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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 sho\vn 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 docu1nentation 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 Alin1osho Local Govern1nent Area, Lagos State. 

This study adopted a cross-sectional survey design. A total sampling technique was used to recruit 

all 290 health ,vorkers in the public health facilities in Ali1nosho LGA. A semi-structured, 

intervie,ver-administered questionnaire was used for data collection. The instrument included 

infor1nation on socio-demographic characteristics, knowledge of health workers and perception 

to,vards epide1nic preparedness. A workplace checklist was used to assess the adequacy of epidemic 

preparedness in Ali1nosho LGA. Fro1n a total obtainable knowledge score of 27, a knowledge score 

of> 12 \Vas classified as good and fron1 a total obtainable perception score of 55, a perception score 

of � 30 ,vas 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% ,vere 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 ,,.ere 

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°,o of those not tnuned hud 

significant understanding of baseline response to disense outbreak Of the chn1cnl stnt1� 61.6° o olso 

had an understanding of baseline response to cl1sc11sc outhrcnk. Onl\ 11.3°0 of the r"·spondent" ,,e�· 
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knowledgeable about epidemic preparedness. The high occurring epidemic prone diseases \Vere 

measles (33.0%) and cholera (26.7%). Of those who \Vere not kno\vledgeable about epidemic 

preparedness, 94.8% lack understanding of disease outbreak. Across the healthcare facilities visited, 

infrastructures for disease containment ,vas 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 ,vith those >35 years of age. Workers \Vith no understanding of disease outbreak

were also twice less likely to be knowledgeable about epide1nic preparedness compared to those 

\vho had an understanding of disease outbreak (OR = 0.34, CJ = 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 \Vas not satisfactory. The 

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

Govern1nent Area in order to avert and control disease outbreaks. 

Ke)"vords: Health workers, Epidemic preparedness, disease outbreak 

Word count: 475 
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1.1 Bacl<grouncl of the Study 

CHAPTER ONE 

INTRODUCTION 

The threat of outbreak of diseases to a country's healthcare systen1 has al,vays been present. 

For many healthcare syste1ns and e1nergency depart1nents, these threats have become part of 

everyday operations. Outbreaks range fron1 natural to 1nan-1nade, and this affects 

com1nunities and health care systen1s in various ,vays. In 2005, an estin1ated 162 million 

people ,vorld,vide ,vere affected \\ ith disasters such as natural disasters, epidemics and 

industrial accidents (Ursano et el, 2007). Co1111nunities are so1neti1nes left to suffer the 

consequences of the outbreak ,vith son1e people unable to cope or even recover fro1n it, 

especiall) the underprivileged (Ursano et al, 2007). The process of preparing the healthcare 

syste1n to prevent, respond to, and effectively recover from these threats can be described as 

e1nergency preparedness. It is the ability to prepare for. respond to. and effectively manage an 

outbreak (Ronan & Johnson, 2005). 

Emergency preparedness requires attention not just to specific types of threats but to various 

steps that increase preparedness for any t) pe of threat and epiden1ic. The perception of 

members of a con1111unity on in1proving their sanitar) conditions could prevent the outbreak 

of disease. People v,ho do not see the need to i111prove their sanitary. conditions to enhance 

good health arc at risk of being e\.posecl to co1n1nunicablc diseases In local co1111nun1t1e�. 

there is a po,sibdit) for an outbreak of con11nunicable diseases '>uch as cholera. d, -,enter,. . . 

ycllo\\ fe\cr to occur: \\ ith the potential of alfcct111g a large nutnber l)f pel,ple l he,e 

outbreaks c.an ha\C ,,idec;prcacl effect'> on dad) and pc1'>1,nal al.II\ 1t1c:-. I he l.'lllCl!.!cncl.' ,111d 
� 
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syste1n together \.Vith a multidisciplinary approach that is based on prevention, preparedness, 

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

Com1nunicable disease outbreaks have beco1ne imn1inent because of the poor surveillance 

syste1ns in Nigeria and this has led to the adoption of Integrated Disease Surveillance and 

Response (IDSR) strategy ,vhich is ain1ed at strengthening the surveillance systems to get 

effective response to containing con1n1unicable diseases (Abubakar et al, 20 I 0). The IDSR 

strategy calls for a coordinated approach to data collection, analysis, interpretation, use and 

disse1nination of surveillance inforn,ation designed for decision making and public health 

action. The World 1-lcalth Organization (Wl-10) pron1otes a t\.vo-pronged strategy which 

involves epide1nic preparedness and epide1nic response. This is encapsulated in the IDSR 

strategy ,, hich states clear essential tasks and activities required for strengthening or 

expanding the existing surveillance syste1ns (National Guidelines, 2012). 

The preparation and response to disease outbreak is an important part of primary health care 

deliver) services at the Local Governn1ent level. This means that it is imperative for the 

Local Governn1ent to be ready for outbreaks and have the capacity to  identif) outbreaks for 

timely action in order to reduce 1norbidity and n1ortality in the event of an outbreak (FMOH. 

2009). 

In Nigeria. existing pre\ention and control strategies are n1ulti-sectoral. Ep1den11c 

Preparedness and Re5ponse (EPR) approaches include registration of cases. case n1anagcn1ent 

and public health 1neasurcs fhese action steps. targeted at i1npro, ing per,;onal h� g.1cnc ,ind 

,, atcr trcatmen t a5 "' e I I as c111ergency rcspon<;c<; fron1 both go, crnn1cnt,II ,111d lll)n-

go,crn,ncntal agenc1cc; ha,c conlrthulcd lo lhc rcduct,nll Ill ca,c t:11al11, r,\lc, <'\L'r the \l',tr,
. . 

and should be <;U\l,1111cd (/\dafhad I cl al. 2012) li11c1, c11l1P11 llll'a,ull'' th,11 ,ldlhc,, lhl· ll'l'I 

cause ol poor '>an,1,1111111 (.,Ill ,d,11 he 1111111dt1ll'd 111111dl'1 111 jlll'\l'llt d1,l',t,l' cp1dl'lllll'' �1111pk· 
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measures such as boiling \.Vater for drinking and cooking purposes; proper disposal of 

infected 1naterials; treatment of infected facilities; and prompt reporting of suspected cases 

could go a long way to preventing the outbreak of diseases. Studies have also indicated that 

hand washing \Vith 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, e t  al, 

1996). 

Studies have sho,vn that 1nodelling techniques using cli1nate data, re1note 1nonitoring, and 

geographic infonnation syste111s arc valuable techniques in the effective 1nanage1nent of 

epide1nics (Col,vell et al, 1996). Such 111oclels can aid understanding of epide,nic processes 

and help design effective control strategies. Studies have also utilised geographic and 

1nathen1atical infonnation syste1ns to assess spatial distribution of diseases at local levels, 

identif} ing case clustering and disease risk areas (Myaux et al, I 997). These type of 

surveillance syste111s 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 Problcn1 

Over the years, 1nillions of deaths ha\e been caused b} the outbreak of com1nunicable 

diseases throughout sub-Saharan Africa and Nigeria has been a111ong the 1110s1 affected 

countries. The high 1nortalit1. 1norbidity and d1sabilit} that folio\\ a disease epide1nic ,, ith 1t, 

grave socio-econo1nic consequences. are evident and therefore should be pre, ented In the 

later part of 1970. the first case of cholera 111 "'-.;iger1a \\as recorded 1n a , illage near l agt''-· 

leading to an epiden1ic of22.931cascs and 2.945 death, ,,ith a (ase I atalit, Rate ll'I R) t't' 

12 8%- the h1ghcr,t 111 the countr) till d,1lc (\\ 11() (ilnhal. 2012) In l t)l)\. nHire th.111 59.000 
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started to be registered in January of that year and among the worst affected states ,vere 

Kano, Akwa Thom, Bauchi, Niger and Oyo. By September, the diseases had spread to about 

19 of the then 21 States including the Federal Capital (WI-IO Global, 2012). With 59, I 34 

cases and 4,508 deaths in 1995, the Case Fatality Rate ,vas 7.6% but in 20 I 0, the country was 

again challenged ,vith 1nassive cholera outbreak which ended with 46,782 cases, 1,841 deaths 

and a Case Fatality Rate of 3.9% (FMOI-1, 201 2). Reports have shown that 1nore than 90% of 

cholera cases ,vorld,vide 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 com1nunities most 

especially children. The outbreak ,vas caused by the rain which ,vashed sewage into open 

,veils and ponds, ,vhere people obtain water for drinking and household needs. This could 

have been avoided if proper sanitary conditions , vere maintained by the 1nembers of the 

con11nunity. The regions affected by this outbreak include: Jiga,va, Bauchi, Gorn be, Yobe. 

Borno, Adan1av,a, Taraba, FCT, Cross River, Kaduna, Osun and Rivers (Adagbada et al, 

2005). In 2013, ,,ithin 10 days of the outbreak of cholera in Nigeria, ,nore than 70 people 

died of the disease in a nutnber of states across the country, especially in the North-West. The 

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

Bet,veen 1984 and 1992, the Yello\V Fe, er epide,nic affected one third of the states in the 

country and in the end over 20,000 cases "" ith 5.000 deaths v, ith a Case Fatal it) Rate of 25°,o

,vere recorded - figures belie, ed to be underestirnated (FMOH, 2012) 

Snnilarly. in 2009 the counlr) recorded her ,,orst outbreak of cerebrosp1nal 1nen1ngiti, ,, 1th 

38,586 cases and 2.172 deaths ,., ith a Case Fatal it) Rnte of 5.6° 
o. In 200()-10 there ,, .1, an

outbreak of meningitis in ,.,,hich a total of l J.516 people ,,ere infected ,ind l), I ,,\.·rt· �illcd 

(Jvcr half of the total ca<;c<, and death" O\.llll red in N1ge11c1 and th 1, ,, ,1, r�pl'l l\.·d ti� \\"Ill) .1, 

the \',Orsi outhrcak 111 the n:g1nn (\\'II< l, �O I •I l 
UNIV

ERSITY O
F IB

ADAN LI
BRARY

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 ,vith 112 deaths and a case fatality rate of 66.6%. The first case of Lassa 

fever ,,as reported in Nigeria in 1969 and since then, there had been sporadic cases (FMOH, 

2012). In the first quarter of 2012, there ,vas an outbreak of Lassa fever ,vith a total of 623 

cases and 70 deaths ,vith Case Fatality Rate (CFR) as 11.2%, as reported frorn 19 States out 

of 36 States. 

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

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

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

There ,, as an outbreak of rncasles in Kano, bet,veen 16th February and 9th March, 2013 which 

led to the death of 36 children and infected over 4,000 people in Northern Nigeria. The 

governrnent health officials said this ,vas linked to a drop off in i1nn1unizations due to vaccine 

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

hannful (A1ninu, 2013). 

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

Liberian-American diplornat ,, ho tle,, into Lagos. According to WHO 2014, as of Septen1ber 

2014. 16 cases ,.,,ere recorded in Lagos state "' ith 6 deaths and a case fatality rate of 3 7 .5°'o. 

four cases ,, ere also recorded in Rivers state ,, ith 2 deaths and a case fat al 11, rate of 50° o . • 

\\'ith the adoption of the IDSR Strategy and International I lcalth Regulation-. (200"') '\1!!cri.1 

has reduced the rnortallt) and 1norbidit) rro1n outbrcal-. of di,ca-.c,. ht''' L'' er p1 t'l!' L''' h.1, tll'l

been rnadc 111 dc,clop1111.( LapaL1t1c<, 101 earl) dctL'1:t1<111. c11ntin11.1111111 ,ind l'h 11,ll llrlt.1!1\111 l'I UNIV
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Major outbreaks of Lassa fever occurred bet\veen 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 \Vith 112 deaths and a case fatality rate of 66.6%. The first case of Lassa 

fever ,vas 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 ,vith Case Fatality Rate (CFR) as 11.2%, as reported fro,n 19 States out 

of 36 States. 

Bet,vecn March and June 20 I 0, series of lead poisonings in Zarnfara State led to the deaths of 

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

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

There ,vas an outbreak of 111caslcs in Kano, bet\veen 16th February and 9th March, 2013 which 

led to the death of 36 children and infected over 4,000 people in Northern Nigeria. The 

govemrnent health officials said this ,,as linked to a drop off in imn1unizations due to vaccine 

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

harmful (Arninu, 2013). 

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

Liberian-Arnerican diplornat ,, ho fle,v into Lagos. According to WHO 2014, as of Scptc111bcr 

2014. 16 cases ,vere recorded in Lagos state ,, ith 6 deaths and a case fatality rate of 3 7 5°�: 

four cases ,vere also recorded in Rivers state ,, ith 2 deaths and a case fatality rate of 50° ,o . 
• 

\v 1th the adoption of the IDSR Strategy and International �lea Ith Regulations (2005 ). '\ rg.crra 

has reduced the n1ortaltt) and rnorbidity frorn outbreak of dr,casc'-. ho,, L, er prl,�'t c,, h,1, lll•t 

been made 111 de\.cloprng c.apac1t1co; lc11 earl) dL·tcction. c.:011tirrnat11,n ,1nd ch,1t.1Ltl·rt1,\t1p11 lil'UNIV
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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 systen1s capable of detecting epidemics but the 

syste1ns are unable to function as early warning systems. For 1nost epidemics in the country, 

the ti111e bet\veen case detection and reporting is 1nore than the recommended 24 hours 

(Wl--10/CDC, 2008). This is often caused by inadequate co1n1nunity-based surveillance, low 

inde:-- of suspicion a1nong health \vorkers, inadequate laboratory equipn1ent and referral 

net\\Ork at local level, ,vcak con11nunication and disease notification syste1ns. (Grais et al, 

2008). 

Co1n1nunities ,, here response capacity has i1nproved are those ,., here there are ongoing 

activities to enhance co1n1nunity a, \areness and participation in safe behaviors related to 

personal and co1n111unity hygiene. Additionally, in1proved response has been seen in 

corn1nunities \vhere health-care \Yorkers. con1n1unity health agents, volunteers and other 

partners in at-risk communities have been trained in recognition and case rnanagement of 

local epide111ic-prone diseases. Nevertheless, response capacity is li1nited at local level in 

most states because of lack of a,vareness and inadequate supplies (W�iO. 2012). 

Some of the underlying factors assoc.1ated \\ ith recurring epide1nics include ecological. 

en, 1ronmental and socioecono1nic changes Inadequate access to safe \\ater and san1tat1on. 

prolonged rain; or dr) seasons, and population d1splacen1ents associated ,, 1th natural and 

man-made disasters contribute to the frcqucnc) and ,c,crit) of ep1dc1111c:-. (1'.1r1L1.1a ct al. 
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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, 20 I 0). The promptness of health authorities in 

responding to outbreaks can be far reaching in reducing the nu1nber of cases. 

In recent times, flooding has becon1e one of the very rampant environn1ental 

issues/challenges in the country and ,vhen this occurs, there is contain ination of ,vater bodies, 

increase in the voltnne of dirt fro111 the gutters to litter the streets and food pollution. 

Furthennore, there have been epide1nic outbreaks of some diseases such as cholera, 111easles 

and Iassa fever in Ibadan ,vhich 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 111 ight occur. 

The understanding is that not all Local Govern1ncnt Areas are on the san1e level of 

environn1ental sanitation. In 2013, across existing LG As in Lagos State, Alimosho LGA ,vas 

identified as one of the filthiest LGA (Agbcsola, 2013). Consequently, epide1nic outbreak has 

beco1ne i1nn1inent in the area follo ,ving the unresponsi,eness of the Lagos State Waste 

Manage1nent Authority (LAWMA) to clear the heap of debris around the vicinity. This has 

left the people leaving in Ali111osho exposed to epide1nics. This unhygienic situation therefore 

becan1e a source of concern as the situation has deteriorated to the extent that people go about 

co,ering their noses fro1n the stench oo7ing out fro111 the refuse heaped in front of their 

houses ,,a1ting to be cleared b) LA \\'MA 

·rhe beha" ioural approach or the con1111unity to ,,ard, adequate sanitat1t111 a\-.o ha� a hul_!c

11npact on the conlrol of ep1dc111ic d1,casc" t\1{1-;t pl'oplc in \I\CrLnn,,k·d ,lrl 1, h,I\ c bcl'l'tnc 

cornfortahlc ,�1th their 111.111g lond1t1011s .111d en , 11011111l'lll .,nd ll'l'I thl'II 1:11, ll\•l\111 .. :111 h,,,l. Ill'
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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, 20 l 0). The pron1ptness of health authorities in 

responding to outbreaks can be far reaching in reducing the nu1nber of cases. 

In recent times, flooding has beco1ne one of the very rampant environmental 

issues/challenges in the country and \Vhen this occurs, there is contamination of water bodies, 

increase in the volu1ne of dirt fro1n the gutters to litter the streets and food pollution. 

Furthern1ore, there have been epiden1ic outbreaks of some diseases such as cholera, measles 

and lassa fever in Ibadan ,vhich can spread to the neighbouring states such as Lagos state, 

Ogun state. Osun state and Ekit i state. Consequently, there is a need to be fully prepared for 

any potential outbreak that 1night occur. 

The understanding is that not all Local Governn1ent Areas are on the san1e level of 

en\ iron1nental sanitation. In 2013, across existing LG As in Lagos State, Ali1nosho LGA ,vas 

identified as one of the filthiest LGA (Agbesola, 2013). Consequently, epide1nic outbreak has 

beco,ne itnminent in the area follo,,·ing the unresponsiveness of the Lagos State Waste 

Manage1nent Authority (LA \VMA) to clear the heap of debris around the vicinit). This has 

left the people leaving in Ali1nosho exposed to epide1nics. This unhygienic situation therefore 

beca1ne a source of concern as the situation has deteriorated to the extent that people go about 

co'vering their noses fro1n the stench oozing out fro111 the refuse heaped in front of their 

houses \\a1ting to be cleared b) l A WMA 

The behavioural approach of the co1n1nunit) to,\ard, adequate ,anitatll)ll ,tl-.l) h,1-. ,1 hu!.!.c 
� 

1111pa<.:t on the control of cp1dc1111c di-.ca,c<; f\.1n�t people.: 111 11\ crc11,,,dcd ,lll'.I'- h,1, l' t-l',l'lllC

1.01nfortahlc \\Ith their 11, 111g 1.n11d1t11111-. .111d en, 1101111tl'lll .111d il'l'I lltl'II l'll\ 1ri,11111L't1t h,,,l. nt• 
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link with their health, hence preventing achievement of programs meant to control disease 

outbreak. 

In tern1s of challenges faced \Vith preparing for epidemic outbreak, con1munities such as 

Alimosho experience more serious and difficult ones. There are little or no communication 

strategies aimed at raising com1nunity a\vareness about risks to hu1nan health and behaviours 

in this area. Deaths fro1n these outbreaks are likely to be higher when compared to those in 

1nore organised and developed co1n1nunities 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 epide1nic disease outbreaks. Empirical evidence on health 

e1nergenc) preparedness detennines ,vhether or not one is 'fully prepared' for disease 

outbreak. l-lence, this study is ain1ed at assessing the perception of disease outbreaks by 

health \Yorkers and the preparedness of the public health care facilities in Ali1nosho Local 

Govern1nent Area. 

Research Questions 

I. Ho,v prepared are public health facilities in Alin1osho Local Governrnent Area for

epidemic containn1ent? 

2 V. hat are the factors affecting the lc\el of cpide,n ic preparedness of pub Ile health 

facilities 1n Alin1osho Local Govern1nent Area?

3 f)o<.s knov,dedge and perception of health ,,o, kcr, on cl1,ca,c outbr1.:ak ha, c ,111�

clfccl on the epidctnic preparcdne<,c; Ic,cl of the p11bl1c health fnc1l11, ,, hcrl..' th ... ·, 
. . 
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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 Alitnosho LGA, Lagos State. 

1.4.2 Specific 

l. To detennine the perception of health \vorkers regarding disease outbreak in Alitnosho

LGA 

2. To assess the kno,, ledge of health ,vorkers on epiden1ic preparedness in Ali,nosho LGA

3. To assess the level of epiden1ic preparedness of public health facilities in Alin1osho LGA

4. To identify factors associated \Vith the level of epidemic preparedness of public health

facilities in Ali1nosho LGA 
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2.1 Ovenrie,v of Epiden1ics 

CHAPTER TWO 

LITERATURE REVIEW 

An epiden1ic is the occurrence of a disease in terms of the magnitude of persons affected in a 

given tin1e and place that is clearly in excess of \.Vhat is expected as normal. This definition 

i1nplies that there n1ight be a disease ,vithin a geographical boundary which will not qualify 

to be called an epidemic but \.vhich sudden increase far above the prevailing local context 

stimulates panic, high 111orbidity and 1nortality and definitive response fro1n the health 

syste1n. Such epiden1ics are usuall} fro1n a con11non source. For instance, when one attends a 

party and all those \\. ho ate an infected food ite1n or drank fro1n the san1e water source come 

do,, n ,vith an illness, epide1nic is said to have occurred. It could also be when infection 

spreads rapidly fron1 one person to another as a result of contact, by air. droplets, ingestion or 

penetration of body tissues (Onyebuchi, 2013). 

