria (2.919 cases/I8 deaths). Ethiopia (1,665 cases/O deaths) and Tanzania (1.606 cases/8
deaths) (Kebede, 2010). Following these outbreaks, the different countries adopted the [DSR
strategy in strengthening comniunicable disease control including epidemic outbreaks. Using
a protocoi developed by WHO and CDC, affected countries also assessed their national

surveillance system with a view of determining gaps in the existing surveillance system

(Kebede. 201 0).

[n order to curb the outbreak of these diseases, an eftective epidemic preparedness program

must be developed that focuses on capturing surveillance information. clearly articuiating

action steps aitned at epidemic preparedness and defining emergency response both from

governmental and non-governmental agencies, based on the outcome of the disease outbreak.

5.7 Limitations of the study

There is potential reporting bias associated with self-administercd questionnaire as we are

hat the health workers actually do or what

W
concerned abofit whether the responses reflects

. done
they thifik is right to do as they tend to over report worl

i oe eacalline of respondents mav be aliered
Also, tl { self- reporting may pose d hias as recalling ol resy |
AlS0, the 1ssue ol 5¢hi- . :

recall by the [L‘xl‘h.'ll‘lkiﬁ”‘- mas thus lead 1o

“differential
leading 1o recall bias. The I]“«,x.lhllﬂ} of dill

a misclassification bras
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The Study design used was cross. cons:
055+ sectional and this type of study does not have the ability to

establish causality. It
Y- 't however has the advantage of being able to study a large group of

eople at a single point in ti identi
peopl gi€ point in time and identify correlates and predict associations

spondents” utiwillj : .
Resp llingness to dlvulge relevant information and unfavorable attitude of the

respondents towards i : .
P completing the questionnaire were some of the limitations of the study.

‘e over IMitati mformi ‘
We came these limitations by informing them that information collected will be used for

research purpose only and it will be kept safe.

5.8 Conclusion

This study provided evidence on the perception of disease outbreak by health.workers and
also shows the level of epidemic preparedness of the public health facilities. Across
developing countries. epidemic outbreaks of various diseases have become an issue (o
consider and deal with very seriously. The scope of this study revolved around the
preparedness level among the health care facilities, knowledge and perception of disease
outbreak by health workers in Alimosho Local Governiment. {n this study, it was found that
more than half of the health workers had a good perception of disease outbreak but only few
had good knowledge of epidemic preparedness. However. a significant number of health

workers will need lots.of training and education on epidemic preparedness.

The level of epidemic preparedness among health workers in Alimosho is low when

compared.<to epidemic preparedncss standards recommended b IDSR. Though they

appreciate the need for epidemic preparedness they lack adequate knowledge and training
e

risk il they are nol knowledgeablc about their role in

Most of the health workers are 4

o to report to and
k Knowing wh

managing ciscase outbred

swefall nerl 1ce ol the health wuorker
1ant factors that alfecy the overall pe rlormance i
trainng gre nmportant 148844

Ad
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N e

most Significant ' :
The g factor associated with managing epidemic outbreak of disease in

imosho is the in :
Alimosiho adequate human resources with good Kknowledge of epidemic preparedness.

r the qualitative stu : .
Afte % dy was conducted, it was discovered that more health personnel are

in the | : . e
needed In ocal goverminent. As at fhe tune of this study, public health facilities in

Alimosho engage the services of health assistants/volunteers 1o do a lot of work but more

specialized people like the doctors and nurses are needed for more severe cases.

9 Recemmendations

rn

The following recomnmendations are made:

I. Trainings on Epidemic prcparcdness and practices should be done for the workers
regularly including rcfresher training in management of epidemic- prone diseases,
prcvention and control of infection for effective response to disease outbreaks in

Alimosho Local Government and also in the State at large.

2 There should be effective epidemic rapid response teams at all levels with adequate
preparation in case of any outbreak of disease.
3 There should be more man power in the local government.

4. Epidemic Management Committee (EMC) to be fully constituted and have monthly

and regular-meetings.

ency preparedness should be understood by all as a

LS ]

More importantly, €Merg

progfamme for capacity building.

B
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Annex A

Definition of Terms

Epidemic:

Epidemiology:

Surveillance:

Monitoring:

Evaluation:

Epidemic assess ment:

Annexes

An epidemic is defined as the occurrence of a disease in a geographic

areacClearly in excess of expected or known rate for given area and

time period.

The study of the distribution and determinants of diseases and health
related events in human population, and the application of the

knowledge for the prevention and control of healih problems.

A system of constant monitoring and watchfulness over all aspect of
the occurrence and spread of diseases and the use of information

gathered for the purpose of designing preventive and control measures

Is the process of measuring. recording and collation of information on

project performance on 4 continuous basis, to assist managementin

decision making.

[s the measurement of achievement in celation to set goals for a project
s the

over time.

s the gathering of information on the nature. extent and cause
s the

c. This includes asking questions. collecting and

of an epidemi

and reporting the intormation fo

' INE
71 | nation. and usn
anal)/mg infor:

| , v Ttanswers the
ler to l'Cspond to the CpldeIL proper!
athers In Of¢ ‘

1 e’ hen!
N Wh'|l" Who? Where W
' N H
(Illg,bl I
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Annex A

Definition of Terms

Epidemic:

Epidemiology:

Surveillance:

Monitoring:

Evaluation:

Epidemic assessment:

Annexes

An epidemic is defined as the occurrence of a disease in a geographic

area clearly in excess of expected or known rate for given area and

time period.

The study of the distribution and determinants of diseases and healith
related events in huinan population, and the application of the

knowledge for the prevention and contro! of health problems.

A system of constant inonitoring and watchfulness over all aspect of
the occurrence and spread of diseases and the use of information

gathered for the purpose of designing preventive and control measures

s the process of measuring. recording and coliation of information on

project performance On a continuous basis. to assist inanagement in

decision Making.

. : ' f roject
[s the measureinent of achievement In relation to set goals tor a proj
s the

over lime.

"l a { I) | . ) cetl ']d

t
\

y wers the
sond to the cpulemic propeth 11 answers the

others 0 order 10 163

)
5 Why! Where? When

(ueshons What
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Active Surveillance: Surveillance where public health officers seek report in the
surveillance system on a regular basis, rather than waiting for
the reports to be submitted at the discretion of the participating

tacilities.
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Annex B

Alert and eptdemic thresholds of epidemic prone discases

reported from a district/ health
facility in a month

SN | Discase Alert Threshold Epidemic Threshold
1 Yellow Fever If a single case is suspected I a single case is confirmed
2 Measles 5 or more suspected cases 3 orinore ineasles IgM+ confirmed
reported from adistrict/ health cases in a district/ health facility in
facility in a month a month
5 Viral If a single case is suspected I a single case is confirmed
Haemorrhagic
Fever ([.assa
Fever)
4 Cholera 5 or nore suspected cases Doubling of cases per week
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Annex C

State Discase Surveillance and Response Committee (DSRC) Membership/ Composition

The DSRC shall be composed of:

» Honorable Commissioner for health

» Director PHC/Public Health

» Director Hospital Services

# Director of Pharmaceutical Services

# Director of Nursing Scrvices

# Director of Medtcal Laboratory Scrvices
» State Epidemiologist

» Representative of partner agencies

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Annex D

Distributi [
ibution of respondents in all the Public health facilities in Alimosho LGA

Location of public health No of Respondents (n) Percentage (%)

Facilities

Abaranje " .
Aboru i y
Agbado ‘ .
Agbelekale 10 iy
Agodo 10 i
AKinogun 3 .
Akinyele . -
Akowonjo 15 55
Amikonle 6 X
Ayobo lpaja 8 )8
Egan 10 34
Ejigbo Road 8 2.8
Elf foundation |3 4.5
Eyin Adegbite 10 34
Idowu Egba 7 2.4
lgando 12 4.1
ljegun 12 4.1
Ikotun lgando 15 5.2
Isher Igando 10 34
Isheri |3 4.5
Isheri Osun 13 4.5
Kokumo 10 34
Liasu Road 10 34
Meran 12 4 1
Mosun Okunola 5 3.2
Ogboemoshotedo 10 34
OkeyOdo 10 3
Okerube 5