Epiden1ics occur ,vhen 1nany people in a co1nn1unity have the sa1ne infection at the sarne 

tirne. A lot n1ore people becorne infected than in nonnal situations, and this leads to the 

inability of the con1111unity to cope since they have 111ore people dying than those recovering 

(International Federation of Red Cross, 2008) 

Epidemic also refers to the occurrence of disease or health related condition in e:'l.cess of the 

usual frequency in a given area or arnong a specified group of people O\.er a particular period 

of time (CDC.2013). Epidemic threshold is a n1arker that alerts the public health o11icials to 

take actton. It is the critical nun1ber or den-;it1 of susceptible host-, required tor an ep1dc1111c 

to occur It heirs to identil)' po,;;sihlc outbreak, ,,1th suneillanLL d.1t,1 b, 111.il-.1111:, u-.c �,f the 

<.onfirrn the c1ncrl!LllLC nf ,111 cp1dcn11L ,n .1� 111 ,tl'P 1111 .1pp1Pprr,1tl· lllllt111I 111l-.1,u1l'' 1 \\II( 1,
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characteristics (severity, frequency of occurrence) or level of international acceptance 

(internationally accepted thresholds) or according to some external factors like politics or 

money. 

Table 2.1: Major Epidemics ancl their thresholds 

SIN Disease Alert Threshold Epidemic Threshold 

I Yellow Fever If a single case is suspected If a single case is con finned 

2 Measles 5 or n1ore suspected cases 3 or more n1easles lgM+ 

reported fron1 a district/ health con firmed cases in a district/ 

facility in a 111011th health facility in a month 

3 Viral If a single case is suspected If a single case is confirn1ed 

I laen1orrhagic 

Fe, er (Lassa 

Fever) 

Cholera 5 or 111ore suspected cases Doubling of cases per \Veek 

reported frorn a district/ health 

facility in a n1onth 

5 Tuberculosis If a single case is suspected If a single case is confirmed 

6 Polio If a single case is suspected If a single case is con finned 

Outbreak is an epiden1ic of shorter duration covering a lirnited area; it is usually used 

interchangeable \\ith epidetnic. According to the CDC, outbreak is the occurrence of more 

cases of disease than nonnally expected \\ ithin a specific place or group of people o, er a 

gi, en period of tin1e i.e. \\i hen it exceeds its threshold. An outbreak and epidemic usuall� 

means the same thing to an ep1de1niologist but the tenn epide1nic has a 1norc scrtou" 

connotation than outbreak and it is used less frequent!) to a,oid perception of a lrt\J<;

situation. 

l:ffcct1\ie cprdcmrc prcparcclncs, i,; the KC) to prc,cnting a ha1a1d as ,,cll a, r1.·,pl't1thng ,111d 
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emergencies simply because public health practitioners and the necessary resources need to 

be quickly mobilized (Dynes, 1994 ). 

In developing countries, there has been an increase in the volume of treated sewage being 

dutnped into the rivers leading to the deterioration of ,.vater quality and standard in 1nany of 

the tnain rivers (Roberts et al., 200 I). Where there is an outbreak, emergency measures such 

as the provision of clean \Yater and proper sanitation should be established. However, 

Bhattacharya et al (2009) revealed that these 1neasures arc not usually guaranteed to be 

sustained the 11101nent the outbreak ends. Effective contain1nent of epidemic outbreak and 

reduction in 1nortality begins with epide1nic preparedness and effective detection and 

verification of the e;...istence of such epidc1nic (Connolly et al 2004 ). 

It has been proven that epidc1nic preparedness has been practiced fro,n onset. Pandey & 

Okazaki. 2005 noted the great disaster that befell the people in the holy book; The Bible, in 

\\hich the stor) of Noah and the arl-- surviving the great flood was recorded. Epide1nic 

preparedness therefore is the act of taking necessary precautions and prornpt notification and 

this is usually the responsibility of the national and local governrnent (Haddo\v et al., 2007). 

Based on the preparedness P} ra,nid v, hich identifies planning. infrastructure. l--no,, ledge. 

capabilities and training, e1nergenc)' preparedness can be defined as a 1najor co1nponent of 

rnaintaining a high le\el of response to disease outbreak (Adini ct al. 2006). According to 

(Waugh Jr and Streib. 2006) the rnajor actions/ steps taken ,, h,le preparing for ep1de1111c<; 

includes: alleviation of hazards to lessen the cause of epiden11cs;, epidcn11c planning. and 

training, epide1nic response act,, ,ties such as conducting c;carch and rcco, er, act,, n1c, 

('ac;cc; of cp1uern1l outhrcal-- arc notified either thrnugh the ,ur, etll,111cL' --� -..lL'lll l'f thL· 111cJ1,1 

or art) other <;ollrlc It,., ali;o gnnd lei ht1\L' .1 -.pcL1,il !01111 "rth 1-.l'\ (\lll',tl\,11, ,,h1lh hL·lp, tti 

t.hflcrc11tratc r1111111r'> !rorll 1c,il outhrL·,,k-.. I he Cllll'l!,!l'lll, pl,11111111g ptl'j',1tl·d11l·,, p1l,,l·,, 1,
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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 fust 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-deployn1ent of medical revievvs to ensure 

'fitness for duty'. It also includes the follo,ving: Personal risk factors, hazards likely to be 

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

al., 2008) 

With the gro,ving rate of outbreak occurrence, 111any public, private, federal, state and local 

institutions have started developing sorne fonn of preparedness and response plans. Arnong 

those in the front line of preparedness are hospitals and n1edical professions who will be 

an1ong the first responders in the event of such disaster (Schwartz, 2008). Drills are valuable 

1neans of training healthcare providers to respond to rnass casualty incidents from acts of 

public health crises (Jenckes et al., 2007). l--lospitals and healthcare provider tearns respond to 

une:-..pected occurrences such as outbreak of an infectious epidemic (Mattox, 2001) 

In a publication by the \VHO, epidemic preparedness can be described as a progran1me of 

long-tern1 events/activities ai111ed at reinforcing the capabilities of a country or com111unit) to 

effectively 1nanagc the different t1pes of e1nergencies, and deliver relief and sustained 

developrnent to the affected co1n1nunit1. It involves de,eloping e1nergenc) plans. recruiting 

and training personnel at all levels, educating co1nn1unities at risl-. and regular!) 1non1toring 

and evaluating the success of the entire progra1n1nc (WflO. 2007) 

Epidemic preparedness n1eans to react positi .. cl) to threat in the cnviron1ncnt nnd al�l) reduce 

ncga11-..c effect<, on health or indi"' idual.:; anti the npcration nr ph� -.ic.11 ,1n11.:turc, and:-) ,tc111, 

(flonald ct al. 2001) I he ll',..,c-.<;111cnt of e111crgl·111.:� plan t!onl· ,cnrl) gu,11.ull�l'" l'p1lk·1111c 
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preparedness. Preparedness assessments should include: (I) 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 confir1ned cases, even though 1nany other cases are 

consistent ,vith WHO's standard case definitions of various epidemics. 

WHO standard case definition for 111easles: Any person in whon1 a clinician suspects measles 

infection or any person ,vith fever and 111aculopapular rash (non- vesicular) and cough, coryza 

(runny nose) or conjunctivitis (reel eyes) (Wl-10 2005). 

\V�IO standard case definition for cholera: A case of cholera should be suspected when the 

disease is not kno,vn to be present, a patient aged 5 years or rnore develops severe 

deh) drat ion or dies frorn acute ,vatery diarrhea (WHO 2005). 

\Vl-10 standard case definition for yello,v fever: Any person ,, ith sudden onset of high fever 

(>39°C rectal or 38°C axillary), follo"ved by jaundice ,vithin two weeks of onset of first 

S) rnptorns (� HO 2005).

\VHO standard case definition for poliomyelitis: Any child less than 15 years of age ,, 1th a 

sudden onset of paralysis (AFP) or a person of any age in \\hon, the clinician suspects poho 

(\VHO 2005). 

\VHO standard case definition for cercbro-spinal rneningitrs An) person ,, ith '-Udden onset 

of fe,er (...,38.5°

(' rectal or 38 0°( axillary) and one of the follo,,,ng signs nccl-. -,1,rtne,,. 

altered consc1ousncss or other rncningcal sign (\\'I I() 2005) 

\\ ll<J tandard case dcfin,tinn for \iral hc111<111hag.tl fc,c1 (cg. las,,, lc, cr l b(1l,1) \n, 

person v,1th 'iC\lcrc 1llni.:�c;. lc,c,. ,,,th (1r ,,,1ho11t sort· tl11nnt nnd at k·,1,t lll1l' l1I the l\1110,,in� 
� 
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preparedness. Preparedness assessments should include: (I) 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 confirrned cases, even though many other cases are 

consistent ,vith WHO's standard case definitions of various epide1nics. 

WHO standard case definition for 1neasles: Any person in whon1 a clinician suspects measles 

infection or any person ,vith fever and n1aculopapular rash (non- vesicular) and cough, coryza 

(runny nose) or conjunctivitis (red eyes) (WI IO 2005). 

\VJ-10 standard case definition for cholera: /\ case of cholera should be suspected when the 

disease is not kno,, n to be present, a patient aged 5 years or n1ore develops severe

dehydration or dies fron1 acute ,vatery diarrhea (Wl-10 2005). 

\VJ--10 standard case definition for yello,v fever: Any person ,vith sudden onset of high fever 

(>39°C rectal or 38°C axillary), follo,ved by jaundice within two ,veeks of onset of first 

S) n1pto1ns (WHO 2005).

WHO standard case definition for polio1nyelitis: Any child less than 15 years of age ,,ith a 

sudden onset of paralysis (Af P) or a person of any age in \\hon, the clin1cian suspects po Ito 

(WHO 2005). 

WflO standard case definition for cerebro-spinal 1neningit1s: An) person ,, 1th sudden on..,et 

of fc,t..:r (>38.5°C rectal or 38 0°( axillar)) and one of the folio,, 1ng s1gni;; ncek ,11011c,s,

altered con-.ciousncsi;; or other 1ncningeal sign (\\'I[() 2005). 

\Vll<J '>landard ca,;c delinition for ,iral hcn10rrhagie re,e1 (l' g I a""a lt·,cr l·t,(1!,1) ,\11, 
• 

pcr,;on ,, 1th c,c,crc ill11c'>'>, lc1,,er. \\ 1th or ,, ith,1111 '-tlfC th111,11 nnd ,11 lt·,1,11111t· 111 tht· ll1ll1''' 111� 

1-1 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



signs: bloody stool, vomiting blood, or unexplained bleeding from gums, nose, vagina, skin 

or eyes (WHO 2005). 

Also, if there is a cholera epide1nic, a patient aged S years or more develops acute ,vatery 

diarrhea, ,vith or ,vithout vomiting. Epidemics can be averted by providing an epidemic 

pre,·ention and disease control to undertake the process of 1non1toring. 

2.2 Epidemics and its Global in1pact 

Epiden1ics pose a significant threat to public health and its develop1nent globall}. In 

de, eloping countries. nearly ha! f of the 1najor causes of death reported were frorn cpide1n1cs 

(Cocl,.burn ct al, 1973). Ep1de1111c<, can be ,er} dec;tructivc because it can reach pandcn1ic 

pro port ions ,v h ich leads to a 1na,1or internal ional hea Ith concern ( Fournier and Qui I ici, 2007 ). 

Epidcn1ics affect a large population and leads to econo1nic da1nages and this affects the 

de, eloping countries because the) lack adequate resources and infrastructure that is needed 

for preparedness (\\ atson et al. 2007). The ability to forecast epidemics rnal,.cs the health care 

facilities to respond to outbreaks appropriately and quicl,.I). 1nini1n1zing the impact and also 

!>a\'ing lirnited resources (\\'ilson. 1994). For n1an) con1n1unicable diseases especially those 

transrnitted by arthropod vectors. ad,anced surveillance and modeling technologies 

incorporating en, iron1nental infonnation leads to predicting the risl,.s of epide1nics \\ hen 

linkcd ,vith cotnmunication technologies. it pro\'1des unportant tool-, that arc both co,t 

effecti, c and ti1ncl, (Su.,ser ct al. 1996). Disease boundaric'> tend to shift. e'\pand and cau:-c 

n1orc threats. there tore there is the need to de, clop operational n1odel, ,, ith C\.trapola1i, c 

capacit� ,\s 1norc experience is gained in linking changes identified b) global in1aging , ,  1th 

changcc, 111 the variou'i pattern<; of di,eascs. gcogr:iphicnl data c:0111c into pin� 111 prcd1�t1ng 

outbrcal..'i cspcc1all) '-CC tor- borne d1�L·a:--c (( ,rcen\\olld, I l)1>81 ,\l'L'1111ltng hi l 11ur111,·r .ind

<J11il1c.1. 21/07 cp1dcnt1L'> ,ire reported !,'lnhall\ t.il,.c l11r 111,1.1nc'-' "hiik·r.1. 11 ,,,1, rL' L11rd,·d th.11 

1norc lh,111 IIHJIJIJII L,1,c-, .111d :000.1111111 dc,11h, .11c hl'L'll 11111\ 111II, rL·p,,rlL·d :'\l'\L'llh,:k·,,. th,• 
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number of epidemics is kno\vn 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 terminolog) \Vhich leads to inconsistencies in results (Sacks 

et al • 2004). 

2.3 Health ,,·orkers' perception of disease outbreak 

I lealth ,,orkers are considered the backbone of public health response plan for an} and all 

infectious disease outbreaks. Epiden1ic outbreak of infectious diseases is considered 

increasing!} likcl) to occur especially in areas prone to disease outbreak and 1s rnorc 

considered one of the n1ost significant urgent threats to Nigeria's public health preparedness 

infrastructure. Changing lifest}lcs, patterns of behavior and several such con1ple.\ factors 

ha\e led to the ernergence and spread of diseases in the country (Monalisa. 2003) 

Successful containrnent of the disease outbreak relies on effective syste1n for outbreak 

detection. rapid data collection, analysts, a<,sessrnent and tirnel) reporting (WHO. 2009). 

·rhesc actt\ ities ,,ould require an e,tensive prornpt response by health ,vorkers. l[o\1ve ,er,

studies have sho,,n that during C.\trernc scenarios, a ,arying proportion of health ,,orkers 

1na} be unable or un,\illing to report to dut) due to their level of perception (I)ausey. 2007) 

In a-,ses-,ing the perception of health ,, orkers · response to,, ards disease outbreak. Re , ath\ 
-

(2009) rc,ealed that health ,,orkcrs· perception of their role in 1he o ,erall response ,,a, the 

most 1ntluential factor associated \\, ith \\ illinµnes, to report to \\Olk lJs1ng the rr-;k � 

perception fran1c,,ork. ,,hich pro, idc--; the basi'> for undcr-.tand1ng re,pon<.c l11n1tation, .ind 

need, of rubl1c health ,,orkcr'>. l{e,ath) (2009) also d1,co,c1cd that plrlCI\Cd r1,I,. 1, th1.· 

surnrn,1t1011 of ac.tual risk and other pcripher.il inllucnccc; 1111k·pcndcnt 1,,f :ictu,11 n,I,. -.u1.·h ,1, 

pcrcc1,cd .1ulhorr1 ,. 1111<,I ,111d o;1111,1t1n11.il 1.11111101 
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2.4 Knowledge of health ,vorkers on epidemic preparedness 

Health workers traditionally have been trained to assess and address infectious disease 

outbreaks within their co1nn1unities. With natural and or manrnade disasters occurring more 

frequently across our nation, however, health \Yorkers are also facing ne,v challenges that 

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

Din1itrova et al., 2006 revealed that during disease outbreaks, health \Yorkers display varying 

attitudes based on their kno,vledge and beliefs of the diseases. The knowledge, attitudes and 

perceptions of health '"orh.ers on disease outbreaks play an i111portant 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 then,. The successful co,npletion of the treatrnent of infectious 

disease is influenced greatly by 'ho,,' care is delivered to individuals. It is para1nount that 

health "' orkers supporting clients ,vith the infectious disease have positive attitudes 

(Dan,itrova et al., 2006). Personal and cultural factors ,nay affect health care delivery, hence. 

health ,vorkers need to be a,vare of and understand the i111pact culture can have on patients. 

(Edington et al, 2002). 

In certain en, 1ronment, health ,,orl-.ers vie,v so1ne disease as infectious. dangerous and 

threatening condition. These f catures ,, ere associated ,, 1th ,, idespread ncgat i, e percept ion, 

associated '"ith povert), poor housing and living conditions. 1nalnutr1t1on. unernplo:-, n1ent. 

illicit use of drugs and alcohol (Da,nitro, a  ct al.. 2006) 

During a disease outbreak in Nepal. bct,,ccn I 999 and 2001. health ,,orkl·r, dcn1\,n,trat,·d 

poor �no,\.lcdgc nf c.ontrol1111g nncl n1anag111g the outb1c,1k ,\fh:ctl.'d p,1tll'1Jt, didn't rl.'l·,·1,,• 

adequate c,pl.1nat1clll'> about then 111cd1,,1l1c111,, the p11ll'lll1,tl ,Hk' ,•11,·l·t, nnd th,· k·ngth l'I th,· 
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drug regimen. They believed that they \Vere not listened to, taken seriously, or treated as 

having any integrity or  being \VOrthy of respect (Mishra et al., 2006). Health workers that had 

good kno\vledge about the disease had a lack of infonnation about side effects and the 

consequence of non-completion of their regimen (Wares et al., 2003). Poor communication 

and negative attitudes of health \VOrkers \ Vere directly associated \Vi th non-compliance of the 

affected patients in Nepal bet\veen 1991 and 20011 (Mishra et al., 2006). A further South 

Arnerican study also revealed that the co1111nunication skills of most J-ICW were poor 

(Jaran1illo, 1998). 

The kno\vledge, skills, and attitudes to support training in epide1nic preparedness and 

response are very ilnportant to successfully controlling and ,nanaging epide1nic outbreak. 

The} provide the foundation for developing core preparedness and response co1npetencies 

required by public health \vorkcrs to successfully address outbreaks that could potentially 

occur in a cornrnunity as \veil as a region of a nation (Willia1ns, 2012). 

2.5 Assess1nent of Epidemic preparedness of Public Health facilities 

Epide,nics tend to occur in cycles, not in line ( one after the other). The occurrence of an 

epide1nic and the \vay it is handled and resolved detennines to a large extent future 

epiden1ics, that 1neans if \ Ve respond ,veil to an epidemics \\hen it occurs, it helps us to l11nit 

future occurrence. This concept is not a con1plicated one, it only helps us to kno\v and pla) 

our role to an epiden1ic and all \Ve are supposed to do \\ hen it occurs (International 

Federation of 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 ,neans getting ready for epidemic in the period bet\¥een 

epidemics. When preparing for epiden1ics, there are son1e things that need to be in place such 

as health coordination n1eetings, surveillance systen1s i.e. \Veekly or daily reports to ministry 

of health, response plan for each disease outbreak i.e. the skills and activities required, stock 

piles i.e. sa1npling kits, intravenous fluids, vaccines and others, isolation centers and 

laboratory confirn,ation. An effective outbreal-.. response requires proper planning and should 

be done \Vith adequate provision to ensure availability of drugs, vaccines, and other 

provisions such as personal protective equip1nent that is required (Conolly et al, 2004). 

Alert - \Vhen an epidernic is detected and 1nobilization of resources needed to respond to it 

begins. The surveillance systern ought to have a threshold that serves as warning mechanism 

for epide1nic-prone diseases. For exa,nple cholera, n1easles, diarrhea, n1eningitis, 

polion1yelitis to mention a fev,. If any case is seen to go beyond the alert threshold. the health 

coordinator should be inforn,ed as early as possible; the health coordinator \vould then inform 

the n1inistry of health (International Federation of Red Cross, 2008). 

Response - This is the actual response to an epide,nic outbreak. It is sub d1\ ided into 

confinnation, investigation and control. During confirn1ation stage. the health officials \\ ould 

thoroughly investigate the cases that \\ere being reported or alerts to be sure that there 1s 

actuall1 an outbreal,; (this is confinned \\hen the nurnber of cases reported i<; higher than 

expected for sa1ne period of year and population) After this has been confinncd to be true. 

the specimen.;; are then sent to the laboratory for testing ( International r cdcrat,on t'I Red 

('ross. 2008). A l�o, the health official<; in con_1unc1ion ,, 1th the l'lllb1cal-. r11ntrt,I t�.un ,, 1th 

rncmhcr'i frorn 1n111t'>lry nl health. ,,orld ltcallh organ11,1111111. ,tnd 11th�, llPll�li\ l'lllflll'f\1,11 

orgJrf/ 11, JII', \\ rll lhl'll \\llfh ()fl Ifie ll'f)PII I ltUffl/' Ill\ l'\11!!,lllllll lhl' hill1l\\ Ill� ,Ill' d1'lll' lhl· 
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tested laboratory samples are confmned, outbreak cases are defined, number of cases are 

counted and also the sa1nple size is determined, data is collected and analyzed, at-risk 

population is determined, hypothesis is for1nulated, cases are followed up, further 

investigation are carried out and finally, a report of the investigation showing results and 

reco1n1nendations is developed lastly, for control; this is where the implen,entation and 

prevention is been done (Conolly et al, 2004). And this is done by preventing exposure, 

preventing infection and treatment of cases as reco1111nended by \VHO. 

Evaluation - This phase focuses on assessing ho,v epide1nic outbreak was responded to. This 

is one of the steps taken in manage111ent of co1nn1unicable disease outbreak. ft deals with the 

effectiveness and appropriateness of contain1nent measures, assessment of ti1nel iness of 

outbreak detection and pron,pt response, general preparedness, \.Vriting and feedback of 

reports. It is a periodic assess111ent of overall progra111 status, perforn,ance, effectiveness and 

efficienc). It is a situation analysis of inputs, processes, outputs of a project or program 

,,., hich \\ as conducted to 1neasure perfonnance and the capacity to perform its roles and 

responsibilities and achieve1nent of its objectives. (International Federation of Red Cross. 