Orisumbare 10 e
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IDSR Core Indicators

IDSR Activity

Indicators

6.9 Attackrate

- B . - Total munber of cases e
I’r 0 fcases_ o 100%

—— ——a
e ——————————

6.1 Routine report;
In : . -
003 form ;) g (IDSR 002, Proportion of health facilities submitting weekly or
S : :
L monthly survetllance reports on ttme to the LGA
6.2 Reporting outbreaks from the : —_—
LGA : Proportion of reported outbreaks of epidemic prone
| to the National level . .3 . -
diseases notified to the next higher level within 2 days
| of surpassing the epidemic threshold
| T a
| Case- based reporting Proportion of cases ol diseases targeted (or
I . . . . . .
elimination/eradication and any other diseases of
public health importance, which were reported using
case-based forms or line list
6.4 Case- based data analysis Proportion of reports of investigated outbreaks that
include analyzed casc- based data
| 6.5 Data analysis Proportion of health facilities/LGAs that have current
trend analysis (line graphs) for sclected priority
diseases
l- 6.6 Laboratory support Proportion of reported outbreaks of epidemic prone
| diseases that occurred in the past year with laboratory
| < .
. confirmation of results
r ) —
6.7 Outbreak response Proportion of confirmed outbreak with appropriate and
timely response (48- 72 hours) at the LGA level during
the last 12 months
. | e a —
6.8 Case fatality rate- CER | Zionder of Ce2ihs . 100%

Number of cases

otal population exposed
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APPENDIX I

QUESTIONNAIRE

PERCEPTION OF DISEASE OUTBREAK BY HEALTH WORKERS AND LEVEL
OF EPIDEMIC PREPAREDNESS OF PUBLIC HEALTH FACILITIES IN
ALIMOSHO LOCAL GOVERNMENT AREA, LAGOS

Dear Respondents,

This questionnaire was designed to assess epidcmic preparedness of public healthcare

facilities and perception of disease outbreak by health care workers in Alimosho

Local Government Area. It contains five sections;

e A - Socio-dentographic data,
e« B- Occupational data.
« (- Knowledge of healthcare worker towards cpidemic preparedness,

o D—Perception towards epidemic preparedness.

e E- Practice.

: ‘ e
Please answer all questions as honestly as you can, all your responscs will be mad

confidential and we will protectany information you give us to the best of our ability.

However. this study“is entirely voluntary, you have no risk or any form of

disadvantage it you do not want to participate. Please in order to be sure that you

Iy accepted t0 take part in the study voluntarily. kindly sign your signature m
actua ¢

the space,provided.

Thank wou for granting your audience

"';.I‘.ll'lt'lHl!L‘ ol [l..“-ui"'“ﬁl‘ltll.,'rﬂ
Date
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APPENDIX I

QUESTIONNAIRE

PERCEPTION OF DISEASE OUTBREAK BY HEALTH WORKERS AND LEVEL
OF EPIDEMIC PREPAREDNESS OF PUBLIC HEALTH FACILITIES IN
ALIMOSHO LOCAL GOYERNMENT AREA, LAGOS

Dear Respondents,

This questionnaire was designed to assess epidemic preparedness of public healthcare

facilities and perception of disease outbrcak by health care workers in Alimosho

Local Government Area. It contains five sections;

e A - Socio-demographic data,
s B - Occupational data,

o C -Knowledge ofhealthcare worker towards epidemic preparedness,

o D —Perception towards epidemic preparedness.

e E- Practice.

' / Ve made
Please answer all questions as honestly as you can. all your responses \ tll be

confidential and we w il protectany information you give us to the best of our ability.

' / sk any form of
However. this study “is entirely voluntary. you have no risk or any fort

disadvantage if you do not want to participate. Please in order to be sure that you

lly accepted o take part in the study voluntarily. kindly sign your signature n
actually

the space,provided.

TPhank wou for granting your audience.