2008). 
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Preparedness 

Evaluation 

Epidemic 
response 

cycle 

Response 

Figure 2.1: Four phases of epidemic response cycle 

�ource· International Federation ofI�ed ('ross and Red Crc<,ccnl Societies. 2008 

2.6 Factors associated ,,ith level of epidemic preparedness 

I he emergence and re-emergence of infeetiou� disease<, of epidemic potential. call ... tor 

improved prcparedncs<;. strong coordination and rapid response. l lnprcparcd communillc-. 

\viii al\vay.., be <;ubjcetcd lo worse disa<;tCr<; due to lack ol sy,temic approach in dealing \\ ith 

rrohlcm'> (I oumicr and Quihc1. 2007). l .pi<lcmic-,. a, other cn1crgcnc1c-.. can reach 

di,a-;trou'> proport1on.., where there i, poor preparation and \\Cal-.. anJ unL1111nlina1cJ n.:,r11n,L' 

((
0

11ckhum cl al. 1973) l�ctng ,veil prcparcJ 1ncrca-.c-.. th1. hl-..chh1l\1d nl r,1r1d ,ind l·ll'cctt\L' 

}1 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



formulated and implemented, not only outbreaks have been detected timely, but also the 

response has been rapid and \.Veil 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 nun1ber of cases s,nall. And also helps reduce 

fatalities. The above benefits help save resources that \.vould be necessary to tackle a large 

epidemic. The ulti,nate result is the reduction of hun1an suffering usually linked with high 

morbidity and mortality. It is therefore i1nportanl for the Oepart111ent to strengthen epidemic 

preparedness and response, particularly at district and con1111unity level. Attention need to be 

focuses on preparedness. response actions, \vays to 1nonitor these activities and, finally, on 

the evaluation of the effectiveness of control 111easures (EPR guidelines, 2006) 

A nt1111ber of factors are associated ,vith epiden1ic preparedness and they are kno,vn to affect 

the eventual outcon1e of epide111ic control. Some of such factors include: Availability of 

specialized expertise and supplies of drugs and relevant ,naterials; A ,vareness of risk of 

epiden1ics and capacity to detect and manage them; Availability of co1npetent health workers 

and volunteers during epiden1ic control. En1ergency preparedness should be approached 

unanimously taking into consideration all the factors that can potentially affect the success of 

epidemic control (WHO, 2007) 

2.7 Suneillance S)ste1ns in Nigeria and 1-fealth Care Facilities Involvcn1ent 

Surveillance is defined as the ongoing. s,ste111attc collection analysis and interpretation of 

health data. linked \\.ith giving feedback to people at all le,els of data collect1on s,stcn1-; a, 

'"ell a'> appl) ing the infonnation to di,casc prc,cntion and control 111cnsurc1, ( ln11..·n1,11it,n,il 

Federal ion of Red C ros<i, 2008 ). f)i<;eac:;c sur,·eil lance and not tfication ,, a, 111trnduccd in I QS S

and 40 not1fiahlc di<ica'iC'i ,,ere addrc ...... cd h� the ,,,1cn1 In \J11•crt,1. ,ur,1.:illnncc .ind 
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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. Co1nplete and accurate reporting of cases is very 

in1portant in surveillance and is dependent on factors such as reporting source, tin1eliness of 

investigation and co1npleteness of data. The con1n1on syste1ns used for disease surveillance 

include national notifiable disease reporting; physician, hospital, population based 

surveillance (Thacker et al, 1983 ). Con1pared with other countries that practice the use of 

National Notifiable Disease Surveillance Syste1n, Nigeria uses Disease Surveillance and 

Notification S)'Ste111. a part of the I lea Ith Manage1nent lnfonnation Systern (HM IS), \Vhich 

co1nprises of databases, personnel and n1aterials organized to collect useful inforrnation for 

tnaking inforn1ed decisions (Nnebue et al, 2012) 

To classify a surveillance syste1n as a good one, it requires a case definition \vhich can be 

clinical and ·or \Vith rnicrobial criteria. It should have a systematic. orderly and regular 

collection of data. Data analysis should be done using tirne, place and person; interpretation 

of the analyzed data should be done appropriately and in tirne and lastly. dissemination of 

inforrnation is necessary to those ,vho are to act on it prornptly (Jarnison et al. 2006). 

Surveillance can be classified as. act,, e. passi\ e and sentinel Actrve sur\ er( lance requ ,re� 

extra effort to look for and collect data and confirrn diagnoses such as ":>Un e,.., and 
• 

in,cstigatronc, of outbreaks It require'> both fonnal and inlonnal l.Ot11n1unicatil1n� l'-t1t.:h ,1,

ct al :r,,,x, \cn1111cl .,,ir,crllanLc nn lltl· 11lht·1 h,111d 1, Pill' 111 ,, h,l h 111,1 ,t 1111111bc1 l•I l'l'llf'k· UNIV
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such as health \.vorkers are recruited to participate in the survey and they are to report tJ,e 

health events that may be generalizable to the ,vhole population at large (Birkhead et al, 

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

speci fie sites) and the high risk group ( drug users). 

The purpose of surveillance in the healthcare syste1n includes ( 1) It identifies each individual 

cases of infection, (2) It indicates the incidence rate of infectious diseases and potential 

outbreaks (3) It 1nonitors the risk factors of infectious diseases (4) It assess the control 

111easures that already exist (5) It helps us to identify nevv infections that are of public health 

irnportance (Sarah et al, 2008). 

There are basic steps to be taken as health facility ,vhen evaluating a surveillance system 

,vhich are: (I) Describe the public health in1portance of the health event under surveillance 

(2) Describe the surveillance systern to be evaluated (3) Discuss validity and repeatability of

case definitions in various types of surveillance data ( 4) Describe the actions taken as a result 

of data collected by the surveillance system (5) Analyze the cost needed to carry out 

sun eillance ( 6) Evaluate the quality of the surveillance systen1 by assessing its characteristics 

(7) List all the conclusions and recornrncndations (Sarah et al, 2008).
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lnfonnation flo\v of IDSR in Nigeria as sho\vn below: 

Donor ,\i:cnci<'� 

F\JOH 

'\H\IIS 

Health Facility 
Public/Private 

t 

I 
FeedlJacl-. 
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LG,\ lleulth Dt>partn1ent 

i 

I Fccdhock 

Stol<' \li11i\t1) o ll eollh 
E11ide111iolo1t1 Unit 

i .. cedl lllcl-.

Fttler.11 \linistri of Health 
• 

£piden1iolo!() Uh ision 

-- _,,.. f'l!edbucl,. i, i11 [{e,·er,e 11rdl!r. 

• Collect data on
S1n11dard IDSlt
for111a1

• lteceive fonns fro1n
IIF
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fon\ltrd to S.\IOH
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• ,\nal) 1,e and
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• Coll:11e data and
fon\11rd lo .. \1011

• Anal) 1,c und
fl-t>dbacl,. to LG,\

• Col1111c data ond
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('\11\115)

• An�I) Le ancl
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Figure 2.2: Infor1nation flo," of IDSR in Nigeria 

Source: Federal t-.1 inistry of I lealth. AbuJa. 2005 
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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 

Existence of LGA epide1nic management 
co1nn1ittee (EMC) 

Adequacy/ con1pleteness of the 1ne1nbers 
of the LGA EMC 

Existence of LGA epidernic rapid 
response tea1n 

Adequacy/ co1nplcteness of n1en1bers of 
the LGA epidernic rapid response 

Regulnrit) of 1ncetings of the LGA EMC 

Functional it) of the co1nn1 ittee 

Existence of ernergency preparedness 
and response plan 

Training on epidemic response/ lDSR 

A, ailabilil) of en1ergency stocks of 
drugs. supplies and ,naterials for case 
n1anage1nent of outbreaks 

\ vailability of supplies for collecting 
and transporting laborator) speci1nens in 
outbreaks 

t\, ai la bi lit) of '>tandard procedure fo1 
procuring stocks of, accines in the c, ent 
of an outbreak 

,\, ailabilit, of resources for 
• 

IDSR Recommendations 

Establishment of an LGA EMC 

EMC should comprise men1bers of the public sector, 
NGOs v1ith health care activities in the area, 
conununity and private sector 

Establishn1ent of LGA epidemic rapid response team 

Men1bcrs of the tca1n include Medical officer of 
health/ Pl IC coordinator, Laboratory technician, 
co1n1nunity health officers, Environ1nental health 
ol'ficcr, National progra1n on in11nunization 
,nanagers, 1nonitoring and evaluation/ Disease 
surveillance and notification officer 

EMC to 1neel 1nonthly in the absence of an epide1nic 

EMC to ,neet 1nonthly in the absence of epiden1ic 

Prepare an en1ergcncy preparedness and response 
plan 

60% health ,vorkers should be trained on disease 
surveillance at LGA level 

Availability of prepositioned emergency stocks of 
drugs, supplies and rnaterials for case 111anage1nent of 
outbreaks at LGA level 

Availability of supplies for collecting and 
transporting laborator) specin1en in outbreaks 
(transport 1nedia for stool. appropriate collection 
1natcrials for blood, sputurn and cerebrospinal fluid) 

f\\ailabilit1 of a ,,-ritten standard procedure tc)r 
procuring stocks of\ accines 111 the c, cnt of an 
outbreak 

Availabilit\ ot tra,el arrangc1ncnt, f(ir getting tl, and 
� � 

.....:.:.t r.::.a :..;.n "
:x..:

o
:..:.
r
.:..:
t a

:..:.
t
.:..:
i o

:..:.
n
,;,..:.;__

, n..:. o_t..:.1 t..:.b _re_a_k_s ___ _ _ _  t-f ro n 1 the c; it e o f i n, est i g at ion _

,\-.,a1lahle con1n1unicat1on 1nethods used A,ailnbil1t) of co1nn1un1catio11 link." bl·t,, een 
1n the I C1A \\hen there are outbreak, inve,tigation te,11n. I (1 \ 1nd the c1,,n 11111111, 

--- ------!-- - -
.

,\ \ arlahrl1t) of f 11ndc; for crncrgcnc1

rc ... pon�c t,, out break. s 

Laboratc,r) '>11pp11rl •n the I< 11\ f<'r 
l1Jllfir,11,it11111 < I palhogcn\ 111 ep1dc1111l'­
<,,iurc:c II )<,ll I l'll1111l,il < 11111h.:l111c in112 

\,.11lahd11, Pl l,1hP1,1IPI\ ,upp,,n 111 thl' I�.\ h,r 
I lllllllllll,l(IPll ,,f [',ll]H'tl'II, Ill l'l'ldl'llll,,

}h 
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2.8 Challenges faced by health ,vorkers and factors affecting preparation of 

epidemic disease outbreak 

Financial constraints: Inadequate funds for outbreak response planning, preparedness and 

rei1nbursement 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 son1eti1nes not available at the early stages of the epiden1ic and these lead to the 

spread of the disease \Vhich 1night go out of control if adequate care and action is not taken. 

Health ,vorl{crs at risk: Health \Yorkers 1nay be at risk for serious con,plications because of 

their involve1nent ,vith the affected patients. The recent Lassa fever outbreak on the 22
nd

March, 2012, ,vhich the Federal Ministry of lleallh in Nigeria notified WHO that 19 out of36 

states ,vere affected, killed about 7 health officials (three doctors and four nurses) with a total 

of623 cases and 70deaths, CFR:11.2 %. Also. the recent Ebola outbreak in July 2014 killed 

about 4 health ,.,orkers (WHO, 2014). 

Lack of capacity and infrastructure: For a positive response to potential disease outbreak. 

the health care syste1n 1nust be in operation effectively prior to the outbreak. 

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

and equip1nent. it \\ill be i1npossible for the,n to respond effectively to crises (CDC. 2008). 

Absence of nern orks of collaborating institutions: This suggests that 1nultiple health 

organ1zat1ons and the public including the pri,ate sector should respond in an integrated 

manner so as to bridge gap ( language barrier. culture and decision 111aking) ( Knobler. �O 12) 

c ·omn1unit\ rc<;ic,tancc, ,trike,; h� health ,,orkcro;: Control eflt)rt, in ..,o,nt. tt,n1111un1111.', 

I 1.',tr .ind 

cp1dcrn11: .. prtpan:dr1c-., / \\ 11< >. 20 I") 
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Strikes by hospital staff have further impeded control efforts. Most strikes occur \Vhen staff 

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

with deaths of many colleagues (Wl-10, 2015). 

Shortage of health ,vorkcrs: Public health departments still face barriers in recruiting and 

retaining qualified health \vorkers. The aging public health \vorkforce, high retirement rates, 

barriers to recruittnent and retention, and the need to train the existing workforce in ne<A 

,nethods and technology are all issues needing continuous attention (CDC, 2008). In Nigeria, 

there are 1.15 health \Yorkers per 1 ,000 population, \Vhich is far frorn the global standard of 

3 .87 health ,, or"-ers to 1,000 population (WI 10 2007). The rneager ,,or"-force of health 

,,or"-ers has overti111e been rurther din1inished by unprecedented nu111ber of healthcare 

,vorl-.ers infected by the epidcn1 ics (Wl--10, 2015) 

2.9 Public health facilities and health ,vorkers participation in managing epidemic 

outbreak 

To effectively deal ,,ith the difficult issues in public health, the health facilities must develop 

an inclusive approach and rnethod using various strategies to build and pro1note co111111unit) 

health (Morgan & Lifshay, 2007). B) this '"e ,nean that the health facilities tal-.es 

responsibil it) at all levels such as preparation, detection and e ,  aluat ion (Ronan and Johnc;ton. 

2005 ).

Public health facilities and health ,,orkers pla) an in1rortant role in n1anag1ng and pre, cnting. 

epidemic outbreak and they are crucial for the pro, l'iion of health intcn ent11.111, 1-hc hl·:ilth 

,.,orker<; rl.t) a central role 111 providing bnc;ic hl.'alth ,ur ,l.'11lancc in target l'1.,11111n1n1t) 

(,\lexantlcr ct al, :2005) The) arc often 111 the bc,1 p1)'>1t1nn \() rL'l!'!,!111/l' thl· 1,,utbrl·nl-. \lf ,, 

J1artlC1Jlar d1,ca,c. <;Olllellllll!\ the\ \l'l' ,111 IIIHhll,dl\ 111!,!h lllllllhl'I \II J)l'\>plt• \\ 1th lhl• ,,lllll' 
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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 sum1naries and death certificates, and reporting 

cases of notifiable disease all contribute to health surveillance. Ensuring that the forn1s are 

co1npleted accurately and transferred in a tin1ely fashion makes a major contribution to 

outbreak detection and general health surveillance. While public health authorities in the 

health facilities are ulti1nately responsible for ensuring the detection and control of outbreaks, 

health ,vorkers are n1ajor players in this area because they are usually the first point of contact 

,vith the affected population (Doherty, 2006). 

Effectively controlling an outbreah. requires rigorous assess1nent and follo,v-up of cases. 

Public health facilities are involved in adequately preparing and equipping the health workers 

,, ith the necessary 1naterials to provide tin1ely health interventions. Investing in health 

,vorkers, as a fonnal part of the health systern response to epidernic outbreaks, is critical in 

containing the outbreak and protecting co1n111unities (Holland et al, 1991 ). 

General precautions to be taken by people to protect then1sclvcs from outbreaks 

These include: (I) t-Iand \vashing ,vith soap and ,,ater or sanitizer for a 1ninin1um of 30 

seconds (Shahid et al, 1996). (2) Keep living. stud1 or even ,,orking areas clean ,, 1th 

detergents and also sanitize floors and surf aces ,, ith alcohol (3) Sta) at home fro,n ,, orh. or 

school cnviron111ent ,, hen you are indisposed. ( 4) Cover ) our nose and 1nouth ,, 1th tt'i�Ue

,.,.hen you sneeze and then ,,ash hands thorough!). (5) Eating or good food and fruit� heir� 

the bodies fight againc,t germs (6) Slt:ep ,,ell but e\.erc.ise regular!) to h.cep �l)U alert. al.'.ti,e 

and sharp (7) Regular \accine doses to protect one liorn ... train� that rni):!ht be 111 ._ ri.t l.lltl'll 

(Colv,cll ct c1I. 1996) 
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disease and at other times patients report that they know other people ,vith similar symptoms. 

Even if the health ,vorker 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 forn1s are 

co1npleted accurately and transferred in a ti1nely fashion 1nakes a 1najor contribution to 

outbreak detection and general health surveillance. While public health authorities in the 

health facilities are ultin1ately responsible for ensuring the detection and control of outbreaks, 

health \Yorkers are 111ajor players in this area because they are usually the first point of contact 

\Vith the affected population (Doherty, 2006). 

Effecti, ely controlling an outbreal-.. requires rigorous assess,ncnt and follow-up of cases. 

Public health facilities are involved in adequately preparing and equipping the health ,Norkers 

,.,ith the necessary n1aterials to provide tin1ely health interventions. Investing in health 

,,orl-..ers, as a fonnal part of the health syste,n response to epidemic outbreaks, is critical in 

containing the outbreak and protecting co1nn1unities (Holland et al, 1991 ). 

General precautions to be taken by people to protect then1selves from outbreaks 

These include: (I) I land ,.,ashing ,vith soap and ,, ater or sanitizer for a 1nini1nu1n of 30 

seconds (Shahid et al, 1996). (2) Keep Ii, ing. study or even ,,orking areas clean ,, 1th 

detergents and also sanitize floors and surfaces ,, ith alcohol. (3) Stay at home from ,, or!-.. or 

sc.hool environ1nent \\ hen you are indisposed. ( 4) CoYer your nose and n1outh ,, 1th t1,-,ue 

,,hen you sneeze and then ,,ash hands thoroughly. (5) eating of good food and fruit� help-, 

the bodies fight again<;! gern1s (6) Sleep ,veil but e\.ercise regular() to 1-eep) t)ll nlert. act 1, c 

and c,harp (7) Rcgu lar \. ace Inc do<;c<; to protect one fro,n '-Ira 111'- that 111 ig.ht tic 111 1. rl u Lit 1p11 

(Colv,ell ct al. I CJfJ6) 

Jq • 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



METHODOLOGY 

3.1 Study area 

CHAPTER THREE 

The study area is A lin1osho Local Government Area (LGA), Lagos State, Nigeria and is 

located in the south-western part of Lagos. The Lagos Bureau of Statistics (20 I 2) put 

Alin1osho LGA as the largest LGA in Lagos State \Vith 2,047,026 inhabitants, mostly 

don1inated by the Yorubas. With an annual gro,vth rate of 3.2%, the Bureau esti1nated the 

population of Ali1nosho at 2,633,667 in 2014 (Lagos Bureau of Statistics, 2012). It is an area 

\Vith high con11nercial and residential densities with lo,v scale trading, especially for produce 

like yatn. 

The LGA has a high concentration of retail stores and inforrnal 1narkets. Most of the housing 

structures in Alin1osho are 1nostly nev .. flats, bungalO\VS and a few "face-1ne-l-faee-you" 

buildings. The inhabitants of Alilnosho have access to education, internet, and 

teleco1n1nunication. Alitnosho is a dense!) populated semi-urban settle1nent, it  has poor road 

net\\ orh. ,, ith poor drainages, unplanned settle1nents, and inadequate water supply. 

Indiscrin1inate du1nping of refuse is the co1nn1on practice in this area. Ali1nosho LGA is a 

dense I) populated area \\ ith overcro'>, ded houses ,vhich can enhance the spread of 

commun1cable diseases. The LGA consists of 36 political ,,ards and 29 pr1rnar) health 

centers. The health facilities in Ahn1osho through con11nunit) participation help to 1nanage 

disease outbreah., deliver qualitative, affordable and equitable ser, ices that affect the 

residents of Alimosho (Lagos Bureau of<;tatistics. 2012) 

3.2 Stud)' design 

('ro,s 5cct1onal ,tud) dc.-.1gn ,,a.., c1nplo:ctl; both quan11t.1ti, e and qu.1111.111, 1.' d.11.1 tl' 1.·1.·t1l1n 

rncthod, ,,ere c.;irricd 0111 ,\ ,,c11"- pl ice 1.h1.·1.l,_l1 ... 1 ,,.1, .11,P tl',1.·d i., ,1,,1.·,, 1111t,1,tru,t\111.· 

,1,.11lahlc for oulhrc,11,_ lll1tl:t111111t:11t 111 lhc I IIL,il �111\l'llllllt'lll 
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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 O to 3 based on the degree of correct infonnation provided. All the knowledge variables 

\Vere then added together to a n1aximu1n of 27 (indicating that the respondent is extremely 

kno\vledgeable) and a n1inimun1 of O (indicating that the respondent is not knowledgeable). 

3.3 Study population 

The study population included Disease Surveillance & Notification Officers (DSNO), 

Medical Officers of Health (MOl l), other health \Yorkers engaged in providing health care 

services in the local governn,ent such as doctors, nurses, environ1nental health officers, 

con1n1unity health officers, co1n1nunity health extension \.Yorkers, laboratory scientists & 

technicians, health assistants, phannacists, phannacy technicians and others. The public 

health facilities, available in the LGA ,vere also studied. 

• Inclusion Criteria:

All health ,vorkers that had been ,, orking at the local government for at least 

12rnonths 

• Exclusion Criteria:

Ten1porar) health ,Yorkers '" ith less than 12 1nonth \\.Ork experience in the local 

govern1nent 

J.4 Sample si.1e calculation and san1pling technique 

(Jn the a\cragc. each of the public health facilities in /\li111osho hac; about IO to 1, -.1an. In 

addition to the D<:;1\(). the cstin,ated total population of health ,,orl-.cr-, 111 th� l (.,\,,a:- 21.)0 

Stud)ing the 290 hcnlth ,,orl-.crs 111 '\lr111osho pro, ides infi11111at1t1n li.1r ,1,-,c,,111g. thl· 

pc rccpt11>11 of Ji-.casc 011thn:ak 
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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 

sainpling. Respondents vvere dra\vn fron1 each of the Public health facilities in the follov,ing 

areas: Ako\vonjo, Orisunbare, Meran, Agbelekale, Atnikonle, Agbado, Aboru, Ayobo-ipaja, 

Isheri-Osun, Isheri-Igando lkotun-Igando, Abaranje, Okerube, Oke odo, Mosun-Okunola, 

Kokurno, Akinogun, Akinyele, Egan, ljegun, Agodo, Eyin-Adegbite, Ogbornosotedo, Liasu 

road, Elf foundation, lgando, lsheri, Ejigbo road and Ido,vu egba. The distribution of 

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

nu1nber of respondents in each facility ranged frorn 3 to 15, arnounting to a total of 290 in all 

the health facilities. 

3.5 Data collection 1nethod 

An inter\ ie,ver adrninistered serni-structured questionnaire (Appendix I) \,as used to collect 

socio-den1ographic and occupational data of health \Yorkers as -.,.vet I as their knO\\. ledge and 

perception of disease outbreak for the quantitati Ye data -.,.vhile Key Inforrnant Intervie\.\ (K II) 

using a Kil guide (Appendix 2) \\as used to collect qualitative data. The inten ie\\ \\as 

conducted ,, ith the DSNOs and the MOHs. Finally, a checklist (Appendi?\. 3) to ascertain the 

level of epidemic preparedness of health facility \\.3S ad,ninistered 111 the Local Go, en1ment 

1\rea. The checklist included the available infrastructure and personnel for di,ease 

containment 111 the centers. 

3.5 I Data collection tool

I he inter, 1C\\Cr-ad1111ni'itcrcd quc..,t1nnna1rc (1\ppcnd1, 1 l ll,nla1ncd th�· tl,lll''' 111� 
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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, professional 

group, on the job training 

Section C: Knowledge of epidemic preparedness for outbreaks 

Section D: Perception of disease outbreaks 

2. Key infonnant intervie\v guide (Appendix 2): This consists of questions segregated

into sections pertaining to kno\vledge of epidemic preparedness and perception of 

disease outbreak. 

3. Facility checklist (Appendix 3): This consists of questions that assess the epiden1ic

preparedness level of the LGA. such as the existence of the LGA Epidemic 

111anage1nent co111111ittee (EMC), functionality of the co,nmittee etc. Also to assess 

infrastructure available such as laboratories for outbreak containment in the Local 

goven1n1ent. 

3.5.2 Validation and Pre-test 

The pre-test of the study was conducted at Ifako-Ijaiye LGA in Lagos State among 30 health 

\\Orkers in one of the primary health centres. The pre-test \Vas conducted by the researcher 

\\ ith requisite kno,vledge in conducting study-based interviev,s. The pre-test questionnaire 

\\as designed to be si,nple and viable, adequate for measuring the level of preparedness of 

public facilities, and assesses the perception of disease outbreak b) health \Yorkers Folio\\ 1ng 

results from the pre-test exercise, the questionnaire was re-designed to ensure that 11 \\ as able 

to achieve the objective of the study. All the issues identified during the process \\ere 

corrected and implemented on the questionnaire prior to production of the final cop\ 
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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 \Vere carried out \Vith the SPSS Version 16.0. 

Quantitative data such as age and duration of \Vork were st11n1narized using means and 

standard deviation and qualitative data like kno,vledge and perception were summarized 

using frequencies and proportions. The association bet\veen independent variables (age, sex, 

occupation, duration of ,vork) and dependent variables [knowledge (good/ poor), perception 

(good or poor)], of epiden1ic preparedness ,vas tested using Chi square test. 

Logistic regression ,vas done to identify variables independently associated with 

preparedness and percept ion of dis ease outbreaks, Level of significance -.vas set at 5%. 

Inclepenclent/preclictor variables: Age, sex, occupation, duration of ,vorh., training, 

education. 

Depenclent/outcon1e variables: kno\vledge, perception of epide1nic preparedness, perception 

of disease outbreak, level of preparedness 

A total of nine questions, using four point Liker! scale \\ ere used to assess kno,\ ledge of 

health \\Orh.ers on Epidemic preparedness. Each question asked had a 111a,in1un1 score of 3 

points n1aking a total score of 27 points. Each question ,,as graded frorn 0-3 \\ ith O as Not 

Koo," ledgeable. I as A veragel) Kno,vledgeable. 2 as Ver) Kno,\ ledgeable and 3 as 

Extren1el} Kno,, lcdgeable. 'fhese scores '"ere then sun1n1ed to gi, e a total Kno,, ledge score 

of each respondent. 

(,ood kno"lcdge Respondent,; \\Ith scores'> 12 \\CIC as-.esscd to ha\'e '(1ol1d hno,,leJl!e· 
� 
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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 

5 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, I as Strongly Disagree. These scores 

\Vere then su1nmed to give a total Perception score of each respondent. 

Good perception: Respondents \vith scores> 30 \Vere assessed to have 'Good Perception' 

Poor perception: Respondents ,vith scores< 30 \Vere assessed to have 'Poor Perception' 

Qualitative data \Vere collected fro111 DSNO and MOl-1 ,vith the ain1 of detennining the 

challenges and facilitating factors lo adequate epiden1ic preparedness of public healthcare 

facilities. Content anal)sis ,,as conducted on the qualitative data collected through intervie\vS 

after transcribing. 

3.7 Ethical Approval 

The proposal for this study ,vas obtained fro1n the Lagos State 1--Iealth Research and Ethics 

co1nmittee (/\ppendix 4) and permission to conduct research at the Local Governn1enl ,vas 

obtained frorn the Chairn1an of the Local Gover111nent Area. 

Adequate information ,vas provided to all participants before ,vritten infonned consent \\as 

obtained fro1n each of the1n. 

Confidentiality ,..,as assured and ensured ,, ith the use of code nu1nbers instead of the namec; 

of participants. 
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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 

S 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, I as Strongly Disagree. These scores 

were then summed to give a total Perception score of each respondent. 

Good perception: Respondents \Vith scores> 30 \Vere assessed to have 'Good Perception' 

Poor perception: Respondents \Vith scores< 30 \Vere assessed to have 'Poor Perception' 

Qualitative data \Vere collected fron1 DSNO and MOI I with the ai,n of determining the 

challenges and facilitating factors to adequate epidernic preparedness of public healthcare 

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

after transcribing. 

3.7 Ethical Approval 

The proposal for this study \Vas obtained frorn the Lagos State Health Research and Ethics 

comn1ittec (Appendix 4) and pennission to conduct research at the Local Government \Vas

obtained fron1 the Chairrnan of the Local Governn1ent Area. 

Adequate information \vas provided to all participants before ""ritten informed consent \\as

obtained fron1 each of thern. 

Confidentiality \\as assured and ensured \Vith the use of code numbers instead of the narnes 

of participants. 
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CHAPTER FOUR 

RESULTS 

4.1 Socio-demographic characteristics of respondents 

A total of 290 health \.Yorkers were intervie"ved in Alimosho LGA, 57 ( 19. 7 %) were males 

and 233 (80.3%) ,vere fen1ales. The ,nean age of the respondents ,vas 35.91 ± 8.4 years. T"vo 

hundred and forty of the respondents (83.0%) \.Vere Christians, and 49 ( 17.0%) were 

Muslin1s. T,vo hundred and thirty six of the respondents (81.4%) were n1arried. About 248 

(87.6%) were Yorubas, ,vhile 30 ( I 0.6%) and 5 ( 1.8%) of the respondents ,vere lgbos and 

Hausas respectively. 

Of the 290 respondents recruited in the study, 35 (12.1%) ,vere non - graduates (ONO or 

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

T,,o hundred and t ,venty eight (78.6%) respondents \.Vere pennanent staff while 62 (21.4%) 

,,ere te1nporar) staff. T ,vo hundred and t ,venty nine (79.0%) were clinical staff, 37 ( 12 8%) 

,,ere support staff,, hile 24 (8.2%) ,,ere ad1ninistrative staff. 

Ninet) si:-. (33.1%) respondents ,vere nurses, 34 (11.7%) ,vere health assistants, 29 (10.0%) 

,,ere doctors, 27 (9.3%) ,,ere phannacist, 26 (9.0%) ,vere laboratory ,,orkers, 23 (7.9%) 

,vere rnidv,ives, 22 (7 6%) ,vere CHO's. 21 (7.2%) ,vere CJ-IEW, 9 (3.1%) ,,ere 

administrative staffv,hile 3(1.0%) ,,ere auxiliaf) nurses as sho,,n in Table 4.1 belo,, 
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CHAPTER FOUR 

RESULTS 

4.1 Socio-demographic characteristics of respondents 

A total of 290 health \vorkers \Vere intervie\ved in Alimosho LGA, 57 (19.7 %) were males 

and 233 (80.3%) \Vere females. The mean age of the respondents was 35.91 ± 8.4 years. T\vo 

hundred and forty of the respondents (83.0%) -.vere Christians, and 49 (17.0%) were 

Muslin1s. T\VO hundred and thirty six of the respondents (81.4%) \Vere n1arried. About 248 

(87 .6%) \Vere Yorubas, \vhile 30 ( I 0.6%) and 5 ( 1.8%) of the respondents were lgbos and 

Hausas respectively. 

Of the 290 respondents recruited in the study, 35 ( 12.1 %) ,, ere non - graduates (ONO or 

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

T,,o hundred and t,venty eight (78.6%) respondents ,vere perinanent staff ,vhile 62 (21.4%) 

,, ere ten1porar) staff. T,vo hundred and (\venty nine (79.0%) were clinical staff, 37 (12.8%) 

,vere support staff ,, hile 24 (8.2%) ,vere administrative staff. 

Ninet) six (33.1%) respondents ,vere nurses, 34 (11.7%) \Vere health assistants, 29 (10.0%) 

,,ere doctors. 27 (9.3%) \\ ere phannacist, 26 (9.0%) were laboratory v,orkers. 23 (7.9%) 

,..,ere 1nid,\ ives, 22 (7 6%) , .. ere CI--IO's. 21 (7.2%) ,vere CJ--IEW, 9 (3.1 %) ,,ere 

administrative staff ""bile 3( 1.0%) ,,ere au:xiliar) nurses as sho,\n 111 Table 4.1 belo,, 
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CHAPTER FOUR 

RESULTS 

4.1 Socio-demographic characteristics of respondents 

A total of 290 health \.VOrkers were intervie\ved in Alimosho LGA, 57 ( I 9. 7 %) were ,nales 

and 233 (80.3%) \Vere fen1ales. The ,nean age of the respondents \.Vas 3 5.91 ± 8.4 years. Two 

hundred and forty of the respondents (83.0%) \\ ere Christians, and 49 ( 17.0%) were 

Muslims. T\vo hundred and thirty six of the respondents (81.4%) \Vere rnarried. About 248 

(87.6%) \Vere Yorubas, \vhile 30 ( I 0.6%) and 5 ( 1.8%) of the respondents were lgbos and 

Hausas respectively. 

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

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

T\VO hundred and nventy eight (78.6%) respondents ""ere pennanent staff while 62 (21.4%) 

\ ,ere te,nporary staff. T\vo hundred and tv.enty nine (79.0%) ,vere clinical staff, 3 7 ( 12.8%) 

,,ere support staff v,hile 24 (8.2%) ,,ere ad1ninistrative staff. 

Ninet)' si:-.. (33.1%) respondents ,vere nurses, 34 (I 1.7%) ,vere health a5sistants. 29 (10.0%) 

,,ere doctors. 27 (9.3%) ,.,.ere phan11acist, 26 (9.0%) ,vere laborator} v.orkers, 23 (7.9%) 

,,ere r11idv.ivcs, 22 (7.6%) ,,ere CI-IO's, 21 (7.2%) ,,ere CJ-IE\V, 9 (3.1%) ,,ere 

administrative staff,,hile 3(1 0%) \Vere auxiliar) nurses as sho,,n in Table 4 1 belo,, 
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Table 4.1: Socio- demographic characteristics of respondents in health facilities in 

Alimosho LGA 

VARIABLES 

Sex: N = 290 

Male 

Fen1ale 

Religion: N =2891

Islan1 

Christianity 

IVlarital Status: N = 290 

Never n1arried 

Ever n1arried 

Staff Classification: N =

290 

Te1nporary 

Pern1anent 

Staff Category: N = 290 

Ad1ninistrative 

Support 

Clinical 

Level of Education: N 
., 

=289-

Undergraduate 

Graduate 

Post graduate 

FREQUENCY (n) 

57 

233 

49 

240 

54 

236 

62 

228 

24 

37 

229 

35 

229 

25 

PERCENTAGE(%) 

l 9. 7

80.3 

17.0 

83.0 

I 8.6 

81.4 

21.4 

78.6 

8.2 

12.8 

79.0 

12.1 

79.2 

8.7 

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

2 - Figure 1s less than total sample si1e as one of the rcspondentc; did not 1nd1catc lc\'cl of 

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

Results shown in Table 4.2 \Vere analysed using multiple response as each respondents listed 

1nultiple diseases common in their facilities. The most commonly reported epidemic prone 

diseases were tneasles 198 (33.3%), cholera 159 (26.7%) and tuberculosis 64 ( I 0.8%). 
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Table 4.2: Analysis of responses using multiple responses 

VARIABLES 

(a) Cholera

Measles 

Chicken pox 

Tuberculosis 

Diarrhoea 

Dysentry 

1-IIY 

Yello,, fever 

\Yater borne diseases 

Malaria 

Polio 

ivleningitis 

S1nall pox 

Total 

FREQUENCY (n) 

159 

198 

37 

64 

23 

2 

4 

44 

2 

39 

18 

4 

I 

595 

PERCENTAGE(%) 

26.7% 

33.3% 

6.2% 

10.8% 

3. 9%

0.3% 

0. 7%

7.4% 

0.3% 

6.6% 

3.0% 

0. 7%

0.2% 

100% 
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4.3 Frequency distribution of responses to questions on perception 

The perception-mean score of the respondents ,vas 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 \Vhile 3 ( 1.0%) did not agree. Two hundred and 

thirteen of the respondents (73.4%) strongly agreed that training is necessary for all health 

,vorkers \Vhile t\vo (0.7%) strongly disagreed. About one hundred and forty six of the 

respondents (50.3%) thought it ,vas necessary to have an outbreah. plan, 9 (3. I%) 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 of responses to statements on perception of disease 
outbreaks 

Perception Questions 

1 do not need to know

about epidemic 
preparedness 

Health \VOrkers should be 
adequately prepared in 
case an epide1nic outbreak 
occurs 

Epidemic preparedness is 
for selected health 
,vorkers in the hospital 

Potential ha,ards liJ..cl) to 
cause outbreaks should be 
identified and dealt,, ith 

Training is necessary for 
all health workers 

ls it necessar) to ha, e an 
outbreaJ.. plan? 

The outbreak plan needs 
to be regularly updated 

OutbreaJ..s arc unliJ..el) to 
happen 1n our facilit) 

Case management during 
an outbreak is for doctors 
and nurses only 

()utbreak s11nulation'> 
i;houlcl occur frequent I y in 
the facil1t, 

-

Contingency stock for 
outbreak should be 
available in your Local 
Government Arca 

Strongly Agree 
Agree n (%) 

n % 

9 (3.1) 7 (2.4) 

189 (65.2) 95 (32.8) 

3 ( 1.0) 5 (I. 7) 

171 (59.0) 110(37.9) 

213 (73.4) 74 (25.5) 

146 (50.3) 132 (45.5) 

159(54.8) 110(37.9) 

15(5.2) 27(93) 

13 (4.5) 14 (4.8) 

94(32.4) 153(528) 

155 (53.4) 127 (43.8) 

,\ I 

Unsure 
n (%) 

4 ( 1.4) 

3 (I. 0) 

13 (4.5) 

2 (0. 7) 

1 (0.3) 

2(0.7) 

13 (4.5) 

53(18.3) 

28 (9. 7) 

24 ( 8 1) 

6 (2.1) 

Disagree Strongly 
n (%) disagree 

n(¾ 
134 (46.2) 136 (46.9) 

0 (0) 3 ( 1.0) 

132 (45.5) 137 (47.2) 

I (0.3) 6 (2. I) 

0 (0) 2 (0.7) 

1(03) 9(3.1) 

5 (1.7) 3 (1.0) 

120(41.4) '"'5(25 9) 

135 (46.6) 100 (34.5) 

11 (3 8) � I 2 � 

l (0.3) 1 (0.3) 
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4.4 Perception of disease outbreak by respondents 

Table 4.4 sho\vs that more than half (170, 58.6%) of the health \vorkers who participated in 

the study had very good perception of epiden1ic preparedness. 

One hundred and twenty (41.4%) health \vorkers had poor perception to epiden,ic 

preparedness 
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Table 4.4: Perception of disease outbreaks by respondents in Alimosbo LGA 

Variable 

Perception of disease outbreak by 

healthcare \vorkers: 

Good 

Poor 

Total 

Frequency (n) 

170 

120 

290 

Percentage (0/o) 

58.6 

41.4 

100 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



4.5 Frequency distribution of scores on statements on k.no,vledge of epidemic 

preparedness 

The mean score of the respondents was 7.0 ± 3.67. The 1ninimum obtainable score was zero 

-.vhile the maximum obtainable score -.vas 27. The highest obtained score was 19. Fifty two of 

the respondents (17.9°/o) \Vere not kno\vledgeable on epidemic preparedness; Two hundred 

and t\venty three of them (76.9%) \Vere averagely kno,vleclgeable, vvhilejust fourteen of them 

(4.8%) -.vere very kno,vledgeable. One hundred and ninety one respondents (66.6%) had 

average kno,vledge on disease outbreak \\hile fifty eight of the1n (20.2%) were not 

kno,vledgeable. (Table 4.5) 
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Table 4.5: Frequency distribution of responses to questions on knowledge of epidemic 
preparedness 

Kno,vledge Questions 

Meaning of epidemic 
preparedness 

Appropriate understanding 
of disease outbreak 

K.no.,,vledge of case
l reporting

f\bility to n1anage cases of
epidc1n ic outbreaks 

Appropriate case 
defu1ition of 1neasles 

Appropriate case 
definition for yello\v fever 

Appropriate case 
definition for cholera 

Appropriate cac;e 
definition for Lassa fc\cr 

Ho\V is measles reported 

NK - Not Kno\, ledgeable 

NK 

n (%) 

52 (17.9) 

58 (20.2) 

48 ( 16.6) 

76 (26.2) 

111 

(38.3) 

125 
( 43 .3) 

121 
( 41. 7) 

204 
(71.3) 

189 
(65.2) 

AK - t\ veragel) KnO\\. leclgeable 
VK - Ver) KnO\\. lcdgeable 
Er-.. - F-,\.tremel\ Kno,\. ledgeable . -

AK 

n (%) 

223 (76.9) 

191 (66.6) 

154(53.1) 

-

140 (48.3) 

102 (35.2) 

123(42.6) 

134 (46.2) 

75 (26.2) 

94 (32.4) 

'1 ', 

VK 
n (%) 

14 (4.8) 

38 (13.2) 

77 (26.6) 

67(23.1) 

69 (23.8) 

41 ( 14.2) 

35 (12.1) 

4 (1.4) 

6 (2.1) 

EK 

n (%) 

I (0.3) 

0 (0.0) 

11 (3.8) 

7 (2.4) 

8 (2.8) 

0 (0) 

0 (0) 

3 (I. 0) 

l (0.3)

Total 
n (%) 

290 (100) 

290(100) 

290 (100) 

290 {I 00) 

290 (100) 

--

290 (100) 

290 (100) 

290(100) 

290 (100) 
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4.6 Kno,vledge of Respondents on Epidemic preparedness 

Of the health workers intervie\ved, thirty-t\vo (11.3%) had good knowledge of what epidemic 

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

Variable Frequency (n) Percentage (0/4) 

Good knowledge 32 11.3 

Poor kno"vledge 250 88. 7

Total 282 100 
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4.7 Practice of epidemic preparedness 

With reference to infonnation displayed in Fig 4.1, only 23 (8.0%) of the respondents said 

there was ongoing epidemic preparedness training \Vrule 161 (55.0%) said there was no 

ongoing epidemic preparedness training and I 06 (37 .0%) were not sure. 

37% 

•No

•Ye.�

I)ont know

• 
• • • 

Figure 4.1: Practice of epidemic preparedness showing ongoing tra1n1ngs
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4.8 Relationship betiveen Socio demographic characteristics and l<no,vledge of 
epidemic preparedness 

Table 4.7 shows that more of those \Vho were married had good knowledge of Epidemic 

preparedness (13.2%) as against 3.7% of those \vho \Vere single, (X2 =3.87 p = 0.04). 

I-lealth \Vorkers \vith age above 35 years ,vere significantly associated (p = 0.0 I) with good

kno,vledge of epiden1ic preparedness (17.3%), compared to those \Vho were 35 years or 

belo,v (7.4%). There \Vas significant association behveen the training status and knowledge of 

epiden1ic preparedness. Those ,vho have been trained were 111ore likely to have a good 

kno\vledge on epide1nic preparedness co1npared to those who were not (24.2%vs 9.6%, P =

0.01 ). 
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Ta
_
ble 4: 7: Association behveen socio demographic characteristics and kno,vledge of

ep1dem1c preparedness 

Variable 

Sex: N = 282 

Male 
Female 

Marital Status: 
N=282 
Married 
Single 

Religion: 
N =28l 

Christianity 
Isla1n 

Age Group: 
N = 273 

< 35 years 

> 35 1ears

Training status: 
N -282 
Trained 

Not Trained 

Educational level: 

'\J = 281 
L ndergraduate 

Graduate 
Post graduate 

Staff 
Classification: 

N=282 

Temporary 

Permanent 

fducation Length 
(Yeir'> f e,pt.r1cncc 

51ncc graduation l 
" 27') 

I -1 � ) earc,

)f,-1() \C;Jr'> • 

3! t') \C,11',

Poor Good 
knowledge kno\vledge 

n (%) n (%) 

50 (87. 7) 7 ( l 2.3) 
200 (88.9) 25(11.1) 

198 (86.8) 30(13.2) 
52 (96.3) 2(3.7) 

208 (88.9) 26 (1 l.]) 