Signature of respondent
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SECTION 1- Background Information
|9 7 | (TR
Serial NUMDET .ooovieeeeee e

b, Age (IN Years) .cvicicerenicririeeneiiesaane.

2. Sex

|. Male DFemale

3. Marital status
| Single (never married)

2. Married

3, Separated

u

)

B

B

4. Divorced B
B

]

5 Widowed

4, Religion

i Cliristianity

(B

Tslam

3. Traditional

4. Others (please€ SPECIfY +ovrrersr et oeer

g EthnlCit)’
1. Yoruba

-
2. Igbo D

3 Hausa

4 Others (plcase “PCCII,V)
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6. Highest level of education attained

|. Senior secondary school leaving certificate

2. School of Nursing

3. Bachelor’s degree (BSc)

4. Registered Nurse (RN)

5. Master’s degree

6. Doctorate degree (PhD)

U U uuy

7. Others (please SPeCify).......ccccvuvmveriiiveriereiveiiinearens

7. What year did you attain this level?.......................

Section 2- Occupational profile

8. What category of'staft arc you?

— )
1. Chinical
. A ’___W
2. Administrative
: )
3. Support Services .

9 Are yowa temporary 01 permanent staft?

| .. Temporary

U

7 _+Permanent

10 Occupation of respondent:
1. Doctor

2 Nurse

1M idwile
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4. Community health officers

5. Community health extension workers

6. Auxilliary nurse

7. Others (please specify)

P00c200000 )00 ®e0cspe ®%y09e00400
[ ] ] L} ]
L}

[2. R . 5. 3
Have you ever received any tranting on epidemic preparedness in the past i 2months?

l. Yes S
—
2. No )
—

13. If yes to question 12, specify

S/N | Name of Programme (Training) Date and Duration of Programme

*

t-d

ek

Lh

i
|

*please specify the most recent training 1n row | above

14. If No to question 1 2.svhyswere you not trained?......cocooviverneinen

15. Are you€urrently.a member of any professional association(s)?

1. Yes

JaNo

LU

6> If Yesto question 15, which association(s)
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Section 3- Knowledge of

Epidemic preparedness

17. What does the term ‘epidemic preparedness’ mean to you

19. What are the diseases prone to outbreaks in this local governinent?

20. How T Not Averagely Very Extremely
would you rate | Knowledseable | knowledgeable | knowledgeable | knowledgeable
your knowledge
of case
reporting? |
21. How Not Just” Satisiactory | Very good T Excellent
would you rate satisfactory |'

i

vour ability to |
manage cases of |
epidemic }

|
-
L_outbreaks. ,.

22 What ar€ the case definition of these following discases during an outbreak:

nA\feasles

2. Yecellow fever

100

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT




24

2
W

vy

28
29
30
3]

ooooooooooooooo

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

cccccccccccccccccccccccc

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

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

...........
...................
ooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooo

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

. Where do you get yOur VacCiNes? ........iiiieriiiviriiiesevrecieiesansini e e,

S )
Do you have a public health laboratory in Alimosho Local Government Area.

1. Yes I
2. No '

» | o .
Have.yOu ever recetv ed training on infection control’

14 Yes l
2. No

[f yes., what year?. ..o

Where was the training done?

. | .
What was the duration of the training’

[f more than ongc training, please specify the mostreeent
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Section 4- Perception of disease outbreak

3.

[ do not need to know ﬂ
about epidemic

preparedness

Strongly
Agree

Agree Unsure

Disagree

Strongly
disagree

. Health workers should

be adequately prepared
in case an epidemic

outbreak occurs

34.

Epidemic preparedness
1s for selected health

workers in the hospital

I
o 1

5. Potential hazards likely

to cause outbreaks
should be identified and

dealt with

36.

Training 1s necessary

for all health workers

. Do you think itis

necessary to have an

outbreak plan?

The outbreak-plan needs

to be regularly updated

—_—

39,

Ouitbreaks are unlikely

toappen inour facility

3. C ase management

during an outbreak s

for doctors and nurses

only |
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41. Outbreak simulations

should occur frequently

in the facility

42. Contingency stock for
outbreak should be

available in your Local

Government Area?