41 (87.2) 6 (12.8) 

151 (92.6) 12 (7.4) 
91 (82.7) 19(17.3) 

25 (75.8) 8 (24.2) 

225 (90.4) 24_(9.6) 

33 (100) 0 (0) 

195 (87.1) 29(12.9) 

21(875) 3(12.5) 

52 (88.1) 7 (1 J .9) 

198 (88.8) 25 ( 11.2) 

191 (90 <; I 20 (C) ,, 

·1·1(861 l 7(117) 

11(7(1') I (21 'l 

,;n If lt'\l'I 
•\t,Jtl,IH.,llly 'ilVlllfl1.,tlll ,ti "' 

'-,0 

Total 
x

2 p- value
n (%) 

57 (100) 0.06 0.80 

225 (100) 

228 {I 00) 3.87 0.04* 

54 (I 00) 

234 (100) 0.11 0.74 

47 (100) 

163 ( I 00) 6.41 0.0 l * 

110(100) 

33 (100) 6.18 0.01 * 

249 (100) 

33 (100) 4.81 0.09 

224 ( I 00) 
24 ( I 00) 

59 (100) 0.02 0.89 
223 (J 00) 

211 (100) 
' -sI 'I ' Ill� 

'\1(100) 
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4.9 Relationship behveen Socio den1ograpbic characteristics and perception of disease 

outbreak 

Table 4.8 shows that 1nore of those \vho \Vere graduate had high perception of disease 

outbreak (59.0%) as against those ,vho ,.vere under graduates 42.9%, (X2 =8.31 p = 0.02) . 

• 
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Table 4.8: Association between soc,·o d I • h 
· · 

d 
· 

f 
. emograp 11c c aractcr1st1cs an perception o 

disease outbreak 

Variable 

Sex: 
N=290 

Male 
Fen1ale 

Ma1·ital Status: 
N = 290 
Married 
Single 

Religion: N = 289 
Christianity 

Isla1n 

Age Group: 
N = 281

< 35 )ears
> 35 1ears

Educational level: 

N=289 
Undergraduate 

Graduate 
Post graduate 

Staff Classification: 
N = 290

Ternporar}
Permanent 

Education Length 
C'{ ears of experience 

since graduation): 

N=287 
1-15 years
I 6-30 years
31-45 years

LO\V 

perception 
n (%) 

21 (36.8) 
99 (42.5) 

94 (39.8) 
26 (48.1) 

101 (42.l) 
18(36.7) 

70(42.2) 
46 (40.0) 

20 (57.1) 
94 (4l.O) 
21 (20.0) 

30 (48.4) 
90 (39.5) 

86 (40.2) 

22(40.0) 

IO (55.6) 

•\tat1 t1call) ,1�111fic.ant 

High 
perception 

11 (%� 

36 (63.2) 
134 (57.� 

142 (60.2) 
28 (51.9) 

139 (57 .9) 
31 (63.3) 

96(57.8) 
69 (60.0) 

15 (42.9) 
135 (59.0) 
20 (80.0) 

32(51.6) 
138 (60.5) 

128 (59.8) 
33 (60.0) 
8(44.4) 

I I .. 

Total 
11 (%) 

57 (100) 
233 (100) 

236 (100) 
54 ( I 00) 

240 (100) 
49(100) 

1 66(100) 
I I 5 ( I 00) 

35 (100) 
229 (! 00) 
25 (100) 

62 ( I 00) 
228 ( I 00) 

214 (100) 
55 (100) 
18 (100) 

x
2 p- value

0.60 0.44 

1.25 0.26 

0.48 0.49 

0.13 0.72 

8.31 0.02* 

1 .60 0 21 

1.66 0.44 
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4.10 Relationship between training and Respondents kno,vledge of epidemic 

preparedness 

Table 4.9 sho,vs that many of the health \VOrkers (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. 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Table 4.9: Association behveen training and kno,vledge of epidemic preparedness 
among respondents 

Poor 
Good kno,vlcdge Total Variable kno,vledgc x

2 df p- value
n (%) n (%) n (%) 

Trained 25 (75.8) 8 (24.2) 33(100) 0.0 I I 6.177 

Not 
255 (90.4) 

Trained 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 epide1nic preparedness in the last one year have a 

good (68.6%) perception of disease outbreak, con1pared to those not trained (57.3%) as 

sho\vn in table 4.10 below 
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Table 4.10: Association between training and perception of respondents to disease

outbreal<S 

Variable 

Trained 

Not 

Trained 

Total 

Poor 
Perception 

n (%) 

11 (31.4) 

109(42.7) 

120 (74.1) 

Good Perception 
n (%) 

24 (68.6) 

146 (57.3) 

170 (125.9) 

Total 
x

i 
df p- value

n (%) 

35(100) 0.2 I 1.625 

255(100) 

290 (100) 
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4.10.2 Relationship behveen the staff category and perception of respondents to disease

outbreak 

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

compared \Vith the non- clinical (adrninistrative) (33.3%) and support staff (56.8), p =0.04 as 

shov;n in Table 4 .1 l be IO\V. 
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1'ablc 4.11: 1\ssoclution IJct,,•ccn stn IT cntcgory nntl pcrccplion of rrspu111lc11ts 011 dl1;cnc.c 
outbrcnl<s 

J>oor Good 
l>crccJ)clou 011 PcrccJ)llo11 011

'1'01111 \ nrinblc ti i'lCIISC d lscn ,e XJ (If p- v11l11c
fl (0/o) Outbrcnk (.) II { b l'i.'111( 

11 (0 o) 11(uu) 
('linicnl SH (18 1) l•II (hi (1) 221J ( I 00) 0 0:7 ') 7,202 w 

N(ll\J 21(1011) 

\11ppo1 I 17 ( I 00 J 

I 01111 111.t ( I ti� I ) l.$1) (I) j I)) 24:iJ(IIIIJ) 
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4.10.3 Associntion l>ct,"ccn perception of lllscusc oulbrcnk 1111d k110,vlcdgc of cpldcn1lc 
prcpnrcdncss of hen Ith,, orkcrs 

l'ablc 4.12 sho,, s I clntionship ,, ns ulso ob!ici vctl bc1,vccn kno,vlcdl'c on cp1dc1n 1c

prc.!parc.!dncss and the pcrccp11011 of ,,01 1-.cr, on tliscu-;c 0111hrc11k-; A higher proporllon of 

th()sc ,, ho hnd poor 1-.no,, ledge ol cpidc1111c p1cp,11cd11cs, 111,o h11d p<HII pc1<.:cplio11 of dic.cac;c 

t'l1lhn:,1I-. (91 8° 0) ,,, oppo,cd 10 those \\hl, had good l-.1111,,lcdgc 1111d good pc1ccprio11 ol lhc 
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1'nblc 4.12: Associntio11 bct,,•ccn respondents' l(lto,,•lc<.lgc 011 cridcrnlc prcp11rccJ11cs11 uutl

their perception of discosc outbrcnk 

\'nrinblc 

Poor 

Perception 

of tli,l•n,c 

()utht'l':tl, 

c;ood 
pcrCl'pllon 
of di,l'll'l' 
()uth, l'lll, 

rot:il 

)>oor 
Kno,, ledge 
on l�pidc111lc 
t) rcpn rctl nc,s

ll (0/o) 

110(918) 

Gootl 

1\110\\ lctl1,tl' 011
·rotnl ,2 

r- vnlucl�pitll'IIIIC (If 
11(0'0)p.-cpn red 11c,,.

11 (0 o) 

6(51) I I Cl ( I 00) 7 •170 l () ()()(,

� c, l I 5 7 l I t,t, I lllll) 

t!(211 1J) 2H2 ( I Oil) 
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.i.11 Lo�istic regression nnulysls for 'loclo-dcniogrnphll· ch11r11clcrlsllcs 1111d hcnllh
,, orl(er's 1(110,,•lcdge 011 epidc111ic prcpnrcdncss

l'nblc 4 .13 sho,, s lhot respondents ,, ho "ere less thun J 5 )'eurc; of 11gc ,vcrc nboul 1 tunes lcc;s

lik<:I\ to ha, c good kno,, ledg<: ol epid<:1111c p1epnicd 11c-.., l:oi11p1rrct.l ll> tho1.c ,vho ,vcrc nhovc 

1 hll-.<: ,, h1, ,,c1c trained ,,c1c ahnut 2 nnd hall 1111,c� 11101c 111..l I) to h11vc 111111d �llo\vlcd1•c of 

cp1dc111i1. p1cp.11cdncs, c1,111p,11cd ,,11h th11,;c \\ho \\crc not 11,11111:d t<>I< 2 •IHO <J '('I 

•
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Tnblc 4.13: Logistic regression or socio-dc111og,·nphic ch11,·11clctii;tics nncJ rcspo11dc11 IS' 
1<110,,•lcdgc of cpillc,nic prcpn red ncss

\'nrinblc 

1\Ac ()ca,'): 
,3'i\C.1I" 

1 'i , crit, (rel) 

,1:11 itnl �t111, .. ,: 
\ tarried 

l\>c,cr 111an1ed (tel) 
I 

-
\\ orl..l•r', I n11111111,! 
I rained 

,l,t tr ,111\l'd ( rl·I) 

'ltn ff cta,,1 fic11 I ion 
I c1np. r ir,

1tio 

0 329 

) 

I 

I 

1 (ll) I

951
1/0 (.'I p-vuluc

0 112 () I('> 5

-

O O'i l • I 1,10 0.1 (JI(

' 

0871-70•10 
"()1(8 

I 0111< 1) 171(

I J

95110 ( 'onlidcrH.C l11tcrv,d
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4.12 Logistic regression nnulysls for socio-dc111ogrnphlc chnr11ctcristics 1111d hcnlth

,, orkcr's perception of lliscusc out1Jrc111< 

l'riblc 4 14 sho,, s lhnt respondents ,, ho hud post g1 nduulc degree \Vere nboul 5 tune� rnorc

ltkcl, to have good pcrccpt1011 ol d1scn-,c o11lhrc11ks lo111p111ctl to thoc;c \Vho were only

g.r;1duatcs (Oil 5 129, 9SO.·o ('I I .<150- 17 R(17) 

• 
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I 

Tnblc 4.14: Logi tic regression ofsocio-llc111ogrn1,111c ch111·ncfcrl11tic11 nud rcspo1uJc11ti;'
perception of disense outbrcuk 

Vnrlablc ()this Ila I lo 95°/o Cl p-vnluc

\\1orkt'r'" J'rnlnln�:

1 rained I 666 0. 770 1 (10(1 () , ,,�
\,,111.1111cd (1cl) I 

-
-\\ nrl,t'r', I 

Ftlucntion 
I 

t ,r.1d11.111.· 
I h�ll- 17 X<,7 

I �<l 
• 

I 
11,,,1 gr .1d11,1h:

I 
I) (J� ••

I 

•
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4.13 Qualitative study

Findings of the key informant intervie,v carried out to detennine the challenges and the
facilitating factors to adequate epidemic preparedness of public health care facilities in
Alin1osho 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 \Vhile preparing for epidemic outbreaks,

• General practice of ,vhat to be clone irnrnecliately an outbreak occurs,

• The person/ officer in charge of the preparedness response plan,

• HO\V often the epicle1nic preparedness plan is been updated,

• Those that 1nake up the epide1nic n1anage1nent cornrnittee,

• Ho,v often the Local governn1cnt area ernergency response con11nittee 1neet,

• A,ailability of funds \vhen needed,

• General use of available funds,

• General support fron1 the Ministry of Health

When asked about the Epide111ic preparedness plan on ground in case of an epidemic 

outbreak, the respondent mentioned that there \Vas al\vays a trained contact person in the 

facilit) ,vho responds pro1nptly. 

. · 
d" 1 espc,n�e through a contact person 11·ho has been traineJ a,ul ··... There 1s an u11111e 1a e r ' 

. 
· , H ·s the one ll'ho circulate.s the i11forn1at1on to the co1111111tteechosen 111 the co,1111111111/J, e 1 

h fM d. 1 Officer of �lealth of Alirnosho PHC }nn 111 er� e 1ca 

. ·k ,,her in case of 0111• 011threak and ll t' arc a/11 tn·1 tit ,if ,·rt 
.... / have a teanz that i1·e ll 01 toge . 

, II• I 11 ,on al 0171, 1i1111:. 111for111at11111 anti reod_i II e can he ca 1;;< I · 

n1t?S\a;.:es or all) other lll<'tJ/1\ {r)SNO Al11no,ho L(il 

11 been , 11·,-11/e1t,·,I 1·1<1 1t•,1 

M 1 ... I c >I flCl'f ol I lea Ith "u, ,ard ll1 hl' rn l'h,1rgl' {•I thl·
In the Local govcrnrncnt, the cc rc,1 

cp1dcrn11. pn:parcdllC'>'i rc,p< 
ti 11 •h hl' 111 ,he ,11II 11.1, pl'opk• \\11rl..111g "1th h11u 

lll'tC pl,111 C\CII Ill � 
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or her as a committee When ask d b · e a out the response plan, the health workers \Vere unable

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

" ... Here in this local governnient th d" 1 ·(fl , e me 1ca o111cer of health is in charge of the epide,ntc

preparedness plan" {Medical officer of health (MOH) Ali1nosho LG}

With regards to ho\v often the preparedness response plan is being updated, interviewee 

n1entioned it is being updated monthly which is in line \Vith the IDSR technical guideline of 

2002. 

·• ... The preparedness plan is being u11clatetl 111onthl;1 here and the disease and surveillance

not(fication ojficer is i11 charge o_( that. " MOl-1, Alin1osho LG 

Here in Ali111osho LG, the epide111ic 111anagen1en1 co1n111illee is 111ade up of seven people ll'ho 

111eet regular!;• and the;1 include. the DSNO, MOH Chief nursing officer, Chief matron, 

Supervisor;• councilor for health, Prin1ary health care coordinator and the Chairn1an of the 

LGA 

Assessing the regularity in 1neetings, ho\.\ often the co1nn1ittee 1neets to deliberate on issues 

and look for possible and lasting solutions, the MOH explained they 1neet quarterly. 

" . 1 quarterlv but 111 case of an outbreak or repartee/ cases ,nessages are sent 10
... l1 e 111ee . 

everyone ancl \\'e meet unrnecliately" MOH. 

·• • • .  \i'e are ahrays al alert in case of an; en1ergenc_r an£1 ire 1111:et at 0111• 111111! tht!rt! ,, ,1

reported cafe and reRularlJ' too·· DSNO 

. ff'. ,de; the authont1cs usuall) don ·1 h:i, c acc1..·!-, ll' lund,. a
\Vhen ,.,e talk about the issue O ,u, 

. f II c gli,crn111cn! ,uch ·1, \(. I, I \11ti 111.11.,n 11. •111�11111tll,n
l<Jt of the drug_r; g,.,cn arc free roin 1 

a-. I I IN (lnng 1,,-..t111g 111,l'll1r1dl' 111.·I-;) 1111.·lud,n� 1.·p1d1.·11111.· thcrap� J. anti 1tc1n'> ,111.:h 
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or her as a committee. When asked b tl a out 1e response plan, the health workers were unable

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

" .. . Here in this local governnient th d' 1 •(fl , e 1ne 1ca OJJICer of health is in charge of the epide1n1c

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

With regards to ho,, often the preparedness response plan is being updated, intervie\,vee 

mentioned it is being updated 1nonthly ,vhich is in line with the IDSR technical guideline of 

2002. 

·• ... The prepare,lness plan is being 11pclated 111onthlJ1 here and the disease and surveillance

nottfication o.fficer is in charge of that " MOH, Ali1nosho LG 

Here in Ali111osho LG, the epide111ic 111anage111ent con1111iltee is ,nacle up of seven people lvho 

nzeet reg11larlJ1 and they include. the DSNO, MOH. Chief n11rsing officer, Chief matron, 

S11perviso1')' councilor for health. Prinzary health care coordinator and the Chairman of the 

LG.-l. 

Assessing the regularity in 1neetings, ho,v often the co1nn1ittee rneets to deliberate on issues 

and look for possible and lasting solutions, the MOI-1 explained they meet quarterly. 

.. , 1 q ,arterly but 111 case of an 011tbreak or reported cases 111essages are sent to... ue ,nee l 

every·one and lie nzeet 11nmec/iately" MOH. 

I I ·t 1·11 case 0r an)' en1erge11C} and u·e 111eet at a111· tune there is a
·· ... lre are a u·a;·s at a e, 'J . 

reported case and regularlJ' too" OSNO 

- f � ids 1he authorilie,; u,;uall� don·1 ha,c nccc:-� Ill funJ,
\\'hen ,ve talk about the issue O ui · 

, 1. 11 the ,0,crn111c11t ,uch a,,\(' I, I \n 1 111,1l.u1.11.·\1111t'1111,1t1l'n
lot of the drugs g1\en ,ire free 101 g 

., ... ( ( IN ((1111g l,l'llllg 111\l'llll'ldl' lh'I,) lll\'l11d111� 1.·p1d1.'llll\0 the rap) J. anti 11e1nc; ..,111.:h 
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preparedness items such as Pers J p · ona rotect1ve Equipment (PPEs), and when they need more

they request from the government. 

" 
...... 111e don 't have access tofi,nds beca · · ,r I d d d 

· use n1a;or1ty o1 t 1e rugs and ite111s nee e are given

free/;1 fro,n the state govern111en1 d J · an 1ve 1ave quite a 1111n1ber 111 stock (ACT, LLIN) and 1ve 

can still request for 1nore 1vhen the need arises". MOH

There \Vere various issues they considered as challenges affecting preparation for Epidemic 

outbreak. These include paucity of inforn1ation during outbreaks and shortage of man power 

before and even \\hen the outbreak occurs. 

" ..... the greatest challenge is lack of adequate inforn1atio11 cluring outbreaks, 1ve don't get 

detailed report and there_fore that does not help us to plan 1vell Again, 1ve have shortage of 

111a11 po1rer and this is not helping us but 111e are 1vorking on ti, 111e hope to get 1nore hands 

S0011" MOI [ 

It is \\Orth 1ncntioning that the Ministry of J-lealth provides the health facilities \.vith technical 

support . 

.. . Baszcall;. J can sa;• 1ve get technical support fro1n the Afinist1;· of Health, because the)' 

provide us 11,ith trainings an,/ epide111ic preparedness equip1nent" MOH .

.. . . the }1,finisll} o f  Health gives us their fii/1 supfJort 11•hen II e ask .for it. our ,fr11gs vnd

. 1
. . d · od tilne 11hen ire need then, and 11•e ahra,� ha\\' !!11011.ch to

equ1pn1ent are de 1\'e1 e 111 RO 

rt ore ancl fall hack on later .. DSNO

4.14 Additional Findings using Key lnforn1ant Intenic"

• . 1 • 1-.c\ inforrnnnt intL'r, ic \\ ,1,11cd ahli, l' "·1, l l1111p.1rl·d tl1 thl'
·1 he rc<,ult of thc l1nd1ng'> frorn 1 ic • 

. 11.,cd n, lrilcria Ill a,,l''' thl' l'llH.'11,!l'lll� prl.'p.11l·d11l·,, l''
IIJSI{ tcch111t.al g111dcl1nc thal \\;l'i

r 111ncnt ,1111I I" ,111111111111,L·d hl•h,"
the health \\t11kcr<, 111 the lo1.:,il govc 
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IDSR recommends that there must b 
. . e an ex1st1ng local government area epidemic

manageinent committee (EMC). The EMC should comprise seven members which are the

OSNO MOH chief nursing office h' f · · · ' ' r, c 1e rnatron, supervisory councilor for health, pnmary

health care coordinator and the chainnan of the LGA. In Alin1osho, the MOH indicated that

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

ho,vever, there ,vas n o  docu1nentation to support it.

IDSR reco1nn1ends that for the n1ernbers of the LOA EMC to be co,nplete, it should con1prise 

1ne111bers of the public sector, NGOs ,vith health care activities in the area, con1munity and 

private sector but for Alin1osho LG, it only co1nprises of the public sector excluding the other 

and no supporting docu111ent (such as n1inutes of 1neeting) was seen. 

For consistency and active involve1nent in emergency preparedness, IDSR recommends that 

EMC n1eets rnonthly in the absence of epidemics. In Alimosho LG, the EMC rneeting is done 

quarterly. JDSR also reco1nmends that prepositioned emergency stock of drugs, supplies and 

n,aterials for case manage1nent of disease outbreaks 1nust be available at the LGA level. 

Upon inspection, these items (stocl-- of drugs) ,vere sighted in Alimosho LGA. 
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Table 4.15: IDSR Recommenda f 

d fi · loo an 1nd1ngs frorn the key inforntaot iotervie,v

Existence of Local Establislunent of an LGA Establish1nent of Not seen
Oovem1nent Area EMC LOA EMC 
(LGA) epide1nic 
management con1mittee 
(EMC) 

Adequacy/ 
EMC should co1nprise EMC co1nprise of Not seen

completeness of the 
1nen1bers of the public the 1ne1nbers of the me1nbers of the LGA 
sector, NGOs \vith health public but not EMC 
care activities in the area, NGOs with health 
co1n1nunity and private care activities in 
sector the area 

Regularity of 1neetings EMC lo 1neel 1nonthly in EMC 1neels Non available 
of the LGA EMC the absence of an epide111 ic quarterly 

Functionality of the EMC to 111eet n1onthly in EMC meets Non available 

con1111ittee the absence of epidemic quarterly 

E�istencc of Prepare an emergency No preparedness Non available 

e1nergency preparedness and response and response plan 

preparedness and plan 

response plan 
Availability of Seen 

Availabilit) of Availability of prepositioned (stock of 
en1ergenc) stocks of prepositioned ernergency e1nergency stocks drugs, PPEs-
drugs. supplies and stocks of drugs, supplies of drugs, supplies About 200 in 
materials for case and materials for case and materials for nun1ber) 
1nanagerncnt of managen1ent of outbreaks at case 1nanagement
outbreal-.s LOA level of outbreaks 

Non acccsc;ibilit, 
1 

Not <,een 
A\ ailability of funds A vai la bi I it) of a budget I ine of funds
for e1nergenc) response for outbreaks 

I to outbrcah.s
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Table 4.15: IDSR Recommendati d fi · on an 1nd1ngs from the key informant iotcrvie,v

Existence of Local Establishment of an LGA
Government Area EMC 

(LGA) epidemic 
1nanage1nent committee 
(EMC) 

Adequacy/ 
EMC should con1prise completeness of the 
1nen1bers of the public men1bers of the LOA 
sector, NGOs \Vith health 

EMC 
care activities in the area, 
co1nn1unity and private 
sector 

Regularity of 1neetings EMC to n1eet 1nonthly in 
of the LGA EMC the absence of an epide1n ic 

Functionality of the EMC to n1eet 111onthly in 
co1n1nittee the absence of epide1nic 

Existence of Prepare an emergency 
en1erge11C) preparedness and response 

preparedness and plan 

response plan 

Availability of Availability of 
emergenc} stocks of prepositioned e1nergency 
drugs. supplies and stocks of drugs. supplies 
materials for case and materials for case 
management of managen1ent of outbreaks at 
outbreaks LGA level 

A\ ailability of funds 
I A ,ailability of a budget line

1 

for emergency response for outbreaks
to outbreak� I 

Establish1nent of Not seen 
LGA EMC 

EMC comprise of Not seen

the 1nc1n bers of the 
public but not 
NGOs with health 
care activities in 
the area 

EMC meets Non available 

quarterly 

EMC meets Non available 

quarterly 

No preparedness Non available 
and response plan 

Availabilit) of Seen 
prepositioned (stoch. of 
e1nergency stocks drugs, PPEs-
of drugs, supplies About 200 in 
and 1naterials for number) 
case 1nanage1nent 
of outbreaks 
Non accesc;ibilit, Not ,;ccn 
of fundc; 
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4.15 Result of Health Facilities Assessment

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

po,ver supply; 26 (90.0%) had functional con11nunication syste1n; 18 (62.0%) had at least an 

an1bulance; only 4 (14.0%) had a functional record keeping syste1n; 12 (41.0%) regularly 

organize training for its health ,vorkcrs and 2 (7.0%) routinely conduct 1nonitoring and 

evaluation exercise. 
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1·:1hlt' 4.16: lnfr.t!\lrucrurl' Considerations for llc;alth Facilities in Alimosho LGA 
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I �1hll' 4.16: lnfr.1!,fr1u.·111rt• Considerations for Health Facilities in Alimosho LGA 
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o ea t fac1ht1cs 1n Ahmosho LGATable 4.17: Infrastructure assessment f h 1 b 
. . . . . 

-

Variable 
Available Needed Shortfall 

n (%) n (%) n (%) 

Po\ver supply 24 (83.0) 0 (0) 5(17.0) 

Con1munication 26 (90.0) O (0) 3 ( 1 o.O) 

Reporting 26(90.0) 0 (0) 3 ( I 0.0) 

forms 

An1bulances 18 (62.0) 7 (24.0) I (3 0) 

Consu1nables 24 (83 0) 4 (14.0) I (3 0) 

\VaterSupply 23(79.0) 4(14.0) 2(70) 

Record keeping 4 ( l 4.0) 0 (0) 25 (86.0) 

Training 12 (41.0) 17 (59.0) 0 (0) 

\it&L 2 (7 .0) 26 (90.0) I (3.0) 

Epiden11c Map O (0) 29 (100) 0 (0) 

Available and 

Nonfunctional 

n (%) 

0 (0) 

0 (0) 

0 (0) 

3 (IO 0) 

0 (0) 

0 (0) 

0 (0) 

0 (0) 

0 (0) 

0 (0) 

Total 159 (55.0) 87 (30.0} 41 (l4,0) 3 (1.0) 

Total 

n (%) 

29 (I 00) 

29 (100) 

29(100) 

29(100) 

29(100) 

29(100) 

29 (I 00) 

29 ( I 00) 

29 (I 00) 

29 (100) 

290 (100) 
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CHAPTER FIVE

DISCUSSION CONC ' LUSION AND RECOMMENDATIONS

The study findings revealed that though health workers in Alin1osho LGA had a good
perception of disease outbreaks - unders•n,1d1

·
11g I = t tat adequate preparation is critical to

1nanaging and controlling disease outbreak; they ho\.vever had a poor knowledge of epide1nic
preparedness. This i1nplies that \Vith an outbreak of disease in Ali1nosho, health workers may
not be able to n1anage and control such outbreak. In this chapter, live key study findings are
discussed: (a) perception of disease outbreak by health \.\Orkers; (b) kno\.vledge and
a,\areness of health \Yorkers: (c) level of epide1nic preparedness; (d) factors associated with

1nanage1nent of epide1n ic outbreak of diseases; and ( e) I Iealth f aci I ities assessrnent

5.1 Perception of disease outbreak by health ,vorkcrs

This study assessed health \vorkers' perception of disease outbreak, s01ne of the questions

asked include: Should health ,vorkers be adequately prepared in case an epide1nic outbreak

occurs? Is training necessary for all health ,vorkers? Is i t  necessary to have an outbreak plan? 

Should outbreak simulations occur frequent!) in the facility? 

- · 1 · d · d·cated that the health ,vorkers in Alirnosho LGA had a good fhe findings from t 11s stu y 111 r 

b k ti e'- understand that epiden1 ic preparedness is \ Cf}perception of disease out rea as 1 J ' 

important in . b k but the) have (O\\ kno\\ ledge of epidern ic controlling disease out rea 

of the health \\Orkers ha,e good perception of d,..,ea,epreparedness \,Jore than SO% 

d. th ban residential area in ('h1nh0� 1. 71n1hatn,c tt,
outbreak In a similar stud) conducte 111 e ur 

. b. I.. it \\ a, ,ho" 11 th.it about 60° o iii ht·,11lht° 11 of OISCO<;C Olli JC.l • ' -
assess health \\ orkcrs percep 10 · 

. t 1111dCr\Llnd1n� 111 �p1d�1111� 
. t"on dc1non<,lrating apprnpria c 

v.orktr'i had good pcrccp 1 

. ('111' ,1r11\ a, 200X)
. IIC'lllllll'> ,v " prcparcdrH.:'i'i and ti'> 1111P • 
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5.2 Knowledge and a,vareness f b O ealtb ,vorkcrs
Health ,vorkers play a significant rot . e in 1mplement1· 'd · . · ng ep1 em,c preparedness as 1t provides
them (health ,vorkers), individuals . . ' private and public health care institutions \.vith the
opportunity to lean1 and pre Fi pare or future outbreaks. Good knowledge of epidemic
preparedness is critical to enabling I ltl 1ea 1 \Vorkers have a better understanding and attitude
to\vards epide1n ic preparedness.

\Vith epide1nic preparedness l1ealtl k b · , 1 \vor ers are a le to del 1ver healthcare, treatrnent and
pro1npt reporting of disease outbreaks. Fol[o\ving our study in Alirnosho LGA, it \Vas

surprising to note that only fe\v health ,vorkers (1 1.3%) had a good kno..,vledge of epidernic

preparedness (as sho\vn in Table 4.6), \Vhich is belo,v expectations for health ,vorkers

responsible for epidetnic preparedness. To successfully prepare for epidernic outbreak in a

particular area, a significant nutnber of the health ,, orkers should have good knowledge of

epide1n ic preparedness, including developing plans, educating co1n1nun it ies at risk.

measuring findings, and monitoring and evaluating then1 regular!) (WI 10, 2007). However, 

the situation here sho,,ed that a significant nu1nber of the health ,vorkers in Alimosho have 

poor knO\\ ledge of epide,nic preparedness and consequently 1nay not be able to successf ull) 

prepare for epide,nic outbreak and address it. 

f ·c1 · eparedness of health ,,orkers in Alin1osho sternrned frornThe poor !,.no,, ledge o ep1 ern rc pr 

h h Ith facilities in the LGA. Results fron1 the ke) inforn1ant a real lack of preparation b) t e ea 

tllere 1
.
5 a shortfall in training for effect I\ e Lase 111anag.e1ne111 111 inter. re,, sho,vs that 

,\limo'>ho . ·1 he. [ C1A 
· I 11cct, quarterly c ,en th011ch 11)\R curdelrnl',

FMC in t\l11nos 10 r ' -

· ti 'n'- ,\ ,i111ilar ,tulh 111 l l!,1nd,1I ti er or not there ,.._ an ou )fi.:, • -
rccornrnend 111011th I) rncctlng<; \\ ic 1 

. , I I �1(' (( I>(·. 20001 \\ hill· 111 thl· a,,l·,,111t'11t ,,1. t J·1 f lt111<.:t1n11,1 �hOY..CO that 88'1/,, OI dl',tflC" l, ( 

I \1( 11111\ lllll' \\,t, llllhllPll,11 (I 'I( ll I,
0/. I ( , ... \\ilh C\l'llllV

11)",R rn ,,geria. iJIJt of the •I I ,o , 

I. Ith ,,nr'-cr, h,rd !IL'\l'l

20CJ'JJ About 'JO'¼, 111 the ic.:,i 

JI 
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preparedness. To improve the know) d e ge of health workers in preparing for and addressingdisease outbreak, health workers must b 
. . e provided \Vtth appropriate education and training on

epidemic preparedness.

5.3 Level of epidemic preparedness

Health care facility preparedness is ti b'I' r 1e a t tty o a con11nun1ty healthcare syste1n to prepare
and respond pronlptly to outbreak of any disease (National Healthcare Preparedness
Progran,s, 20 I 3). This can be achieved by planning, organi1.ing, equipping and training. This
has substantial itnplications for health ,vorkers in irnplernenting epide,nic preparedness plan.
The current attitudes to,vards epiden1ic preparedness and disease outbreak reveal that health

,vorkers ackno,, ledge the need for epide,nic preparedness but lack the adequate kno,vledge

and training. E1nergency preparedness needs to be an ongoing process in order to keep all

health \\ orkers infonned and alert, there is therefore need for training of all health workers at

all levels as this study sho,vs lack of adequate training. Only (24.2%) had ever received

training in the last one year. 

Sin,ilarly. a study conducted at Lagos State University Teaching Hospital and Lagos 

· · · H · I the kno,vledge attitude and perception of health \\Orkers onUn1verstt) Teaching osp1ta on 

I d ti t O ily 20 8% of then1 ,vere kno\vledgeable (Jzegbu et al. level of preparedness s ,owe 1a 1 

2006). 

5.4 Factors associated with the n1anagem ent of Epiden1ic outbreaks of dis<'a'l<''i

a e of ,nan po\,er ,s a li111iting fact0r to 111anag.1ng
In thrs study. \\.C found out that the short g 

. M tn of llcallh anu '1()1.lal \\ clrarc RLp1 ,rt 111
I dtcated ,n the rr11c; 'J 

ep,dcm ic outbreak<, as a c;o 111 

, •111 hc,,lth 1:icilit ,c, h,1, t' ,1 ,h11rt.1�l' l'I . I ti at ,no<.I go\ cr111111.: 
20()8 /l-�1(JJI. 2008) It I'> <,al( )t • 

,, and 70%
I. (111:\I\ �,n�) .ind th1, rl·,11lt, Ill

I Ill .. ,re pro, I{ LI.,
n:qurrcd ica l l• 

I h1."dth <,(.'(\ ll l">

drllilult\ 111 dcl,, crrng qll.i rt) ' 
• 

/8 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Apart from factors such as man power and 0ther logiStics, a\vareness of one's distinct role
and responsibility in emergency preparedness was I ·d . a so 1 enttfied as an important factor.
Gebbie et al (2014) proposed that the first step towards emergency preparedness 1s the

identification of preparedness activif . tes aod their owners. This implies that to successfully
prepare for any disease outbreak I It! , iea 1 \Yorkers n1ust understand their role and

responsibility. A study from Chin fi d a oun out that 91.8% of health ,,;orkers identified

obscurity of their roles and respons 'b · rt k · 
· 1 1 1 Y as a cy issue 111 e1nergency response (Wisner et al,

2002). 

5.5 Health facilities assessn1cnt 

All the hea l th facilities in Alin1osho local govern1nent ,vere assessed using a health faci lity 

assess1nent check list sho\vn in Tab le 4.16. The purpose of the Health Facility Assessrnent is 

to evaluate the physical assets in the health facility and provide necessary information for 

policy, planning and 1nanage1nent of hea lth sector deve lopment. 

Health facility assess1nents are designed to assist heal th systern planners/managers to

in1prove the health service delivery syste1ns by identifying health facilities v,hich do not meet

the criteria required to provide key hea lth services, types, and levels of capital investment

required. The 1-lealth Facility Assessrnent could serve as a base line asscssn1ent for rnonitoring

· · t · t tlie health sector. Typical outputs include a boo!-.. of ,naps of
and e\ aluat1011 of 1nvest1nen 111 o 

I f: · 1 ·t database a ,ned ica l equiprnent database. infrastruc turc
health fac i I ities. a he alt 1 ac1 1 Y ' 

. . t t-estirnate prograrn (I !0Lu1ni et al . 2008).
database and a capita l 1nvest1nen cos · 

k paran1eters such as po\\er suppl). reporting t0r111.
Tlie assessment \\as based on 'CY 

I n 010111torrng &. c, alu.itil,n. t·p1d,1111, 111ap.. con11nunrca 10 . 
ambulance, consurnab le. trarnrng.

record keeping and v.atcr supp ly. 
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Apart from factors such as ma n power and other lo . 

. . . . 
giShcs, a\vareness of one's distinct role

and respons1b1hty 1n emergenc y preparedness was also .
d 1 entified as an important factor.

Gebbie e t  al (2014) proposed that the first step to\v d ar s emergency preparedness is the

identification of preparedness act· .. 
1v1ties and their . . . O\vners. This implies that to successfi1lly

prepare for any disease outbreak, health \VOrkers inust understand their role and

responsibility. A study fron1 Chin fi d a oun out that 91.8% of health \vorkers identified 

obscurity of their roles and responsibilit . . Y as a key issue 111 e,nergency response (Wisner et al, 

2002). 

5.5 Health facilities asscssrncnt 

All the health facilities in Alin1osho local govern,nent \Vere assessed using a health facility 

assess1nent checklist sho\vn in Table 4.16. The purpose of the I lealth Facility Assessrnent is

to evaluate the physical assets in the health facility and provide necessary infonnation for

policy, planning and 1nanage1nent of health sector development.

Health facility assess1nents are designed to assist health syste111 planners/inanagers to

in1prove the health service delivery systen1s by identifying health facilities \,\hich do not 1neet

the criteria required to provide key health services, t) pcs, and levels of capital invest1nent

required. The Health Facility Assessment could serve as a baseline assess1nent for monitoring

and evaluation of investn1ent into the health sector. Typical outputs include a book of maps of

health facll ities, a health facility database. a 1nedical equiprnent database. infrastructure

d b 
. 1 t ent cost-estin,ate progra,n (l lozurni et al. 2008)

ata ase and a capita 1nves m · 

d , paraineters such as pO\\er �uppl,. reporting l\>r111.

1 he assess1ncnt \1.as base on "ey ' 

llc"ll·c1r1 n1on1tor1nc. ,r._ c, alu,1t1\1n. l'J'ldl·n111. 111.1p.

b 1.1 · • 11g co1nn1u1 " · 
am ulan1:c. c<>r1<:,u111a11 c, tra1111 
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Apart from factors such as ma n power and other lo · 
. . . . 

giSltcs, a\vareness of one's distinct role

and respons1b1hty 1n emergenc y preparedness \Vas also ident1·fied as an in1portant factor.

Gebbie et al (2014) proposed that the first step to\v d ar s en1ergency preparedness is the

identification of preparedness act· .. 1v1t1es and their . . 
. O\Vners. This 11nplies that to successfully

prepare for any disease outbreak, health \VOrkers inust understand their role and

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

obscurity of their roles and responsibilit a , . . 
Y s a key issue 111 ernergency response (Wisner et al, 

2002). 

5.5 Health facilities asscss1ncnt 

All the health facilities in Alin1osho local governrnent \Vere assessed using a health facility 

assess1nent checl-.list sho\vn in Table 4.16. The purpose of the Ilealth Facility Assessrnent is 

to evaluate the physical assets in the health facility and provide necessary inforrnation for

policy, planning and 1nanage1nent of health sector development.

Health facility assessn1ents are designed to assist health system planners/managers to

improve the health service delivery syste,ns by identifying health facilities \Vhich do not n1eet

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

required. The Health Facility Assess1nent could serve as a baseline assess,nent for n1onitonng

and evaluation of invest,nent into the health sector. Typical outputs include a book of maps of

health facilities, a health facility databa'>e. a ,nedical cquiprnent database. infrastructure

d b d . 1 
. t ent cost-estirnatc program (1 lozurni ct al. 2008).

ata ase an a capita 1nves 111 

. d k paraineterc; such as pO\\CI �upph. rcrort,n!!, 1\,rt11.

Tne assessrncnt \Vas base on C) • 

l·c"llOll 111onitorino &. <.:\ al11al1l,n. cp1d�·n11c n1.1p.

b bl t · ·11g con1111u1 1 " · "' 
am ulan<.:c, conc;urna c. ra1111 

record keeping and v,atc1 c;urpl).
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While Po\ver supply is mostly av .
1 bl ai a e and funcf 1 iona across the health facilities visited 't 7% of the health facilities in Alimo h d s O O not have a reliable alternative source of po\ver

supply, especially when po\ver from th . . . e national gnd 1s not available for a particular period
of ti1ne. 

More than 80% of the health facilitie · 
·t d · · . 

. · 
s vis1 e 111 Altmosho have functional corn1nun1cat1011

systen1 \Vithin their facilities 1-lealth k · I · · · · · \VOr ers 111 t 1ese fac1ltt1es have the physical ,neans to
communicate ,vith each other and to consult on difficult cases.

To effectively n1anage disease outbreak in the LGA, about 90% of the health facilities have 

reporting forms ,vhere cases are reported to the appropriate quarters for necessary action. The 

health facilities ,vith shortfall in the reporting fonns need to update the reporting fom1s to 

make the1n relevant for every case and health ,vorkers should be encouraged to ensure that 

the reporting forn1s are con1pleted and for,varcled to the appropriate authorities for necessary 

action. 

All health facilities need Ainbulances as they are useful in providing support to the team 

· 
d. tb k · a co,ninunit)' (\VI-10 2007). About 40% of the health facilitiesmanaging 1sease ou rea 111 

· , b I liave one that is not functional. ln1proving the conditions either don t have an am u ance or ' 

• 
1 t effectively managing any fonn of disease outbreak in of the a,nbulances ,viii go a ong way o 

that community 

k of drug supplies and ,naterials for case
IDSR recommends that e,nergency st0c 

II llealth facilities (ll)SR 2015). 110\,e,er. 
• 1 ble across a ' management should be avai a 

I ., that nboul J 7°o of 1he health l,11.'.!1111�·,-
1
- · 111 Al11nosho.., ,o,, ' 

a<,ses'>rnent of' the health fac, ille'i

I )rtitc(ti,c cq111p111t•111 I l'l'I l 111 tht·11
·h ac; drug, nnd pcr..,1)11;1 I 

do not ha\ c con<,urnablc'> <;UL ' 

11• 111 tltl'II lt·ntr(·, hir t·llt'lll\t' l,1'l'
I l·t\Ctllll\11111,lll\ 

centre') \1orc than 80�Q 01 ihc la1;I itic, 11 

1nanagcn1e11 I
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While Power supply is mostly available . and functional across the health facilities visited,
t 7% of the health facilities in Alimo h d s O O not have a reliable alternative source of po,.ver
supply, especially when po\ver from the t' . . na tonal gnd 1s not available for a particular period
of time. 

More than SO% of the health facilities visited in Alimosho have functional cornmunication

syste,n ,vithin their facilities Health , k · I · · · 
· vor ers 1n t 1ese fact! 1t1es have the physical means to

con1n1unicate \vith each other and to consult on difficult cases.

To effectively n1anage disease outbreak in the LGA, about 90% of the health facilities have

reporting fonns ,vhere cases are reported to the appropriate quarters for necessary action. The 

health facilities ,vith shortfall in the reporting fonns need to update the reporting forrns to 

make thern relevant for every case and health ,vorkers should be encouraged to ensure that 

the reporting forrns are con1pleted and for,varded to the appropriate authorities for necessary 

action. 