Section S- practice of e¢pidemic preparedness

Yes No Don’t know

43. Are there adequate and skilled man
powers in your facility?

44. 1f yes.

1. How many are skilled?

45. Is there any epidemic preparedness Yes No Don’t know
ongoing training?

46. If yes. Once a month, once tn 3Imonths, once in
6months, once a year,

i. How often? 0-1, 2-5, more than Stimes

2. In the last 12months how many

-

times have you had the training?

47. 1s the epidemic plan periodically Yes No Don’t know
updated?
48. If yes, how often? Once a month, ponce in 3months, once

in 6months, once a year
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APPENDIX 1I

PERCEPTION OF DISEASE OUTBREAK BY HEALTH WORKERS AND LEVEL
OF EPIDEMIC PREPAREDNESS OF PUBLIC HEALTH FACILITIES IN
ALIMOSHO LOCAL GOVERNMENT AREA, LAGOS

A key informant interview questions for the:

Disease survetllance and notification officer (DSN®) and Medical officer of health (M®11)

to assess level of epidemic preparedness in Alimosho focal government area, L.agos

state.

. What eptdemic preparedness plan do you have on ground in case of an epidemic

outbreak

. . . 'ooclo.o‘.nlo.l'0-0.U°‘.l'"'.l"""l.'."""."""" EEPEY A E LR SRR LR A5 c° 0% U o)
00gocecoc®0toqocol e

|2

-------------------
ooooooooooooooooooooooooooo
------------------------------------------
oooooooooo
...............
...............

3 How often.s'this epidemic preparedness response plan been updated?

40 How many people consist/make up your epidemnic management committee
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5. How often do ¢
he members of the local govermment area emergency response
committee meet?

........
ccccc
....................................

7. How are the available funds been used?

. AR EEIEX) 4pqo...|t¢p¢--t0‘0!4.obt¢q'9.bcoplq-..-40!-;..-4,0....l'l4QO'OCrplq’o-loop“dOtllq'ooi".locttOlboo---all"""!OO-O’
0 0%c o0 I

...........................
------------------------------------------------------------------
.........
-----------------
---------------

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

..............................
......................
0
............
---------

11. How can the mintstry of health support vour efforts?

11]
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APPENDIX 111

PERCEPTI SEAS
TION OF DISEASE OUTBREAK By HEALTH WORKERS AND LEVEL

OF EPIDEN S
EMIC PREPAREDNESS OF PUBLIC HEALTH FACILITIES IN
ALIMOSHO LOCAL GOVERNMENT AREA, LAGOS

A workplace ¢y :
4 ccklist fo assess the level of epidemic preparedness and available

infrastructure f . . .
or outbreak containment in Alimosho Local Government Area in Lagos

State

Following '

g a best practice study of c¢ergency preparedness of outbreaks, the Ifederal Ministry
of Health developed a National Policy on Integrated Discase Surveiilance ‘and Response
(IDSR), with specific guidelines/ criteria to assess the emergency preparedness of outbreaks

across the country,

The IDSR guidelines will be used to assess the emicrgency preparedness of outbreaks in

Alimosho Local Government Arca. The guideline/ recommendations include;

Stady findings Any

Criteria IDSR recommendations at Alimosho supporting
LGA document

| Existence of Local
Government Area(LGA) ' Establishment of an LGA |

cpidemic management | EMC |
committee(EMC)

v NMC s_hou-lacompns';e_

v / [ ' members of the public
Adequacy/ copigtengss sector. N(GGOs with health
of the members o1t the

care activiaties 11 the area.

LGA BQC community and private
| sector
Earstence of L.GA | Establishment of L.GA : +
epidemic rapid response | epidemic rapid response
["feam team

—_—— ——
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Study findings . Any

Critenia

IDSR recommendations at Alimosho supporting

M LGA document
Adequacy/ completeness | Viembers of the team

of members of the LGA | Include Medical officer of
epiderfs sapld response health/ PHC coordinator,
Laboratory technician,
community health officers,
Environmental health

ofticer, National program on
iminunization managers,
monitoring and evaluation/
Disease surveillance and

notification oflicer

Regularity of meetings | EMC to meet monthly m the

of the LGA EMC absence of an epidemic
Functionality of the EMC to meet monthly in the
committee absence of epidemic

Existence of emergency | Prepare an emergency
preparedness and preparedness and response

response plan plan

f—

| 60% health care workers !

ini n epidentic : : e
Traiming on €p should be trained.on discase ‘

response/ IDSR \ surveillance at LGA level | |
Availability of ‘ Availability of prepositioned |
j SMeRgEny stocks of I emergency stocks of drugs. |
drugs. supplies and supplies and materials for
| materials for case ‘ case management of
management of outbreaks at LGA level

outbreaks | eS| E—————— |

e —— f—

Availability of supplies for
collecting and transporting

Availability of supplies laboratory specimen in
outbrcaks(transport media

for stool. appropriate
coltection matcrials lor

hlood. sputum and

cerehguspmal Hind)

e —

for collecting and
trahsporting laboratory
specrmens tn outhreaks

Availabihty ot standard | Avalahihty ol a whilen

procedure for procuriig standard procedire fo
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Criteria

stocks of vaccines in the
event of an outbreak

IDSR recommendations

procuring stocks of vaccines
in the event of an outbreak

Availability of resources
for transportation in
outbreaks

Study findings
at Alimosho

LGA

Any
supporting
docunient

Availability of travel
arrangements for getting to
and from the site of
Investigation

Available
communication methods
used inthe LGA when
there are outbreaks

Availability of
communication links
between investigation tcam,
LGA and the communaty

Av ailability ot tunds tor
einergency response 1o
outbreals

Availability of a budget linc
for outbreaks

Laboratory support in
the LGA for
confirmation of

| pathogens in epidemics

Av :1ilal_bili_1_\ of laboratory
support in the LGA for
confirmation of pathogens i
epidentics

e —

NAME OF PUBLIC HEALTH CARE FACILITY

L
OOOOOOOOOOOOOOOOOOOO
lllllllllllllllllll
............................
tttttttt
oooooooooooo
000000000000

oooooooooo

1o
.........................
........................
............
oooooooooo
.........

| 14
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APPENDIX 1V

PERCEPTION OF DISEASE OUTBREAK BY HEALTH WORKERS AND LEVEL OF EPIDEMIC PREPAREDNESS OF PUBLIC
HEALTH FACILITIES IN ALIMOSHIO LOCAL GOVERNMENT AREA; LAGOS

HEALTH FACILITIES ASSESSMENT CHECKLIST

Public

tlealth
_Facility

Abaranje

" Aboru
Agbade
Aebelekale
%sz.od_

AKkinocun

Alinvele

it

r T Al | =
Infrast | Conmiuni | Reporting
ructure | cation

f—

|
|

Ambula | Consuma | Water | Record Tratning | Monitoring | Situation | Epidemic
forms | nces bles supply | keeping & Analysis Map
! Evaluation
|
e _[
|

Akewonjo

Am
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Infras
Health

\' Facihity

Ay obo 1pa)a -‘1‘ )

\ Public

ructure

t | Communi
cation

—

Reporting
ferms

l

Ambuli

Watcer
supply

Consuma
bles

Recard
keeping

Training

Monitoring
&
Evaluation

Situation
Analysis

Epidemic
Map

Tean l

l
F 1i2bo Road T -

—

1
o L.

—t -

| 10Uﬂdd!lon_ l
Exin
'_\d(?g' 1te L

"ldowu Egba |

4-- —

- e

leando '

Iyegun

i [hotun
leando

.

Ishen legando

ot

Ishen

[shers Osun
- Kokumo

biasu Road

S S|
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—)

Communi Reporting | Ambula | Consuma | Water | Record Training Monitoring Situation Epidemic
ructure | cation furms nces bles supply | keeping & Analysis Map

Public \ Infrast
Health
Facility Evaluation
P— e — —— s
Ayabo 1paja

-

I-Eu_an 1 T

l
E-l:,}lgbo Ruad T +1_ _

-

o e 0
Elt ! —1

foundation L
Eyin |
- Adegbite [

ldowu Egba | |

leando ‘ o

T i
—l)cgun 4_ B

| B
" lkotun # :
_lgando + o |

Ishen fgando |

Ishers _—VIV’_— 1T .

h_bhers ole -
‘ Nokumo : BE : -
'Fl ias_u K;a_d i + . +

. : = = —
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E——— = - — —— 3 : PR ~ - =———1}
Public T lafrast | Communi | Reporting | Ambula | Consuma | Water | Record | Training | Monitoring S"‘”“?" Epidemic
Health ructuse | cation forms nces bles supply | keeping & Analysis Map
Facility Evaluation

e T m .

; Nowran
L — % ——d
L Nosun
_Oku'.'ml:\ L -

k Oabamaoshot
_cdo ) L

(jkﬂl Odo T

Ol\c:_mbe _L R - l__ -

T 1 il
f — Functional N — Needed A — Available S — Shortfall NA — Not Available

AF - Available and Functional

NAME OF PUBLIC HEALTH CARE FACILITY

......................................................................
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APPENDIX V

LAGOS STATE UNIVERSITY TERCHING HOSPITAL INEIA

.= 0B84 AKINJOBI RIOGT IKEJA, LRBOS PM B 210605 TEL: 01-4710670
wwwadth oy E-mai. dact@lasuth.osg

DIRECTORATT OF CLINIC AL SERVICES AND TRAINING

S

e ———

HEWKLTH EST GRTH AND L T8y COMPALTT €
NEG N0 NI IREZS4/05.2C0B
fwenv ghoep e

PROACT MIYLE EVIDEMIC PHE PAYADIEYS OF PUBLIC EA LTI CARE FACITILEE" 1)
LERCEPTICH OF DISEASE OUTERIAK LY #Ik 2T CARFAYORKCISAMN S HulOSHO . J4L

DR A ADEDOKUN .OVERIAIENT AREA. LAGOS STATE
- . | RIF.NO. LR#C/1)/06/51D
- Dryeey o CAls s
st Trawwy SRINC!PAL JNVESTIGATOL: FCLARIR TOLULOPE MOTUNIIAYO
s s — 1
I . ABDNIS5: PEPT._OF FUBLIC HEALTH, UNIVERSITY CF IBARAN
DATE 08 BECUIEPT OF VALID APPLIC ATION: 20/ Caf53

[ATE 61 APFRGVaL 0500272063

4, e e imarm veu At the roseeren o Babrd noers 0 the ey
protc:el the ¢an<ent formy. a1 szivernty i Glher Darncina il nfol mat o
22*¢ aur e Loeh rovasiwadand wgerapied oy tpe Health o8 agi it ol L
cumoateor O LAY TH

Ihp=e 1010 9os bt g5l g At 3 reruls ef W condue nl il
02eCr ol 1 he nalcemaoun BEme Fvaluaterd 15 elreddv availabie v o
Conain

Tl MATIONAL T30 “0RCAIIH U SEANCE AMD EFHRICStw wav. pefpr vel)
REQMNS LS YOU TO CONPLY WATH ALC HETITUTONAL GUIDELIWES, pULY
S0t0 UFCORATICMS AND \WITH THE TENEYS CF THE CQOF (MALUes .
ENSING THAY ALL AD'JEZRSE EVENIS ARL RLPCRTED FROMPTLY '1 )yl
| MARTC WO LHANMNGTIS ARE FERMITYEC M THE RESCARCH WITVQL “Foe
LOLRIAWAR BY iAlS tASUTr EXRET2C IN CIRCUNISTAQIEL QUi i

f cOBS 1.8 KT FRELTNVES THE BIGHET rD CONDUCT COAlFLAY, 15
Sl 8as - St 0d S (E WITHSAS PREVIDLUS UNTIRICA TS,
I
| /I AN)fas
TSNS
PROED AAOKE |
A I
g & 9y sl
|
|
1
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