All health facilities need A,nbulances as they are useful in providing support to the team 

· c1· tb k · a co,nmunit)' (WI-10 2007). About 40% of the health facilities managing rsease ou rea 111 

· h d , I b lance or have one that is not functional. hnproving the conditionse1t er on t 1ave an am u , 

. 1 to effectively 1nanaging any fonn of disease outbreal-- 111 of the arnbulances \VIII go a ong \Vay 

that comrnunity 

stock of drug, supplies and 111atcrials for ca,e
IDSR recommends that erncrgency

11 health facihtie� (IDSR 20151 11\n,c,cr.
management should be a\ailable across a ' 

I . tlrtt rihout 17° 
o 1)f the hcalrh l,h. 1 hill''

·r . S Ill /\l11noc;hO S 10\\\ ' ' 

��cssmcnt of the health fact iuc 

, ,nnal protccti, l' cq111p111c11t tl'l'I l 111 thl'II
·h ·1s drug!i and per 

do not ha,c c.on.,urnahlc<; <;lf1,; ' 

. 1 1., 111 thrll ll'lllfl'' h•r l·lll', ti\ t' � .,,l.
. I I •c; have lnn,11111,1 i \; 

O()''' f the l,ll:I I IC centre,; �1orc than o 1•, 0 

rnanagcrncn t 
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Both the quantity and quality of wate . r are important 1n health facilities. Water quality is a key
element of infection control within h Ith e: ••• 

. ea 1acd1ttes. It is particularly important to provide
adequate water for hand \Vashing at 1 . 1 inu tip e sites in the health center (WI-IO 2007).

Ho,vever, the assessment of the health facilities in Ali1nosho reveals that 79% of the health

facilities have access to wate I · r supp Y 111 the nght quantity and quality. About 21 % of the

health facilities either do not I 1ave access to good water supply or do not have required

quantity of ,vater supply for the health facility.

Medical records are very in1po11ant 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 infonnation for public health action in \Vhich 

their prin1ary purpose is to docu1nent the assessn1ents underlying the progress of the patient's 

care and case 1nanage1nent 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 treat,nent being duplicated or 01nitted, com,nunication proble,ns among health 

,vorkers, and a failure to place on record significant observations and conclusions (Tyndall, 

2006). Froin the assessment of the health facilities in Ali,nosho, only about 14% of the health 

facilities keep patient's medical records consistent!}. More than 80% of the health facilities 

· t t 'ti, keep1·11g the ,nedical records of patients and even the available recordsare not cons1s en \VI 

are not adequate. There is a need to improve record keeping across n1ost of the health

facilities 111 \limosho 

ffi t,vel'- ,nanag111g disease outbreak� 1c; , er� 11nptH1.lnt 111 the
I raining of health ,,orkers 111 e ec J 

. () I ab )lJI 4001n of the health l'acilit,c, lrl'ljllCllth �t,nd111:1
1.:pidcrn ic preparedness process 11 \- < ( 

I rr,nnttc\ 1)1.111 .ind re,pnnd In d1,l',1,l' t111lb1�·.1l.. 111 .1

I ,. 1111 \\orkcr-. to ,c 
tra1n111g that equip<; 11.:.i 

, (,Ono nl 1hc111 need IP l'q111p thl' hl•,llth \\llll..l·,� 111
co1nn1u111t\ /\Lror,� the hc,illh l.11,;1l1l1l,,

• 
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these facilities \Vith the appropr· t . . ia e tra1n1ng for dise . 

. 
ase surveillance and monitoring including

managing outbreaks. 

Only 2 out of the 29 health facil't' . . 
1 ies in Alunosho conduct "Monitoring and Evaluation" the

perfonnance of the surveilla,1ce system. Tl . 11s is very crucial in order to improve the

effectiveness of the iinplementation of IDS . 
. . . 

R in Al11nosho as 11 1s able to identify areas that 

require strengthening and taking action.

From the assessrnent of the healtl f: ·1· · ", · ' 1 ac1 1t1es, Ep1den11c nu1p" \Vas not available across all the 

health facilities visited in the LGA. 

There is the need for all the health facilities to i1nprove the existing infrastructures within 

their facilities. While some are not available, others are either "Available and not functional" 

or have "Shortfalls" 

5.6 Predominant disease mentioned to be prone to outbreak 

Measles and Cholera \vere identified as the predo1ninant diseases prone to outbreak in

Alin1osho. About 33% of the respondents identified ,neasles as the ,najor disease prone to

outbreak. Measles is one of the Epide1nic prone diseases in the IDSR. It is almost eli,ninated

in most parts of the \Vorld. but measles outbreaks are still arnong the co1nmon epide1nics

contributing to high mortality and rnorbidity in sub-Saharan Africa especially a,nong children

\\ ith malnutrition (CDC, 2006).

\1easles 15 a vaccine preventable disease \Vith severity in under- fives \\ 1th1n the National

. ti ccine is given at 9 111onths
Programme on J1n1nun1sat1on. 1e va 

llleac le" contrc)I stratcoy that began in I QCJR int rodul.'cd I.' ,t,l' b,1,cd
f he accc le rated , , e-

L.. It Uf)Oll the al.'ulc tln,�1d p.u.1l�,1, ( \I l'l ,1ir,l·1l l,1111.l'

<,Ur\eillanc.c :H-11, 11: that \\aS 11u1 
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outbreaks continue to occur due to low iminunization coverage and gaps in surveillance
activities (WHO, 2008). 

Studies have sho\vn that in 1999 a , pprox1mately 871,000 deaths fro1n 1neasles was reported
,vorld,vide ,vhile 61 % occurred in sub-Saharan Africa. In 2004, of the 1,590 districts under

case-based surveillance, 80 (5%) reported outbreaks of 1neasles. In 2005, 4 7 (2.5%) districts

reported outbreaks of n1easles out of 1,850. In 2006, 178 (6%) of 2,923 districts also reported 

outbreaks of 111easles, ,vhich spanned across 29 countries. fhe 1nost affected countries \Vere: 

Nigeria (2,919 cases/ 18 deaths), Ethiopia ( 1,665 ca�es/0 deaths) and Tani:an ia (1,606 cases/8 

deaths) (Kebede, 20 I 0). Folio,, ing these outbreal,.s, the different countries adopted the IDSR 

strategy in strengthening con1n1unicable disease control including epidemic outbreaks. Using 

a protocol de, eloped by \Vl-10 and CDC, affected countries also assessed their national 

surveillance systen1 v,ith a vie\\ of detennining gaps in the existing surveillance system 

(Kebede. 20 I 0). 

In order to curb the outbreak of these diseases, an effective epidernic preparedness program 

n1ust be de, eloped that focuses on capturing surveillance information, clearly articulating 

action steps airned at epidernic preparedness and defining e1ncrgency response both from 

t I agencies based on the outcon1e of the disease outbreal,..oo, ernmental and non-govern1nen a , 
::, 

5.7 Limitations of the study 

. · ted v,. ith self-ad1ninistercd questionnaire a'> ,, e are
There is potential reporting bras associa 

fl cts ,, hat the health "orl,.crs actual!, do l'f ,, hat
concerned about ,vhether the responses re e . ' 

the) thin!,. is right to do as the) ten d to 0" er report '"orl,. done
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The study design used \Vas cross- t' sec 1onal and th· is type of study does not have the ability to
establish causality. It however h ti as 1e advantag f b · e o e1ng able to study a large group of
people at a single point in time and 'd 'fy 1 enti correlates and predict associations .

Respondents' unwillingness to  divul e rel . . g evant 1nformat1on and unfavorable attitude of the

respondents towards co,npleting the · . quest1onna1re ,vere so1ne of the lin1itations of the study.

\1/ e overcan1e these I itn itations by · "-
· . . 11110rn11ng the111 that 1nfonnat1011 collected will be used for

research purpose only and it ,viii be kept safe. 

5.8 Conclusion 

This study provided evidence on the perception of disease outbreak by health \,Yorkers and 

also sho,,'s the level of epide,nic preparedness of the public health facilities. Across

developing countries, epiden1ic outbreaks of various diseases have become an issue to 

consider and deal \Vith very seriously. The scope of this stud, revolved around the 

preparedness level a1nong the health care facilities, kno,vledge and perception of disease 

outbreak by health ,vorkers in Ali1nosho Local Govern1nent. In this stud), it was found that 

more than half of the health ,vorkers had a good perception of disease outbreak but onl, fe,, 

had good kno,vledge of epide1nic preparedness. Ho,vever, a significant nu1nber of health 

,,orkers ,.,.ill need lots of training and education on epide1nic preparedness. 

The level cl a1nong health \.,orkers in Ali1nosho is lo,, ,, hen
of epide1nic prepare ness

compared cl Standards reco1nmended b) IDSR. Though the)
to epideinic prepare ncss

apprecia te the need 

\1o�t of the health 

'd 
· aredness the, lack adequate kno,, ledge and training

for ep1 em1c prep, 

, f thcv are not I-no,\ lcdgcablc not,11I their r\ilc 111
\\ orh.ers are at fl'il\ 1 -

I to report 10 ;ind ,, hen Ill rcplir I. ,1nd n\k•q11,1tl'

manag.1ng <l1�cac;c outbreak. Kno,, ,ng \\ 10 

. 1 ,r,,111,l·rlt1nn,111cl' 111 till' hc,dth "'''"-c1
f - th·it ·illcct l 1c n\t: • 
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The most significant factor assoc· t d . ia e Wllh managing epidemic outbreak of disease in

Alimosho i s  the inadequate human re . sources \VJlh good knowledge of epidemic preparedness
. 

After the qualitative study was conducted . .
, it \Vas discovered that rnore health personnel are 

needed in the local governrnent. As at ti 1. f . 1e 11ne o this study, public health facilities in

Alin1osho engage the services of he Ith a assistants/volunteers to do a lot of \>vork but n1ore

specialized people like the doctors and nurses are 11eed d r , e 1or rnore severe cases.

5.9 Recomn1endations 

The follo\ving rcco1n111endations arc 111ade: 

I. Trainings on Epidernic preparedness and practices should be done for the workers

regularly including refresher training in 1nanage1nent of epidemic- prone diseases, 

prevention and control of infection for effective response to disease outbreaks in 

Ali1nosho Local Goven11nent and also in the State at large. 

2. There should be effective epide1nic rapid response tean1s at all levels \Vith adequate

preparation in case of any outbreak of disease. 

3. There should be more n1an po\ver in the local govern1nent.

E 'd · 11.,1 nent Cornn1ittee (EMC) to be fully constituted and have n1onthl)
4. p1 en, 1c 1v anage1 

and regular n1eetings.

d should be understood b) all as a

"v1orc 11nportantl). e,nergenc) prepare ness

progra1n1ne for capacit) building.
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Annex A 

Definition of Terms 

Epidemic: 

Epiden1iology: 

Surveillance: 

Monitoring: 

Evaluation: 

Annexes 

An epidemic is defined a h s t  e occurrence of a disease in a geographic

area clearly in excess f · o expected or kno\-vn rate for given area and

tin1e period. 

The study of the distribution and dctcnninants of diseases and health 

related events in hun1a11 population, and the application of the

kno,vledge for the prevention and control of health proble1ns. 

A syste1n of constant n1onitoring and \Vatchfulness over all aspect of

the occurrence and spread of diseases and the use of infonnation

gathered for the purpose of designing preventive and control measures

Is the process of n1easuring. recording and collation of infonnation on

project perfonnance on a continuous basis, to assist rnanagement in

decision 1naking.

Is the measure1nent of achie, ernent in relation to set goals for a prOJCC.t

over tirne. 

Epitlen1ic assessment: ls the gathering of infonnation on the nature. e,tent and ,au\e

• cl 
. This includes ac;�111n questions. colle1:t111g and

ol an cp1 em1c. .,. 

. . · t' 1 and u.,,ng ;ind reporting the 1nton11attlit1 11,

anal}11ng ,ntonna ,01 . ' 

. 1 t rc,pond to the cpidcrnrc proper I� It ,u1," t·r, !ht·

others 111 or, er 0 

WI . !', \\. hn'' \Vhcrc 1 \\ ht·11·1

quc.,11011, 1•1 
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Annex A 

Definition of Tern1s 

Epiden1ic: 

Epiden1iology: 

Surveillance: 

l\.Jonitoring: 

EYaluation: 

Annexes 

An epiden1ic is defined a I st 1e occurrence of a disease in a geographic

area clearly in excess f • 0 expected or kno\vn rate for given area and

tin1e period. 

The study of the distribution and detenninants of diseases and health 

related events in hu1nan population, and the application of the 

kno\vledge for the prevention and control of health problems. 

A syste1n of constant 1nonitoring and \Vatchfulness over all aspect of 

the occurrence and spread of diseases and the use of infonnation 

gathered for the purpose of designing preventive and control measures 

ls the process of 1neasuring, recording and collation of information on

project performance on a continuous basis. to assist 1nanagement in

decision making. 

Is the measure1nent of achieve1nent in relation to set goals for a project

over time. 

Epidemic assessment: Is the gathering of information on the nature, e\.tent and cau-.e

d . Tl i'> includes asking quec;tionc;, collecting. nnd

of an cp1 em1c. 1 � 

. · t and u,1nc. and repor1111g the 111ll1r111nt11111 tt,

anal1,11n!,! ,nforrna ion.• . � 

I •r to rc,11n1HI tn the cp1dc1111c p1 npl'I h

other'> 111 or< t.: 

v,, I t'> \\'hn, \\ hcrl'' \\hen'

q11c<ot111ll'-
,,1 
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Acri"e Surveillance: Surveillance where public health officers seek report in the 

surveillance system on a regular basis, rather than waiting for 

the reports to be subn1itted at the discretion of the participating

facilities. 
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Annex B 

Alert and epidemic thresholds of epidemic prone diseases 

SIN Disease Alert Threshold Epiden1ic Threshold 

1 YellO\V Fever If a single case is suspected If a single case is confirmed 

2 Measles 5 or 1nore suspected cases 3 or 1nore 1neasles IgM+ confirmed 

reported fron1 a district/ health cases in a district/ health facility in 

facility in a 111011th a n1onth 

3 Viral If a single case is suspected If a single case is confirined 
Haen1orrhagic 
Fever (Lassa 
Fever) 

4 Cholera 5 or 1nore suspected cases Doubling of cases per week 

reported fro1n a district/ health 

faci I ity in a 111011th 
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Annex C 

State Disease Surveillance and Response Comn1ittce (DSRC) Membership/ Composition

The DSRC shall be composed of: 

>- Honorable Co1nmissioner for health 

> Director PHC/Public Health

} Director Hospital Services 

} Director of Phannaceutical Services 

,. Director of Nursing Services 

,.. Director of Medical Laboratory Services 

,. State Epiderniologist 

. 

> Representative of partner agencies
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Annex D 

Distribution of respondents in all the Public health facilities in Alio1osho LGA

Location of public health 
Facilities 

Abaranje 

Aboru 

Agbado 

Agbelekale 

Agodo 

Akinogun 

Akinyele 

Ako,vonjo 

Amikonle 

A)obo lpaja 

Egan 

Ejigbo Road 

Elf foundation 

Eyin Adegbite 

Ido,vu Egba 

Igando 

Jjegun 

lkotun lgando 

!sher lgando

lshen 

lshen Osun 

Kokumo 

Liasu Road 

�1eran 

� 1osun Ol-.unola 

fJgbomoshotedo 

Oke Odo 

Okcrube 

Ori sum bare 

---

fotal 

-

No of Respondents (n) Percentage(%) 

10 3.4 

10 3.4 

6 2.1 

10 3.4 

10 3.4 

3 1 .0 

7 2.4 

IS 5.2 

6 21 

8 2.8 

10 3.4 

8 2.8 

13 4.5 

10 3.4 

7 2.4 

12 4.1 

12 4. I

IS 5.2 

10 3.4 

13 4.5 

13 4.5 

IO 34 

10 3.4 

12 41 

15 'i ., . -

10 1 4 

10 ;4 

5 17 

10 1 ., 

290 tllll 
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IDSR Core Indicators 

6. l

6.2 

6.3 

6.4 

6.5 

6.6 

6.7 

6.8 

6.9 

Routine reporting (IDSR 002 
,

003 fon11s) 

Reporting outbrea�s from the
LGA to the National level

Case- based reporting 

Case- based data analysis 

Data analysis 

Laborator) support 

Outbreak response 

Case fatality rate- CFR 

Attack rate 

Proportion of health facilities submitting weekly or 

1nonthly surveillance reports on time to the LOA 

Proportion of reported outbreaks of epide,nic prone 

diseases notified to the next higher level \\ ithin 2 days 

of surpassing the epidetnic threshold 

Proportion of cases of diseases targeted for 

eli1nination/eradication and any other diseases of 

public health iinportance, which were reported using 

case-based fonns or line list 

Proportion or reports of investigated outbreaks that 

include analyzed case- based data 

Proportion of health facilitics/LGAs that have current 

trend analysis (line graphs) for selected priority 

diseases 

Proportion of reported outbreaks of epidetn ic prone 

diseases that occurred in the past year ½ ith laboratory 

confirrnation of results 

Proportion of con finned outbreak\\ ith appropriate and 

ti1nely response (48- 72 hours) at the LGA level during 

the last 12 1nonths 

Number of deaths 
X I OO% 

N111nber of cases 

Total nu,nber of cases 
X I OO% 

Total 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 \Vas designed to assess epidcrnic preparedness of public healthcare 

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

Local Govcrnrnenl Area. It contains five sections; 

• 

• 

• 

• 

• 

A - Socio-dernographic data, 

B - Occupational data, 

C - KnO\\ ledge of healthcare ,vorker to,vards cpidernic preparedness, 

D- Perception to,vards epidernic preparedness,

E- Practice .

Please ans,,er all questions as honestl) as you can, all your responses ,viii be made

confidential and" e ,viii protect any infonnation you gi\'e us to the best of our abilit).

Hov,ever, this study is entirely voluntar), you have no risk or an) forrn of

·r do not ,vant to participate. Please in order to be sure that )OU

disadvantage I you 

II ted to take part in the study voluntaril), kind I) sign your signature rn
actua y accep 

the space provided.

Thank you for granting 1our audience

Date 

102 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



APPENDIX I 

QUESTIONNAIRE 

PERCEPTION OF DISEASE OUTBREAK BY HEALTH WORKERS AND LEVEL 

OF EPIDEMIC PREPAREDNESS OF PUBLIC HEALTH FACILI1'IES IN 

ALIMOSHO LOCAL GOVERNMENT AREA, LAGOS 

Dear Respondents, 

This questionnaire \vas designed to assess epiden1ic preparedness of public healthcare 

facilities and perception of disease outbreak by health care \Vorkers in Alin1osho 

Local Governn1ent Arca. It contains five sections; 

• 

• 

• 

• 

• 

A - Socio-de1nographic data, 

B - Occupational data, 

C - Kno,, ledge of healthcare ,vorkcr to,vards epide1nic preparedness, 

D - Perception to,,·ards epidernic preparedness, 

E- Practice .

Please ans, ... er all questions as honest I} as you can, all )Our responses ,, ill be 1nade

confidential and" e ,, ill protect any infonnation you give us to the best of our ability.

Ho,\ever. this stud} is entirely voluntary, you have no risk or any fonn of

disadvantage if )Oll do not ,vant to participate. Please in order to be sure that )OU

II t d to take part in the study voluntaril). kind I} sign your signature 111
actua y accep e 

the space provided.

Thank 'ou for granting ) our audience .
• 

[)ate 
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SECTION 1- Background Information 

Date ................................... , .......... .

Serial Number ...................................... .

I Age (in years) ................................... ....... . 

2. Se:-..

l. Male

3. Marital status

l. Single (never n1arried)

2. Married

3 Separated 

-t Divorced

5 \\' idO\\ ed 

Religion 

\. C'hristianit)

�- ls lain 

3. ·rraditional

D 

D 

D 

D 

D 

D 

D 

D 

D 

-l. Others (please specify ...................... ..

5. Ethnicity

D 1 Yoruba

2 lgbo D 

3 llauc;a LJ 

4 <)the rs ( plc,1c;c c;pci..:il))
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6. Highest level of education attained

I. Senior secondary school leaving certificate o 
2. School of Nursing o 
3. Bachelor's degree (BSc) 0 
4. Registered Nurse (RN) O 
5. Master's degree 0 
6. Doctorate degree (PhD)

0 
7. Others (please specify) ............................................. . 

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

Section 2- Occupational profile 

8. What category of staff are you?

I. Clinical

2. Administrative

3. Support services

9 t rnporar) or pennanent staff'?
Are \-OU a e 

-

1. Temporar)

-, Permanent
-· 

I 0. Occupation of respondent:

t Doc. tor 

2 Nurse 

I Q,1 

D 

D 

D 

D 
D 

0 

0 

[l
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4. Community health officers

5. Community health extension \VOrkers

6. Auxilliary nurse

7. Others (please specify) ............................................ .

D 

D 

D 

11. Ho\v long have you been a health \\.Orker? ..................................... .

12. Have you ever received any training on cpidc1n1c preparedness in the past I 2months?
I. Yes

2. No

D 

D 

13. If )CS to question 12. 'ipcc1f)

-- - - --

SIN Na,nc of Progra1n111c ( rraining) Date and Duration of Prograrnmc 

• I

4 

. •

..

• please specif) the most recent tra1n1ng in ro,\ I abo, e

. d'> .... , 1· I., ,, h) \\ ere ) ou not tra1nc .......... .. ·············· 14. If ,'jo to qucs 1011 -· 

I)- 11, a nicrnber ofan, professional associat1on(s)'>,\re you currcn _ , • 

I '{es 

2 No 

D 
D 

16 If Yes to question 15. \\h1ch ac-,c;oc1:1t1on(s) 

•••• 

• • • • • • • • • • •
• • • •

•• 

10'> 
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Section 3- Kno,,•Iedge of Epide mic preparedness

17. What does the tern1 • epidem. ic preparedness' mean to you
•••••••••••••••••••••• •••••••••••••••••••••••••••• ••••••••••••••• ••••••••••••••••••••••••••• ••••••••••••••••••••••••••••••••••••••••••••••......................... •••••••••••••••••••••••••••••••• 

...... ·················· •••••••••••••••••••••••••••••••

..... ' ................. ' ... . •••••••••••••••••••••••••••••••••••••••••••••••••••••

..... ' .............. . 

18. What do you understand by 'disease outbrea"-,
·········································· ···························································································· ... 
········································· ································································································· 

... ' ...... ' ........................... . I o o o • • o o o o o • o o o o o • • • o • • ' o • • • • o • I O o • • • • 

19. What are the diseases prone to outbrcal-.s in lhis local govcrn,nenl?

--

••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••

················································································ ·························································· 

...................................................................... ' ...... . 

20. 110\\ I Not Averagely Very Extrerncly 
,vould vou rate l-.no,, lechreablc "-no\\ ledgcablc "-nov, lcdgcable l-.no," ledecable 
your "-no,\. ledge 
of case 
reoortrng? 

21 HO\\ \,ot J ll'>t Satisfactor. Ver\. 0ood I l· xccllent . ., 
,, ould vou rate I satisfactorv 

• 

vour abilit, to 

I
. . 

rnanagt: cases of 
epidemic 
outbreaks? -

\\'hat are the case definition of these lollo\\ rng di.,casc, during an outbrca"-: 

'teas les ... ........ .......... . .. . . .. . . .. .... ... .. .. . .... . ... . . .. . . .. . . � . . . .. .. .. ..... .. 

. . . . .... . . . . . . . . . . . . . . . . . . . .. .. . . .... .... ······ .. ..
..

.
.. 

.

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

2 Ycllo,, fc\'cr 
. .
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3. Cholera ......... .. • • • • • • • • • • •• •• • • • . . . . . . . •••••••••••••••••••••••••••••• • ' . . ................................................. .

•• • • • • • • • • • • • • • • • • • • •• .. . . . . . . . . . •••••••••••••••••••••••••  

•• • • • • • • • • • • • • . . . .. ' ......... . 

.......... ' ...... . 

•••••••••••••••••••••••••••• 

4. Lassa fever

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

•• • • • • • • • • • • • 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ' ...

•••••••••••••••••••••••••• ......................... . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ' ......... ' ...................
...... .

······························· 
•••••••••••••• . . . . . . . . . . . . . . . . . . . . . . . . . . . ' .... ' ..... . 

················· ............................... 

23. Ho\v is 1neasles reported?

. ' ........................ .

. . . . . . . . .. . .. . . . . . . . . . . . . . . . . . . . . ' ............. .

...................................................... . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ' ........................ ' ................... .

• • • • • • • • • • • o • • o O • • • 0 0 • 0 • 0 0 0 0 0 • 0 • • • 0 • • • • • • • • • • • • I • • • ........... ' ........... ' ..................... . 

24. Who do you report to in case of an outbreak?

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

. , ...................................... , .............................. .

'.!5. \Vhere do you get your vaccines? ............................................................. .. 

26. Do you ha've a public health laboratory in Ali1nosho Local Governn,ent Area?

l. Yes

2 No 

D 

D 

27. Ha\e you ever recei\ed training on infection control"

I Yes 

2. >..;o

D 

D 

28 If yes. \vhat ,ear? ........... . ..... . ..

29. \1/hcre \vas the training done" . .  .. . . . . . . . ..

30. What v..as the duration of' the training'? .

31. If more than one tra1111ng, plca,c ,pi.:clf) the 11111,1 ll'l'Cnt
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Section 4- perception of disease outbreak

Strongly Agree Unsure Disagree Strongly 
Agree disagree 

32. I do not need to kno\.v

about epidemic 

preparedness 

33. Health \.Yorkers should

be adequately prepared 

in case an epidemic 

outbreak occurs 

34. Epidetnic preparedness

is for selected health

\\orkers in the hospital

35. Potential hazards likely

to cause outbreal-.s

should be identified and

dealt \\ ith

36. Training is necessary

for all health ,, orkers

3 7. Do you think it is 

necessary to have an 

outbreak plan? 

38 The outbreal-. plan needs 

to be regularly updated

39. ()utbreaks are unlikely

I
10 happen in our facilit)

I 
I I 40 Case management 
I 

during an outbreak t'- I I 
for doctors and nurse-,

I onl) ,._ l - -- , .  
L..------� 

-
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UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



41. Outbreak simulations

should occur frequently

in the facility 

42. Contingency stock for

outbreak should be

available in your Local

Government Area? 

Section 5- practice of cpidcn1ic preparedness 

Yes No Don't know 

43. Are there adequate and skilled 1nan
po\vers in your facility?

44. If yes.

I. HO\\ 1nany are skilled?

45. Is there any epiden1ic preparedness Yes No Don't know 
ongoing training?

46. If )CS. Once a month, once in 3months, once in 
6n1onths, once a year, 

I . Ho\v often? 0-1, 2-5, n1ore than Stirnes 
? In the last I 21nonths ho\v n1any
-· 

ti1nes have you had the training? 

4 7. Is the epide1nic plan periodically Yes No Don't kno,, 

updated? 

48. If ye�. hO\\ often? Once a n1onth, ponce in Jmonths, once 
in 6n1onths, once a year 
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APPENDIX II

PERCEPTION OF DISEASE OUTBREAK BY HEALTH WORKERS AND LEVEL 

OF EPIDEMIC PREPAREDNESS OF PUBLIC I-lEALTI-1 FACILITIES IN 

ALIMOSHO LOCAL GOVERNMENT AREA, LAGOS 

A key informant intervie,v questions for the: 

Disease surveillance and notification oflicer (DSNO) and Medical oflicer of health (MOI I) 

to assess level of cpiden1ic preparedness in Alin1osho local govcrn1nent area, Lagos 

state. 

\. What epide,nic preparedness plan do you have on ground in case of an epidernic 

outbreah. 

........................ ' .. ' ................... . ······················································ . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

2. \Vho is in charge of this epideniic preparedness respon5e plan?

. . . . . ' ... ' ...................... . o o o o t ' o • o O o o o o • • o o o • o o • o o o O o o o o o o • 0 0 o o o O O o I • o o o • • o o o o o o O o O o o o o o • • • o o o ' o o o O o o o o 0 ................. 

HO\\ often is this epidern ic preparedness response plan been updated?
3. 

············ 

.. ' . . . . . . . .. . . -. . . .. . . .. . . . . . . . . . . . . . ......... . . ' ......... ' . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . .................. . 

!--Jo\\ rnan) people cons istlrnake up your eptdem ic manage1nent con11n ittce
4. 

. . . . -. . . . . . . .. . . . .. . . . -.. . . . ...
.. ... . ······· 
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5. How often do the members of the local 
. government area e1nergency response 

committee meet? 

•• • • • • • • • • • • • • • . . ............ ' ......... . •••••••••••••••• ................... . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

6. How available are the funds \vhen needed?

...................... . . . ....................... ' ...............................
................. .

. . . . . . . . . . . . ' . . . . . . . . . . . . . . . . 

7. 1-lo,v are the available funds been used?

' ······························································ .............. ' ..................................... ' ... ' . . . . . . . . . 

8. What are the challenges you face ,vhile preparing for epide1nic outbreak

·················· ·· ········································ ······
·········· ··············· ········ ··· ····· ··········· ···

··········· 

9. What is the first thing an health \vorker should do in case of an epide1nic outbreak

················ ········
··································

·································· · ··
······································· 

Io \\'hat support do you have fro1n the ministr) of health

. . . . . . . . . . . . . . . . . . . . . . . .. . . . . .. . . . ............. ' . . . . . . . . . . . . .. . .............. " . .. . . . . . . . . . . . . . . . . . .
. . . . . . . . . . . . . . . . . 

JI. Ho,\ can the min1<;tr) of health .,upport \.OUT cffi.,rt,'1

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

1 11 
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APPENDIX III

PERCEPTION OF DISEASE OUTBREAK BY HEALTH WORKERS AND LEVELOF EPIDEMIC PREPAREDNESS OF PUBLIC HEALTJI FACILITIES IN
ALIMOSHO LOCAL GOVERNI\-IENT AREA, LAGOS

A ,, orkplace checklist to assess the level of epidemic prepared nes!i and a, ailable
infrac;tructure for outbreak contain,nenl in Alintosho J,ocal Go'\-ernntcnl Arca in LagosState 

Follov. ing a best practice stud) of c1nc1genc) preparedness of outhrcaks, the I edcral Ministry
of f�ealth developed a National Polic) on Integrated l)rsca\e �urvcillancc and flcspon<,c
(IDSR), \\. ith specific guideline�/ criteria to asse!>s the erncrgcnc) preparedness of outbreaks
across the countr, 

•

The IDSR guidelines ,, JII be u�ed to nssess the emcrgcnc) preparedness of outbreaks in 

Alin,osho Local Go, crnn1ent Arca rhc gu1del111e/ reco1n1ncndations include. 

. · · · · , !; . , , · ·.··. '.I.·; · · .. ; ."./· .. < . t . , \ Study findings
. • _ .... ii. IDSR recomni

_
endations . ( at Alimosho Criteria .. · .-. :¥ .•.. -If- .. • .. ;· ._'. . :.. -.·:.' · ·'. :LGA,., ,. _j ., .: • "ijk;li;I ... •.;.l . a J, � •. • '  •-.1,_·� � •,:•... . ... 

Exi�tence of Local 

Go\ ernn11!nt ,\rea( LC11\) ['<;tablislunent of an l G \ 

I cpiden1 ic 1nanagc1nent [ \1('

I con1mittce(E.\IC) 
--

I E:\.1(' should cornpnsc 

,ncnibcrs of the pub I ic 
,\dequac:I con1plctcnc-;� 

-,cc tor. NCiOs \\ ith health 
of the rnenibers ol the care acti\ 1t1c, 111 the nrca. 
LG,\ E�1C 

Clllllllllllll() .ind pr \ate 

' sector 
-

Lxr�tence of I (11\ Fc;tabli\hrnenl of I U1\ 

epidemic rapid rc�ponsc cpidc1n1c rapid rc�ponsc 

tC,lltl tean1 

I I J 

; Any ' : supporting,. d · ocument

I 

I -

L 

i 
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Criteria 

Adequacy/ completeness 

of members of the LGA 

epidemic rapid response 

Regularity of n1eet ings 

of the LGA EtvtC 

Functionality of the 

con1n1 ittee 

Existence of e1nergenc) 

preparedness and 

response plan 

Training on epiden1ic

response lDSR 

1-\\ailabilitr of • 

emcrgenc) stocks of

drugs. supplies and

materials for case

management of 
� 

outbreaks 

t\, atlabtl1t:, of -.,upplle..,

for collec11ng and

transporting laborator)

spccrnicnc; an outbreah.c;

1------

;\\atlahrlrl} flf '>landard

proccJure ti,r procuring

IDSR recommendations

Men1bers of the team 
include Medical officer of 
health/ PI-IC coordinator '
Laboratory technician, 
co1nn1unity health officers, 
Environ111ental health 

officer, National prograrn on 
• • • 

1n11nun1zalton ,nanagers, 

1nonitoring and evaluation/ 

Disease surveillance and 

notification oflicer 

Ef\tC to 1neet monthly in the 

absence of an epidcrnic 

El'vtC to ,neet n1onthly in the 

absence of epiden1ic 

Prepare an e1nergency 

preparedness and response 

plan 

60% health care ,vorh.ers

should be trained on disease

surveillance at LGA level

A\ ai la bi I ity of prepositioned

e1ncrgenc) stocks of drugs.

supplies and 111aterials for

case manage1nent of

outbreaks at LGA level

+ 

,\ vailabtlit) of supplies for

collecting and tran'>port1ng

laborat<ir) c;peci,nen in

outbrcah.'>(t1a1t,port n1edia

fi.ir <;too I. appropr rate

c(1lle1..t1on ,natcrial-; li1r

hlnnd, '>p11tu1n ,ind

c.crchr11,p111al l1111d I

1\ �,11l.1htl1I\ nl ,I I\ 11lll'l1

I .,1,11111,,rd prnll•d11rc 1111

I l l 

Study findings 
at Alimosho 
LGA 

Any 
supporting 
document 
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• • 
Cr1ter1a 

stocks of vaccines in the 

event of an outbreak 

A vai la bi I ity of resources 

for transportation in 

outbreaks 

Available 

con11nunication tnethods 

used in the LOA ,vhen 

there are outbreaks 

Availability of funds for 
ernergency response to 

outbreal-.s 

lDSR recommendations 

procuring stocks of vaccines 

in the event of an outbreak 

Availability of travel 

arrangements for getting to 

and from the site of 

investigation 

Availability of 
co1n1nunication links 
bet\,een investigation tearn, 
LOA and the co111n1un ity 

A,ailabilit) of a budget line 
for outbrenl-.s 

Laboratory support in Avnilabilit) of laboratory 
the LGA for support in the LGA for 

confinnation of confinnation of pathogens in 

Study findings 
at Alimosbo 
LGA 

Any 
supporting 
docun1cnt 

pathogens in epidern ics epiden,�1 i:_cs::_ _____ _JL__ _____ __!.. _____ _,
L..'... _ _.::::. __ __.:.. ___ ___._�-

NAl\'lE OF PUBLIC HEALTH CARE FACILITY

• • • • • • • • • • • • • • • • •• 

•• • • • • • • •• 

•• • • • • • • • • • • • • • • • • • • • • • • • • • • • ••••••••••••••••••••••••••••••••••••••
•• • • • • • • • • • • • • • • • • • • • • • • •• 

DATE .......................... 
. 

0 I O O O o O o o O o O o o o o o 

• •••••••••••••••••••••••••••••••••••••••• 

<;J(��\TlRE ...................
............. . •••••••••••••••••••••••••••••••••••••••••
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APPENDIX IV 

1�1-RCf'l'l ll)'\i <)F l)lSEASF OUTBREAK BY HEAL Tl-I WORKERS AND LEVEL OF EPIDEMIC PREPAREDNESS OF PUBLIC 

llE,-\L TH FACILll'IES IN ALIMOSJIO LOCAL GOVERNMENT AREA, LAGOS 

ll� \l l'll F \C ILITIES \�SESS,VlFl'\T CHECKLIST 

l'ublt 
lle�,lt 
f3c1l1 
\ t-.ir .. 

\ 

it! 

-
\ lnfra,t Con111,uni

ructure cation 

I 
L - .-� ----------\ t,-.'ru 

\ ,o'�,3 - Jll -r
\ !!bt: 

-

rt!kalc: 

\nod - 0

--
\kin ,gun 

� 

I-� 

,\kin ,c:h: ' 

\ ko,, t
- -

, onJO 

• 
<\ ITI I ,onlc:--1 _ 

I 

Reporting Antbula 
forn1s nces 

-

Consuma Water Record Training Monitoring Situation Epidemic 
blcs supply keeping & Analysis Map 

Evaluation 
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{Tut)\ic 
1 l ll':llt 1t 

I-acilit,
,,,,h,, 

,-. 
lgan 

f 1 1gh,, 

lnf1·n,t 
ructurc 

- . >- -

lf';\J;\ 

-

R,,.,d t· 
.

-• 
-- + --l-li 

t1,,n 

('01un1uni 

cation 

� 

-� 

1,,unJ. 

E, 1n 
" --.__ - -�-

\J.:!!I:'> It.:
- --� 

. ld,.l'' u l· g.ba 

lg:inJ.: )-

h.:�un 

(kl'tUn 

Iv.ind, --

I-,.-� 

_l 
) 

1-.ht!TI 

. ��a�l 
' 

b,hcr1 

I 
1-.hcr 1 < >sun I 
Koku mo t 
I 1.1 ')U Road 

-- 1 

- -

I 

llcporting An1bula Consuma Water Record Training Monitoring Situation Epidemic 

forn,s nccs blcs supply keeping & Analysis Map 

Evaluation 
- -

--

.-
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Pull lie I 
l\ealth 
},' :\Cl li r. � -

\, l,t,l, 1pa_i., 

l:�an 

-
lnfr:,,t 
ru'"t u rl'

l-1: 11�h'-' Rl,.1,l t . . -
I" 

l If

1 1,,unJ.,u,,11 .. 
I [�Ill 

-\d.:�b1t..:
ld0,, u l�gba 

l�.inJo

IJe!!UO 

lkotun 

1£..indo � -

--r 

t-- -

' 

� 
-

l 
I -
. 13her, lgando 

h,hcr1 l I 

(. ·011111111ni llcporting 
'"·'t,011 t'orn1s 

� � 

... -

- ---
-- -- --

l - -

I -

-

I 

t
-

I -

-t
-

l.'>hcn (J..,un -t -T ___ _+ t
--

Kol,,umo 

;. 

I 1a-.u Koad 

I t+- -

� -1 � 

A111bula Consuma Water Record Training Monitoring Situation Epidemic 
nccs bles supply keeping & Analysis Map 

Evaluation 
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- -
l�uhlic
1 \c:llth
Facili" 

1 lnfra,t Co111n1uni

ruct II r1.• cation

l -
, \t.!1ran 

, \, ,un 

-t--_
I l ·k_u ,,,,\a

I l) .::h-.,n\\,:-h 
)

l 1 cJl, 
()\...c ()Jl, 

� l )k..:-ruh�

-
--

-

: l )r1,;un1 h.ir .:

I 
l --

' 

I 
I 

l ·  - f-un.;uonal

--

-

-

---

N Needed 

\f ,\\ail.ihh: and Functional 

-
llcporting An1bula 

forn1s nccs 

- -

A - Available 

...., \ ,1r, C>F Pl BLIC 1-IEAL TH CAllE FACILITY 

Consuma Water Record Training 

bles supply keeping 

S - Shortfall NA - Not Available 

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

·r· F-l),\ . ........................................................................................ . 

"I < • "- \ f I; ll 1-: ........................................................................ 
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OR A ADEOOKUN 

P�Q< D �.A OKE 

• • 

APPENDIX V 

• 

lAGOS STAn lffllVUSITY TUCRIIG HOSPITll., IIEJA 
• vB AK 'IJOB E.J , ,GO!! 1-"1 B 210C5. TEL 04-4710670

IVWW •J t ""1 I d1ct@lz.suth.org 
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Pl'"'l C r 1 ITL' � µIDlM1r �II[ Pf, �1101;[ �s vr ;u1,Ut ''"'' LI It ::Joo, I ,,,:J. II I 
�flif!P�JC•r10F OISFASf OllTS�[/\K bf •li,",11,i iJl�rl''uRi(C�� IU •.11,10,H:> ... :,L 
i.OVt�f��l r*,H A5'EA U\50S ;TAiE
�[F ..... o. Lit;C/11/06i,;O 
�Rl'ICl't.! ;ri ,[ $11;:if. ror.: fCc.\OIIJ 'OLUL;JP, M.'.'T U�llll YO 
.,or-nr �: L'"PT or f'UB!IC HttlTII, Ul\!''tRS'ff C'f lltAO,V-1 
C,_ I( l" !'[ lie PT ('.If V/ILIC IIPPllr II 11011. 20/Ci,/, \ 
t·l\,f r,, �iFliOv<1t u�,(11,2nn

1� • .._ •n1orm ,•cu , 1.,i the r ��•1c1rn1 , 

�re·"' t"' l�e <.. �n .. c•1l fonr,> Jfl\'til ��:11er·t,

If b••d (1('• lf'I lht I 
• "' 

1 1' C•lllC'f .,J=l'11{1C1:.1 f r,.f._ IT ,1• ,1

l.:'" .. •c:;;ls t •. •·1.: b�c·'l "'"·•· · .•10 I ,i'ld ... ,t:>.f!r'lNJ r ,, '""' M,·?ltt. r. ..... �.:,;11

'"JI 1f""l:'f"'I• v: I �")t,.ff11 

I ' 
I I • , 

1r.t• ; •1'.)· •1b1
1:t·1 '·' , •• 1 .. 1"1'1P, a" J rt I,!'' ,,(ti,• l.r'l !.,, 1 1 r ,

, .. JI ,r .. ol ·J !h(' l:'"1i" .. ,.,. �·0'1 t•(·I I)� t•\lc.t 1U.Jh:d ) d:-••,1jv �V.=i lat:.:� hi LI

" ,.,.,- r 
Ir'( r!Ai:UNAL �OOf ,:OR :i[A:.lM 'ltS�1,nc� ;lN9 fl�,r�t\"l'T'"\' l\ .. £P' , .. ' 

qEO:J1r.zs �::,u re c•Jr.:PL� \V111. 4�� 1r1�i1TU, .. )l'IAL GU?Drl!,,,� "":• 

;.:!D ;-r::utATICr!� :.i D \Vlltl TLfE TE'l:ET� C·' THE (,:,,,� l�"�l1l•!'. 

;::•.s, r.11.G THAT All Au'.'tRS( EVEtUS J\Rl AfPC;R:fu !'l(!)M�II � .,, '" 

l'Rf(. 1\0 CHAflG�, Al'.£ :'(l'i�.11TTEC 1M Tli£ klS(t.f!Cil VJl11 r:L' 'f-', • 
_r�;,;.1,µi_ G'l ::�r� lf,t;Vril �/\�f:>' IN C'lrC•J:vlS1'J\'.J:,..·.,. C�t.,.:. '"' '  

·.:CQ .. ,, ,. ,_� . ... r�� -:;r:JFS 74� r:,�:.4i , J cu:,
1cuC" CJ'i.·li·:..,, . 

(•\,,, r r ;_,. , �' rt ;: fr �VrrHC'J'7 PJF VIOLl; IJ,-:I• 'f 1'.:1:. -

11'1 ,.,,,,, 

. . ' 
.. . 

I 1 II 

I

' 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT




