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ABSTRACT 

Background: Public health surveillance is the ongoing systematic collection, analysis, and 

interpretation of health data. Integrated Disease Surveillance and Response is now a part of Health 

Management Information System which comprises databases, personnel including Health professionals, 

and materials that are organized to collect the data that will be utilized for planning and informed 

decision making. Though strong surveillance system relies on good practices health care providers, 

though the surveillance system relies on health workers, evidence on NDS practice and associated 

factors among health care workers in low-income countries like Ethiopia is very limited.  

Objective: To assess notifiable disease surveillance practice and associated factors among health 

workers in Harari region.  

Methods and materials:  A cross sectional study design was used among randomly selected 428 health 

workers in selected health facilities from April 1-15, 2017.Data were collected using structured pretested 

self-administered questionnaire. Descriptive statistics was used to describe the data using frequencies, 

proportions, and numerical summary measures   bivariate logistic regression analysis was used to assess 

the association between outcome variable and each explanatory variables. Data was analyzed using 

Statistical Packages for Social Sciences (SPSS) version 23 and level of significance was at p ≤ 0.05.   

Result 

Notifiable disease surveillance was practiced by 46 %, 95%CI: (41%, 50%) of health workers. Being 

knowledgeable about Notifiable Disease Surveillance [(AOR=2.02; 95% CI: (1.21-3.38)], Training on 

Notifiable Disease Surveillance [(AOR=8.56; 95% CI :( 4.24-17.26)], and availability of reporting 

format of Notifiable Disease Surveillance [(AOR=4.41; 95% CI:  (2.54-7.66)] were significantly 

associated with notifiable disease surveillance practice among health workers. 

Conclusion 

In conclusion, about half of the respondents working in Harari region have no notifiable disease 

reporting practice. The main factors associated with non-reporting practice of notifiable disease 

surveillance were knowledge about notifiable disease surveillance, training and availability of reporting 

format. It is recommended that Harari regional health bureau should provide training and avail reporting 

format for facilities to strengthen notifiable disease surveillance practice. 

Key words: Notifiable Disease Surveillance, Harari, Health workers 
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1. INTRODUCTION 

 1.1. Background 

Public health surveillance is the ongoing systematic collection, analysis, and interpretation of 

health data. It includes the timely dissemination of the resulting information to those who need 

them for action. Surveillance is also essential for planning, implementation, and evaluation of 

public health practice. Several types of surveillance are used in national programs. IDSR 

promotes rational use of resources by integrating and streamlining common surveillance 

activities (WHO, 2010). 

International Health Regulation enforced all member countries including Ethiopia to notify: 

Smallpox, poliomyelitis due to wild type polio virus, human influenza caused by a new sub 

type, and SARS and also events of potential international public health concern like cholera, 

plague, yellow fever, VHF and other diseases that have special national concern and diseases 

which have unknown cause and source (EHNRI., 2012). 

In Ethiopia, there are 21 nationally notifiable diseases. These diseases are reported on weekly 

and immediately (within 30 minutes of identification) basis. Weekly reportable diseases are 

reported to the respective health department through weekly reporting forms and immediately 

reportable diseases are reported through case based reporting forms. The compiled reports are 

reported to the respective health department through telephone communication, mail and 

reporting formats. Disease surveillance and reporting in Ethiopia starts from community level 

in this regard health posts are the main source of surveillance information. The health post 

compile surveillance information in standard forms, analyzed and then forwarded to the next 

district health office, then the district level compile, aggregate and send the data to 

zone/regional state health offices, from which central level (Ethiopian Public Health Institute) 

receives. At all level data analysis, interpretation and dissemination of this data for those who 

needs it is expected to be done. For identification and detection of cases standard and 

community case definition is used (EHNRI, 2012). 
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A literature review conducted in Africa including Ethiopia on challenges with the 

implementation of an Integrated Disease Surveillance and Response (IDSR) system indicate 

maintaining adequate reporting forms at all levels was a major challenge for case notification 

in addition the study showed limited means of communication repeatedly compromised data 

transmission and processing at all levels in Ethiopia. As well as the study identified lack of 

skilled personnel, poor understanding of the use of surveillance data and shortages of basic 

equipment such as calculators, computers and respective software was the reason for limited 

data analysis. The literature review showed appropriate analysis was significantly associated 

with the in-service training of surveillance staff in Mozambique. Trend analysis varied 

depending on the disease but was more frequently available for malaria in Ghana amongst 

other countries (CDC, 2003). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 
 

3 
 

 

 1.2. Statement of the Problem 

Effective communicable disease control relies on effective response systems and effective 

response systems rely on effective disease surveillance, a notifiable disease surveillance is one 

for which regular, frequent, and timely information regarding individual cases requires for the 

prevention and control of the disease (Doyle et al., 2002).  

Integrated Disease Surveillance and Response (IDSR) is now a part of Health Management 

Information System (HMIS) which comprises databases, personnel including Health 

professionals, and materials that are organized to collect data whose information are then 

utilized for planning and informed decision making. However, one of the challenges facing the 

smooth implementation of the IDSR programme is the issue of Reporting which is often 

incomplete, and untimely, a problem traceable to the level of Practice towards the programme. 

The need to ensure functional and effective integrated disease surveillance system thus justifies 

assessment of the Practice of Health professionals towards Integrated Disease Surveillance and 

Response (Victor Chibueze, 2012). 

The Public health emergency management system has some areas for improvement, including 

the multi-sectoral coordination apart from food security. Delays in sharing reports or notifying 

reportable diseases need to be improved. At Woreda level the capacity for preparedness is 

limited due to lack of clear planning and insufficient budget allocated for emergencies. 

Communication is still a challenge, particularly in most remote districts which tend to also be 

the mostly affected Woredas in emergencies. The lack of transport resources in most Woredas 

limits the response capacity for emergencies (HSTP, 2015). 
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 The collected information is used for monitoring trends, program planning, evaluation, policy 

development, research, and monitoring the effectiveness of prevention and control activities. 

It also serves to protect the public‘s health by ensuring the proper identification and follow-up 

of cases and helping to improve health department distribution of limited resources for targeted 

investigations and interventions. Completeness and timeliness of reporting is one measure of 

surveillance performance. Poor reporting completeness indicate the presence of under 

reporting of disease in the region. Therefore, in this reporting completeness, it is difficult to 

detect outbreaks early, trends cannot be accurately monitored and prevention and control 

measure cannot be taken on time. Healthcare providers are the main source of surveillance   

information regarding  outbreak detection  and  reporting,  for  the  reason  of  that  standard  

and  community  case  definition  is designed for them to report disease and condition to 

respective health departments  (i.e.; woreda, zone,  region  and  federal). (EHNRI, 2012). 

A notifiable disease surveillance is one for which regular, frequent and timely information 

regarding individual cases require for the prevention and control of the disease. Just like a 

developing nations, in Ethiopia, there are a number of challenges that hindering the full 

implementation the IDSR programme. Harari region, occupied by many problems on the 

effective response system regarding NDS practice. 

In this region, in general all aspects of NDS activities are at low level. Completeness and 

timeliness are among the major indicators on IDSR activities .However in this region, the level 

of IDSR completeness was very poor and also there was a big difference NDS practice between 

private and public health facilities. Based on the report which was released from the Harari 

region health bureau PHEM Case team (Harari RHB PHEM Report, 2016). 
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1.3. Significance of the Study 

This study will determine the current status of Notifiable Disease Surveillance practice and 

reporting and also will identify associated factors of health worker that affecting the 

implementation of notifiable disease surveillance and reporting in Harari region. The primary 

beneficiary of this research will be regional health bureau, hospitals, Health centers, Health 

posts and Private clinics. The findings from this study will be used to improve the effectiveness 

of notifiable disease surveillance and reporting activities in the region. In addition, it will 

provided a useful inputs for improving detection of unusual occurrence of diseases, monitoring 

trends and utilizing these information for action in the region. 

Furthermore, the finding will be also used a bases for additional trainings for health 

professionals based on the recommendations of the study which will improve the capacity of 

the health workers in the smooth implementation the NDS and reporting system in the region 

.finally, this research paper will be used as a reference materials for those who will be engaged 

on research in this study content. 

 

    1.4 Objective  

       1.4.1. General Objective 

 To assess notifiable disease surveillance practice and associated factors among health 

workers in Harari region.  

     1.4.2. Specific Objectives 

 To determine the level of notifiable disease surveillance practice and reporting among 

health workers. 

  To identify factors associated with notifiable disease surveillance practice among health 

workers. 
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2. LITERATURE REVIEW 

2.1. Notifiable disease surveillance practice among health workers. 

A study was conducted in Puna, India in 2015. A total participant of 194 and 189 health 

workers who diagnosed dengue and tuberculosis respectively, only 101 and 103 of them were 

reporting these mandatory reportable diseases. Municipal Corporation this study also showed 

that 96% agreed that the involvement of private practitioners was important to improve urban 

health. The other finding was 71 of respondents reports had been approached by a state disease 

control program 67were agreed to participates (Revati K. Phalkey et al, 2015). 

A study conducted in Taiwan about Practice on NDS diagnosed reportable communicable 

diseases, showed that the majority (83.5%) of the participants had a reporting experience by 

using fax (64.5%) as a dominant method of reporting. On the other hand 17.5% had not a 

reporting practices and difficulties of the reporting procedure (31.1%), they did not want to 

violate the patient’s privacy (32.8%) and the lack of knowledge (29%) as were considered as 

a reasons for not reporting (Hsiu-Fen Tan et al., 2009). 

A study made on Iranian general physicians the majority (88%) of the participants stated that 

they had never reported a notifiable disease. Due to the lack of knowledge and time. They 

suggested that appointing a person other than them as well as simplifying the method of report 

as recommendations (Al-Laham et al., 2001). 

The study made in Enugu state Nigeria, in 2103, on the practice of NDS on both public and 

private health facilities showed that 85%bof the public health workers had practiced NDS of 

which 33% of them had willingly and 79.2% of them regularly reported but only 14.6% of 

them received feedback. On the other hand, 40% of the private health workers had reported 

NDS of which 33.3% had willingly and 79.2% had regularly reported and 33.3% of them 

received feedback (Elias et al, 2016).  
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2.2. Factors Associated with   NDS Practice among Health Workers. 

      2.2.1. Knowledge about NDS practice and reporting 

The study made in Germany physicians in 2005. About the knowledge of NDS practiced 

showed that the majority (86.5%) of the doctors did not know the case definitions and 75.2% 

of them had desire to know the definition (Gérard Krause et al., 2005). 

The study conducted in Washington DC America in 2000.The research on the awareness of 

the practice of NDS in Washington health workers identified that 55% of the physicians and 

63% of the registered nurses had the knowledge of reporting practiced (Allen CJ & Ferson MJ, 

2000). 

 The study made in Enugu state Nigeria in 2013.On the knowledge of disease surveillance and 

notification on both public and private health facilities showed that 67.5% public health 

workers had heard of IDSR of which 50% of them had the correct definition where as 57.5% 

of the private health workers had heard of IDSR and 70% of them knew the correct definition 

of IDSR57.5% of the public health workers had the knowledge of the reported diseases and 

60% knew where to report, on the other hand ,26% of the private health workers had the 

knowledge of the reported diseases and 28.8% knew where to report (Elias et al, 2016). 
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  2.2.2. Attitude towards NDS practice and reporting  

The study made in Taiwan private health facility doctors in 2009.On the reasons for not 

reporting NDS were identified three major reasons, which were difficulties of reporting 

procedures, the lack of knowledge about the reportable diseases and affecting patient- doctors 

relationships.65% of the non-reporting doctors were recommended a simplified reporting 

methods and incentives will increase their willingness of reporting (Hsiu-Fen Tan et al., 2009). 

Another study conducted in America among general practitioners' in 2009.To assess attitude 

of health workers knowledge and practice of reporting NDS in America showed that the 

majority of the respondents were not feeling comfortable to report (notify) without 

confirmation and leave to the laboratory because they assume it affects doctor-patient 

relationship, and that there is need for financial or other incentives (Allen CJ & Ferson MJ, 

2000). 

Another descriptive cross sectional study conducted working as General Practitioners 

conducted in Karachi, Pakistan in 2014. On Karachi, Pakistan about the attitudes towards on 

the practice of NDS and identified that 79% of the respondents did not know the reporting 

process (system) and 91% of them were agreed on their responsibility to report. Some of the 

suggestion given by the doctors to improve the NDS practices were simplifying procedure, 

giving incentives and penalties for not reporting (Farah A. Mansuri et al, 2014). 
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        2.2.3. Logistics related factors about NDS Practice and reporting  

A cross sectional study conducted in the south western states of Nigeria to find out the effect 

of logistics on the reporting practice of NDS. This study identified lack of office (57.1%) for 

the surveillance units, (77.2%) inadequate transport and (81%) lack of funding as a major 

factors for the poor performance surveillance activities. In addition, the inadequacy of 

reporting forms and stationeries as reported by 52.4% of the respondents was significantly 

associated with non-reporting of outbreaks. (Bawa et al., 2003). 

The study conducted in south western Nigeria on the logistic challenges on the outbreak 

detection and reporting activities in 2013.Poor logistic support was one of the major factor that 

affecting practice of NDS. In addition the poor knowledge of the surveillance officer was also 

another factor for the poor performance of NDS reporting practices. The local government 

made a penalty rule for not reporting but not improving the reporting activities. As a 

recommendation, monitoring and evaluation of the activities of NDS officers will improve the 

process. (Dairo et al., 2010). 

A study was made in Enugu Nigeria, 2013.On the factors responsible for the practice of NDS 

for both public and private health facilities. This study identified attending training on IDSR 

and supply of IDSR forms were the major factors on NDS practice only 15% of public and 

88% of private health workers had received training on IDSR. 67.5% of public and 11.3% of 

private health facilities had a regular supply of IDSR forms. The main factor for regular 

reporting practice in the area was supervision (Elias et al, 2016). 
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Figure 1. Conceptual framework of Notifiable disease surveillance Practice in Harari, 

Ethiopia, 2017. 

Source:-This conceptual frame work was developed after different literatures are reviewed and 

the factors found by different literatures are summarized here to show their relationship. 
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3. METHODS AND MATERIALS 

3.1. Study Area and Period 

This study was conducted in Harari region .Harari is one of the most popular historical town 

in the Eastern part of Ethiopia at distance of 515KM south east of Addis Ababa and surrounded 

by Woredas of Oromia region. Harari lies 51 kilometers to the south east of Diredawa. It is 

located in the eastern wall of the Great Rift Valley looking over the vast Danakil desert to the 

north, the cattle rich savannahs to the south and fertile lands of the Harar Mountains to the east. 

It lies between two rivers, tributaries of the Erer, on the southern edge of a vast plateau. The 

surrounding mountains divide the Great Rift Valley from the plains of the Ogden. The climate 

of the State is one of the most pleasant in the country. The State's size is estimated at 340 

square kilometers. According to the 2007 census result the population was 232,000. The 

percentage share of males and females was 50% each. The urban residents of the State were 

150,800 while its rural inhabitants were 81,200. This State is the only member state of FDRE 

where the majority of its population lives in urban area. (Ethiopian Government Portal, 2017). 

The average temperature of the city between 17.1°C-20.2°C per year. The coolest season 

(18.7°C) which is between June-September, coincides with heavy rains accompanied   by 

storms and strong electrical discharges. The average annual intensity of precipitation is about 

750-1,000 mm. The mean amount of rainfall over three years as registered 10years ago was 

1,509 mm.  

The State does not have administrative zones. It has 9 Woredas, six in urban and 3 in rural. 

The total number of kebeles in the city are 19, while the rural part of the State has 17 farmers 

of associations. The health service coverage is 100%. There are 7 Hospitals (2military, 2 

private, 1 Non-Governmental and 2 Public), 8 health centers and 32 Health Post and 40 private 

clinics in the region. This study was conducted from April 1-15, 2017(HRHB, 2016). 

 

 

http://www.ethiopia.gov.et/
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3.2. Study Design  

 A quantitative cross-sectional study design was used. 

3.3. Source Population 

 All health workers working in public and private health facilities in Harari regional 

state. 

3.4. Study population 

 All randomly selected Health Workers working in selected Public and Private Health 

facilities in Harari region. 

3.5. Inclusion   and   Exclusion  

3.5.1. Inclusion Criteria: Health workers working at the selected Private and public 

health facilities in Harari region.  

3.5.2. Exclusion Criteria: -Health workers who were not working in health care 

facility. Like NGO, health bureau, university and college teachers who were not 

involved in clinical service were excluded. 

    3.6. Sampling and Sample Size determination 

For the first objective, the sample size was determined by using single population 

proportion formula (Fisher’s formula) with the following assumption:  

 n = (Z α/ 2)² P (1−P)        

     d² 

n= z2pq/d2 where: n = the required calculated as sample size, z=standard normal deviate 

at 95% confidence interval=1.96, p= proportion of respondents, q = 1-p proportion                

d = precision level 5%=0.05.  10% for non-response  

Prevalence of NDS Practice P=0.839. (Hsiu-Fen Tan et al., 2009)     

 n= z2pq/d2   = 1.96x1.96x0.839x (1-0.839)   =207 

                                  0.05x0.05 

 Then, 207 x 0.1 for non-response yielded 228 sample size for the first objective 

Therefore, the required Sample size for the first objective was 228 
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Sample size determination for the second objective: 

Double population proportion formula was used to determine the sample size for the 

factors associated with NDS Practice.  Using the StatCalc of Epi Info statistical software 

version 7.1.5.2 with the following assumptions: 

 80 % power  

 95 confidence level and 

 Unexposed to expose ratio almost equals to 1  

 Variables that has an association of  practice were calculated  

Table 1: Sample size determination for factors associated with NDS practice in 

Harari, Ethiopia, 2017. 

Variables           Magnitude of NDS sample size Reference 

Exposed Unexposed 

Knowledge 57.5 42.5 374 (Elias et al, 2016). 

Attitude 57 43 428 ( Farah A. Mansuri et al, 2014) 

Logistics  57 43 428  (Bawa et al., 2003). 

 

Since the sample size for the second objective was higher than the first objective, 428 was the 

final sample size. 

3.7. Sampling Procedures 

A stratified sampling method was used and the number of health facilities and proportional 

allocation for health workers were selected. List of all health facilities and health workers along 

with their respective health workers number were listed. Finally, health worker was selected 

using proportional allocation sampling methods from each selected health facilities.  

Harari regional state had about 1500 health workers in 87 health facilities. From these health 

facilities 45 of them were governmental whereas the remaining 42 were private health 

facilities. From the governmental health facilities, there were 4 hospitals in the region, 2 of 

them public hospitals and the other 2 were military hospitals .For my study these 4 hospitals 

were stratified by public and military and then randomly one hospital was selected from each. 

In the case of private hospital from those two hospitals randomly selected one hospital. In the 

region there were 32 health posts 28 of them were rural and the rest were urban. From the 28 
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rural health posts 15 health post were selected by using simple random sampling method and 

from urban health posts all were included. There were 8 health centers, 4 in urban and the rest 

in rural, these 8 health centers were stratified by urban and rural and then 2health centers from 

each were selected by using simple random sampling (SRS). From 40 private clinics by using 

SRS methods, 10 private clinics were selected in general 36 health facilities selected by using 

SRS methods and 428health workers were selected proportionality simple random sampling 

technique used. Hamline Fistula, non-governmental hospital was not included in this study 

because the service providing more focusing area on fistula which was irrelevant to my study 

(Table2) (HRHB, 2016). 

  Table 2: Health Facility Sampling technique in Harari Region, Ethiopia, 2017 

Total Health 

Facility 

Selected Health 

facility 

Total number  

of Health 

worker 

proportional 

allocation 

Selected  H.W 

proportional 

allocation 

Gov’t  Hosp 02 Hiwot Fana Hosp 381 0.418 179 

Private Hosp 02 General Hosp 70 0.077 33 

Military Hosp 02 Police Hosp 80 0.087 37 

Urban  H.C 04 Arategna HC 40 0.044 19 

Amirnur HC 40 0.044 19 

Rural H.C  04 Sofi HC 40 0.044 19 

Hassengey HC  40 0.044 19 

Urban  H.P 04 Aboker HP 10 0.011 5 

Hakim HP 18 0.019 8 

Shenkore HP 15 0.016 7 

Abadir HP 15 0.016 7 

Rural  H.P 08 4Direteyara HP 16 0.017 8 

Rural  H.P 08 5Erer HP 16 0.017 8 

 Rural  H.P 12 6Sofi HP 20 0.022 10 

Private clinic 40 10 Private clinics  110 0.12 50 

Total HF 87 Total selected 36 911 1 428 

Source: - Harari RHB Human Resource Department, 2016. 
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The sample size was determined by selecting 428 health workers from each selected health 

facility of human resource department by using stratification methods (stratified by profession) 

and population proportion. Hiwot Fana specialized university hospital had a total of 381 health 

professionals. There were179 health workers were stratified by profession, there were 

30Doctors, 2 Health officers, 17 Pharmacists, 17 Laboratory technologists, 111Nurses, and 1 

Environmental health and 1Health management information system worker and then 179 

health workers were selected based on the proportional allocation. General hospital had a total 

of 70 health professionals. There were 33health workers were stratified by profession, there 

were: - 1Doctor, 2 Pharmacists, 4 Laboratory technicians, 24 Nurses, 1 Env’tal health worker 

and 1HMIS worker and Then 33 health workers were selected based on the proportional 

allocation. Police hospital had a total of 80 health professionals. There were 37 health workers 

were stratified by profession, there were:-2Doctors, 3 Health officers, 3 Pharmacy technicians, 

2 Laboratory technicians, 25 Nurses, 1 Env’tal health worker and 1HMIS worker and then 37 

health workers were selected based on the proportional allocation The other selected health 

facilities (health centers, health posts and private Clinics) were also selected after stratification 

by using the same methods and process as the above (Harari RHB Human Resource, 2016).   
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Figure 2. Schematic presentation of Harari Region health workers sampling technique, 2017. 

 

   Stratified by profession and Population proportion 
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3.8. Data Collection Method  

The data were collected using self-administered structured pretested questionnaires. The 

questionnaire was pretested on a sample of respondents, who were comparable to the sample 

of the respondents but not part of it, before applying to the study populations. The pretest was 

conducted in Jugel hospital. One supervisor was recruited for supervising data collection 

process and 4 BSc holders were used as data collectors from Haramaya University staffs the 

information was primarily collected from head of health facility and then selected health 

workers by using structured questionnaire about notifiable disease surveillance Practice. 

Participants of the study were questioned on socio demographic questions including age, work 

experience, level of education and employment and they were also asked knowledge on the 

purpose of disease surveillance, disease under notification, reporting route, reporting 

periodicity, reporting formats and timeliness and completeness of their data. In addition, 

observation on the availability of facility record and to check timeliness and completeness were 

used. 

3.9. Study Variables  

    3.9.1. Dependent Variable:  

    Notifiable disease surveillance practice individual level 

  3.9.2. Independent Variables:  

 Socio-demographic variables included in the study were age, educational status, type of 

profession and work experience. 

 Knowledge, Attitude and Training. 

 Availability of resource basic materials Reporting Format, Computer, Stationary and 

Telephone 
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3.10. Operational Definitions 

NDS Practice:  is the process of reporting identified Weekly reportable disease report every  

week (EHNRI, 2012). 

Good knowledge: a respondent has good knowledge level when his or her total knowledge 

Questions are ≥ mean of the cumulative knowledge scores (Calistus Masika Wanjala, 2014). 

Poor knowledge: a respondent has poor knowledge level when his or her total knowledge 

Questions are below mean of the cumulative knowledge scores (Calistus Masika Wanjala, 

2014). 

Good Attitude:  a respondent has good perception when his or her total score on attitude 

Questions are ≥ mean of the cumulative scores on attitude towards practice of NDS. (Calistus 

Masika Wanjala, 2014). 

Poor Attitude:  a respondent has poor perception when his or her total attitude Questions are 

below mean of the cumulative scores on attitude towards practice of NDS (Calistus Masika 

Wanjala, 2014). 

Reporting route:  defined as exchanging surveillance reports or information within health 

facility, woreda, regional health bureau and federal level Reporting periodicity: defined as 

immediately and weekly (EHNRI, 2012). 

Weekly Reportable diseases:  Reporting of the total number of cases and deaths seen within a 

week (Monday to Sunday) and reported to the next level (i.e. health facilities to woreda 

reported every Monday, woreda to region every Wednesday and region to EPHI/PHEM every 

Thursday) (EHNRI, 2012). 
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3.11. Data Quality Control 

 Data collectors were trained how to take information through the questionnaire as well as the 

significance of the study. To make sure the quality, reliability and accuracy of the collected 

data, regular supervision was made during data collection process. Data were cleaned and 

checked for inconsistencies and missing values. 

The questionnaire was pretested with a similar study population in hospitals and health centers 

a week before deployment for data collection which helped to make final modifications of the 

questionnaire. A short briefing was given to the informants before the questionnaires were 

distributed, to make sure the respondents were understood what the researcher wanted to 

investigate. Completeness and legibility of the questionnaires filled by the informants was 

checked on the spot, after that the researcher had carefully entered and analyzed the collected 

data.   

3.12. Data processing and Analysis  

All the collected data were checked for inconsistency missing value and completeness and 

entered onto Epi data version 3.02. And exported to SPSS for windows version 23 computer 

Software for analysis. First, proportion along with the corresponding confidence interval and 

frequencies were  done to describe the data  Bivariable  logistic regression  analyses    were 

done to see the association between each dependent  variable  and the outcome variable 

Variables with their p-value ≤ 0.2  during bivariable analyses  were entered in to the final  

Multivariable model  to control for all possible confounders. Multicollinearity was checked 

using the value of standard error and variables the value greater than 2 were dropped from 

analysis.   Model fitness was checked by using Hosmer and Lemeshow model fit test and the 

p-value greater than 0.05 was considered to declare the model fitness. Odds ratio along with 

95% confidence interval were estimated to measure the strength of the association between 

outcome variable and the explanatory variables. Level of statistical significance was declared 

at p-value ≤ 0.05. The results were displayed using tables and figures. 
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Knowledge level good or poor 

In order to find out whether the individual respondent has a good knowledge or not, I used six 

questions related to the knowledge of NDS and each individual respondent was replaying 

(responded) to six questions. Those respondents who got half and above half questions correctly 

which were grouped under the good knowledge category and those sored below half grouped as 

poor knowledge category. 

Attitude level good or poor 

I used eight questions and each question was concerning about attitudes of individual respondent 

towards to the implementation of NDS Practice .The respondent who agreed (supported) half and 

above questions grouped under the good attitude category whereas the respondent who 

agree(supported) below the half question grouped as poor attitude category towards NDS Practice. 

Practice of NDS 

Have you ever reported a weekly reportable diseases to the concerned body was asked to each 

individual respondent to identify whether he/she had a reporting practice or not. Those respondents 

who said yes had a reporting practice and those who said no to the question had not practicing 

NDS. 

3.13. Ethical Considerations 

The ethical approval and clearance was obtained from Institutional Health Research Ethical 

Review Committee of the College of Health and Medical Sciences, Haramaya University 

(IHRERC), Permission was also obtained from the concerned bodies of Harari Regional Health 

Bureau and from district health offices. An informed written and signed consent was obtained 

from every study participant before inclusion into the study by explaining the objective of the 

research. Privacy and confidentiality was ensured by not writing the name of respondents on 

the questionnaire. The risk of participating in this study was very minimal, but only taking few 

minutes from working hours. There would not be any direct payment for participating in the 

study. But the findings from this research may will be important information for the local health 

planners. 

 



 
 

21 
 

 

4. RESULT 

4.1. Socio-demographic characteristics of the respondents 

Four  hundred  and  twenty eight questionnaires  were administered  and  four  hundred  and  

twenty  four were completed and returned with a response rate of 99%.  

The socio-demographic characteristics of the study participants are summarized in Table 4. 

From the total respondents most of the respondents 247 (58.3%) were between the ages of 18 

and 27 years. The mean age of respondent was 28.33±7.023 and the majority of respondents 

210 (49.5%) were BSc degree holders. Most of the respondents 349(83%) were Working full 

time and only 17(4%) of respondents were free service (unemployed) (Table 3). 
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Table 3: Socio demographic characteristics of respondents on NDS practice in 
Harari region Ethiopia, 2017 

Variables (n = 424) Category Frequency  Percent 

Age   18-27 247 58.3 

28-37 136 32.1 

38-47 27 6.4 

48-57 11 2.6 

58-67 3 0.7 

   

 Educational status Certificate  17  4 

Diploma  165 38.9 

Degree (BSc)  210 49.5 

Second Degree (MSc) 32 7.5  

 Profession Health Extension worker 49 11.6 

HMIS Officer 12 2.8 

Nurse  227 53.5 

Lab. Technician or 

Technologist 
32 7.5 

Environmental health 4 0.9 

Pharmacist or druggist 37 8.7 

Health officer 17 4 

Physician  46 10.8 

currently working area Adult OPD  149  35.1 

Under 5 OPD 25 5.9 

MCH 46 10.8 

Medical Ward 46 10.8 

Pediatric Ward 34 8 

HMIS Officer 10 2.4 

PHEM Officer 4 0.9 

Others mention 110 25.9 

Work experience  less than 1 year   95 22.4 

1-5 year  173 40.8 

6-10 years  80  18.9 

above 10 year  76 17.9 

Employment status   Working full time   349 82.3 

Working part time  58 13.7 

Free service (unemployed)  17 4 
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4.2. Knowledge level of respondent on notifiable disease surveillance 

Below half of  the  respondents  indicated  that  they  knew the definition of IDSR is178 (42%), 

and they know immediately reportable disease is 238 (56.1%), about half of  the respondents 

203 (47.9%)  were  aware  of  disease  reporting forms and 220(51.9 %) of respondents they 

know reporting procedure. In general 57.3%, 95%CI: (53, 62) of respondents had good 

knowledge about notifiable disease surveillance. (Table 4). 

Table 4: Knowledge level of respondents on NDS among Health Workers in 
Harari region Ethiopia, 2017 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

 

 

 

                       Variables   Knowledge of NDS 
   Response Number Percent 
Do you Know definition of IDSR Yes 178 42 

No 246 58 
Number of immediately NDS is 13 Yes 186 43.9 

No 238 56.1 
All ND are Non Communicable Disease Yes 149 35.1 

No 275 64.9 

Do you Know Report Format Yes 203 47.9 
No 221 52.1 

Do you Know ND in the Country Yes 196 46.2 
No 228 53.8 

Do you know reporting procedure 
                                                        

Yes 220 51.9 
No 
 

204 
 

48.1 

Knowledge  level                                                                  
Good 
Poor 

243 
181 

57.3 
42.7 
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4.3.     Attitude of respondents towards notifiable disease surveillance 

The majority of the respondents 334 (78.8%) responded NDS useful to detect epidemics and 

234(55.2%) of respondents ND Diagnosis is difficulty to confirm and 347(81.8%) of 

respondent reporting of ND is public health responsibility of health worker. In general 86.3%, 

95% CI: (83.5, 89) of health workers had good attitude towards notifiable disease surveillance 

(Table 5). 

 

Table 5: Attitude of respondents towards NDS among Health Workers in 
Harari region Ethiopia, 2017 

                       Variables  Attitude of NDS 

   Response Number Percent 
NDS is use full to detect epidemics Yes 334 78.8 

No 90 21.2 

Reporting ND is important to unusual occurrence 
of disease 

Yes 332 78.3 
No 92 21.7 

Reporting ND is public health responsibility of HW Yes 347 81.8 
No 77 18.2 

How do you feel NDS in general Convenient 239 56.4 
Not convenient 185 43.6 

Reporting ND is time consumer  not done by HW Yes 145 34.2 
No 279 65.8 

Diagnosis  is difficulty to confirm Yes 234 55.2 

No 190 44.8 

If you are very busy would you  report NDS Yes 244 57.5 
No 180 42.4 

Reporting procedure is difficulty task for HW 
 

Yes 165 38.9 
No 259 

 
61.1 

Attitude level 
Good 
Poor 

366 
58 

86.3 
13.7 
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4.4. Practice of respondents on notifiable disease surveillance 

Notifiable disease surveillance was practiced by 46%, 95%CI: (41, 50) of health workers. 

Below half of the respondents had reported immediately reportable disease 176(41.6%), but in 

weekly reportable disease had reported 196(46.3%), though more than half of the private health 

facility respondents (75%) indicated that their institution did not also report disease.  Even with 

those institutions that reported disease, the reporting methods Only 20(10.3%) of respondents 

used electronics methods and 173(80%) of respondents used manual methods. (Table 6). 

 

 Table 6: NDS practice among Health Workers in Harari region Ethiopia, 2017 

 

Variables 
  

Response 
  

     Frequency 
  
Number Percent 

Do you report immediately 
reportable disease N=424 

yes 176 41.6 
no 248 58.4 

Do you Report NDS weekly 
N=424 

yes 196 46.3 
no 228 53.7 

For whom you report N=196 

Medical director 27 13.8 

Surveillance officer 38 19.4 
Woreda health office 71 36.2 
Regional health bureau 23 11.7 
EPHI 2 1 

next higher level 35 17.9 

Methods of reporting N=196 Fax 3 1.5 

  Internet 4 2 

   Reporting sheet 167 85.2 
  Telephone 13 6.6 
  others mention 9 4.6 

When do you report  N=196 

Monday 103 52.6 
Tuesday 4 2 
Wednesday 3 1.5 
Friday 75 38.3 
other 11 5.6 
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4.5. Factors of notifiable disease surveillance practice   

Based on the results of bivariable analysis educational status of  the respondent  [(COR =2.03, 

95% CI: (1.37-3.0)], good knowledge about NDS Practice  [(COR=3.28, 95%CI: (2.18 -4.94)] 

Training about Notifiable disease surveillance [(COR= 12.72;  95%CI: (6.91-23.42)], Report 

format [(COR=8;95%CI:(5.18-12.45)], having stationary materials [(COR= 1.9; 95% 

CI:(1.29-2.84)], having Telephone [(COR=1.84;95%CI:(1.24-2.73)] and Employment 

Status[(COR=1.85;95%CI: (1.09-3.13)]. The above seven variables were associated the NDS 

practice (Table 7). 

The final model was constructed by using enter binary logistic regression method and three 

variables which had shown statistically significant association during multivariate analysis 

Knowledge, Training and Reporting format with notifiable disease surveillance practice. good 

knowledge about NDS [(AOR=2.02; 95% CI:(1.21-3.38)] Respondents who had good 

knowledge were 2times more likely to be practice on NDS compared to who had poor 

knowledge, Training [(AOR=8.56; 95% CI:(4.24-17.26)] Respondents who had training were 

8.5 times more likely to be practice on NDS  compared to those who had not. And Reporting 

format [(AOR=4.41; 95% CI:(2.54-7.66)]  Respondents had reporting format were 4.4 times 

more likely to be practice on NDS compared to who have not reporting format ,The above 

three variables had significantly association with  practice of NDS (Table 7) 
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Table 7: Results of Bivariate and Multivariate analyses of NDS practice among 

Health Workers in Harari region Ethiopia, 2017.   

 

 

 

 

 

    Variables    NDS Practice COR (95% CI) AOR (95% CI) 

 Yes (%)       No (%)     

Age <30 years 155(80) 169(73.1) 1.49(0.94-2.36) 1.56(0.76-3.17) 

>=30 years 38(20) 62(26.9) 1  1 

Working Experience <=5years 127(65.8) 92(39.8) 1.25(0.84-1.86) 1.05(0.56-1.98) 

>5years 66(34.2) 141(60.2) 1  1 

Educational Status < Degree 101(52.3) 81(35.6) 2.03(1.37-3.0)* 1.33(0.81-2.18) 

>= Degree 92(47.6) 150(64.4) 1 1 

Employment status Full time 168(87) 181(78.3) 1.85(1.09-3.13)* 0.89(0.46-1.69) 

Par time/free 25(13) 50(21.6) 1 1 

Knowledge Good 140(72.5) 103(44.5) 3.28(2.18-4.94)* 2.02(1.21-3.38)** 

Poor 53(27.5) 128(55.5) 1 1 

Attitude Good 29(15)  29(12.5) 1.23(07-2.14) 1.25(0.6-2.6) 

Poor 164(58) 202(87.5) 1  1 

Training  Yes 87(45) 14(6) 12.72(6.91-23.42)* 8.56(4.24-17.26)** 

No 106(55) 217(94) 1 1 

Reporting Format Yes 132(69) 49(21.2) 8(5.18-12.45)* 4.41(2.54-7.66)** 

No 61(31) 182(78.8) 1 1 

Having Stationary Yes 125(64.7) 113(48.9) 1.9(1.29-2.84)* 0.92(0.52-1.64) 

No 68(35.3) 118(51.1) 1 1 

Having Computer Yes 100(51.8) 126(54.5) 0.89(0.61-1.31)  0.4(0.22-1.7) 

No 93(48.2) 105(45.5) 1  1 

Telephone /mobile 

Card 

Yes 92(47.6) 78(33.7) 1.84(1.24-2.73)* 1.34(0.78-2.29) 

No 101(52.4) 153(66.3) 1 1 
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5. Discussion 

The current study revealed that Knowledge, training and availability of reporting format have 

significant association with practice of notifiable disease surveillance reporting in the region. 

This study identified that prevalence of reporting practice of notifiable disease surveillance is 

46 %. Which is much higher than the finding of study conducted on Iranian that stated general 

physicians showed only 12% of the participants reported a notifiable diseases surveillance (Al-

Laham et al., 2001). Another study conducted in Yobe state, Nigeria stated that thirty nine 

(70.9%) of participants have ever reported which is higher than the current study finding (Elias 

et al., 2016) Similarly, the study conducted in Taiwan about Practice among the 406 

participants who have diagnosed reportable communicable diseases, reported that 340 (83.5%) 

have the experiences of reporting which is still higher than the current study finding (Hsiu-Fen 

Tan et al., 2009). This difference might be explained by difference in reporting system of the 

countries.   

This study also showed that 57.6% of the respondents had good knowledge on notifiable 

disease surveillance. Respondents who had good knowledge were two times more likely to 

practice on notifiable disease surveillance compared to those who had poor knowledge .On the 

contrary, the study conducted in Anambra, Nigeria showed that only 9.8% of health workers 

have awareness and Knowledge of NDS system. (Allen CJ & Ferson MJ, 2000).Another study 

conducted in Washington had similar finding only 55% of the physicians and 63% of the 

registered nurses were aware of reporting procedures within their institution. Awareness was 

higher when employer-provided training had been provided. NDS (Nebue CC et al., 2012). 

This study identified that training has significant association with notifiable disease 

surveillance reporting practice. Respondents who had took training were 8.5 times more likely 

to practice notifiable disease compared to those who had not. In another similar study 

conducted in a South Eastern State, Nigeria a majority of the respondents had lack of training 

(82.8%), was the existing limitations that prevented the practice of NDS reporting. (Dairo, 

M.D. et al., 2010). 
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This study also identified that availability of reporting format has significant association with 

notifiable disease surveillance reporting practice. Respondents who have had reporting format 

were four times more likely to practice on notifiable disease surveillance compared to those 

who have not had reporting format in their respective health facilities .Another study conducted 

in Nigeria had similar finding which sated that inadequacy of reporting forms was significantly 

associated with non-reporting of NDS. Similar study conducted in a South Eastern State, 

Nigeria also reported that majority of the respondents lack of adequate reporting format 

(52.4%) were the existing limitations that influence the practice of NDS reporting (Dairo, 

M.D.et al., 2010). 

Since the data collection technique used for the current study is self-administered 

questionnaire, the reliability of the response might be biased. However, despite the explained 

limitation, the health facilities and health professionals in the region were equally involved in 

the study by proportional allocation system to reduce selection bias. Therefore the study 

finding can be generalizable for all health facilities in the region. 
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6. CONCLUSION AND RECOMMENDATIONS.  

6.1. Conclusions 

Generally, half of the respondents working in Harari region have reporting practice on 

notifiable disease surveillance. The main factors associated with non-reporting practice of 

notifiable disease surveillance were knowledge, training and availability of reporting format.  

6.2. Recommendations  

Harari Regional Health Bureau  

The Harari regional health bureau is recommended to provide training and make reporting 

format available regularly for both private and government health facilities.  

 Health Facilities 

Health facilities are also recommended to request capacity building training and reporting 

format from the regional health bureau. 

Finally, we recommend both Harari regional health office and respective health facilities 

involved in this study to conduct regular supervision, follow up and review meeting to 

strengthen the Notifiable Disease Surveillance practice. 
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8. ANNEXES 

ANNEX 8.1. PARTICIPANT INFORMATION SHEET AND INFORMED CONCENT 
FORM. 

My name is ____________________________________ I am working as a data collector for the 

study being conducted in this Health facility by BINIYAM TESHOME who is studying for his 

master’s degree at Haramaya University, the college of Health and Medical Sciences. I kindly 

request you to lend me your attention to explain you about the study and being selected as the 

study participant. 

The Study/ Project Title 

Notifiable Disease Surveillance Practice and associated factors among health workers in Harari 

Region, Ethiopia. 

Purpose/Aim of the study: 

The research finding will benefit on improving surveillance and reporting and this will help to 

improving detection of unusual occurrence of disease or outbreaks, monitoring trends and 

generally on utilizing information for action in the region. Moreover, the aim of this study is to 

write a thesis as a partial requirement for fulfilment of a Master’s program in Field Epidemiology 

for the principal Investigator.  

Procedure and Duration:  

I will be interviewing you using a questionnaire to provide me with pertinent data that is helpful 

for the study. There are 30 questions to answer where I will fill the questionnaire by interviewing 

you. The interview will take about 30 minutes, so I kindly request you to spare me this time for 

the interview. 

Risks and Benefits: 

The risk of participating in this study is very minimal, but only taking few minutes from working 

hours. There would not be any direct payment for participating in the study. But the findings from 

this research may reveal important information for the local health planners. 
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Confidentiality:  

The information that we will be provided will be kept confidential. There will be no information 

that will identify the participants in particular. The findings of the study community and will not 

reflect anything particular of individual persons. The questionnaire will be coded to exclude 

showing names. No reference will be made in oral or written reports that could link participants to 

the research.  

Rights: 

Participation for the study is fully voluntary. The participants have the right to declare to participate 

or not in this study. If they decide to participate, they have the right to withdraw from the study at 

any time and this will not able them for any loss of benefits which they otherwise are entitled. 

They do not have to answer any question that they do not want to answer. 

Contact Address 

If there is any a question or enquires any time about the study or the procedures, please contact: 

BINIYAM TESHOME, Mobile 0913-26-19-59, email address biniyamtessema911@yahoo.com 

or biniyamtessema911@gmail.com 

IHRERC at office 0254-66-07-08 or PO Box 235, Harar, Ethiopia. 

Declaration of informed voluntary consent /Participant Agreement: 

I have read the participant information sheet. I have clearly understood the purpose of the research, 

the procedure, and risk and benefits, issues of confidentiality, and the rights of participating contact 

address for any queries. I have been given the opportunity to ask questions for things that may 

have been unclear. I was informed that participants have the right to withdraw from the study at 

any time or not to answer any question that they do not want. Therefore, I declare my voluntary 

consent to participate in this study with my initials. 

 

Name and signature of participant: _____________________________________________  

Name and signature of Data collector __________________________________________ 

 

 

 

 

 

mailto:biniyamtessema911@yahoo.com
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Annex 8.2. INFORMATION SHEET AND INFORMED VOLUNTARYFORM 
CONCENT FORM FOR HEAD OF INISTIUTIONS 

My name is ____________________________________ I am working as a data collector for the 

study being conducted in this Health facility by BINIYAM TESHOME who is studying for his 

master’s degree at Haramaya University, the college of Health and Medical Sciences. I kindly 

request you to lend me your attention to explain you about the study and being selected as the 

study participant.  

The Study/ Project Title 

Notifiable Disease Surveillance Practice and associated factors among health workers in Harari 

Region, Ethiopia. 

Purpose/Aim of the study: 

The research finding will benefit on improving surveillance and reporting and this will help to 

improving detection of unusual occurrence of disease or outbreaks, monitoring trends and 

generally on utilizing information for action in the region. Moreover, the aim of this study is to 

write a thesis as a partial requirement for fulfilment of a Master’s program in Field Epidemiology 

for the principal Investigator.  

Procedure and Duration:  

I will be interviewing the health workers using a questionnaire to provide me with pertinent data 

that is helpful for the study. There are 30 questions to answer where I will fill the questionnaire by 

interviewing you. The interview will take about 30 minutes, so I kindly request you to spare me 

this time for the interview. 

Risks and Benefits: 

The risk of participating in this study is very minimal, but only taking few minutes from working 

hours. There would not be any direct payment for participating in the study. But the findings from 

this research may reveal important information for the local health planners. 
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Confidentiality:  

The information that we will be provided will be kept confidential. There will be no information 

that will identify the participants in particular. The findings of the study community and will not 

reflect anything particular of individual persons. The questionnaire will be coded to exclude 

showing names. No reference will be made in oral or written reports that could link participants to 

the research.  

Rights: 

Participation for the study is fully voluntary. The participants have the right to declare to participate 

or not in this study. If they decide to participate, they have the right to withdraw from the study at 

any time and this will not able them for any loss of benefits which they otherwise are entitled. 

They do not have to answer any question that they do not want to answer. 

Contact Address 

If there is any a question or enquires any time about the study or the procedures, please contact: 

BINIYAM TESHOME, Mobile 0913-26-19-59, email address biniyamtessema911@yahoo.com 

or biniyamtessema911@gmail.com 

IHRERC at office 0254-66-07-08 or PO Box 235, Harar, Ethiopia. 

Declaration of informed voluntary consent: 

I have read the participant information sheet. I have clearly understood the purpose of the research, 

the procedure, and risk and benefits, issues of confidentiality, and the rights of participating contact 

address for any queries. I have been given the opportunity to ask questions for things that may 

have been unclear. I was informed that participants have the right to withdraw from the study at 

any time or not to answer any question that they do not want. I am also informed that the Hospital 

/Health center has the right to stop this study from being conducted if any misdeeds and unethical 

procedures are observed during the data collection process in the Hospital’s premises. Therefore, 

I declare my voluntary consent on behalf of XX Hospital/Health center/clinic management to allow 

this study to be conducted in the Hospital /Health center with my initials 

Name and signature of the Head: _____________________________________________  

Name and signature of Data collector __________________________________________ 

       

 

Thank you!!!! 

mailto:biniyamtessema911@yahoo.com
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ANNEX 8.3: English Version Questionnaire 
Questionnaire for assessing notifiable disease surveillance practice and associated factors 

among health workers in Harari region, Ethiopia. 

 Part I: Questionnaire related to socio demographic characteristics  
  Woreda: ______________________________ Code no: ____  

  Name of health facility:________________  

S.No  Questions  Choice of answer  Code  Skip  

101 Age   ___ Years      

102 
What is your educational 
status?   

1.Certificate 

    

2.Diploma  

3.Degree  

4.Above mention_____________  

103 What is your Profession?  

1.Nurse  

    

2.Lab.Technician or Technologist 

3.Physician  

4.Environmental health 

5.Health officer 

6.HealthExtensionworker 

7.Pharmacist or druggist 

8.others mention__________ 

104 
What type of work you are 
currently engaged in? 

1.Adult OPD 

    

2.Under 5 OPD 

3.MCH 

4.Medical Ward 

5.Pediatric Ward 

6.HMIS Officer 

7.PHEM Officer 

8.Others mention 

105 
What is your work experience 
as a health worker? 

1. less than 1 year  

    

2. 1-5 year  

3. 6-10 years  

4. above 10 year  

106 Employment status   

1.Working full time  

    

2.Working part time  

3.Free service (unemployed)  
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Part II:  Questionnaires Related to Knowledge 

S. No  Questions  Choice of 

answer  

Code Skip to 

201 Do you know the definition of IDSR 1. Yes                                                                     

2. No  

    

202 The number of immediately reportable 

disease is 13. 

1. Yes                                                                             

2. No 

    

203 All ND are non-communicable disease.  1. Yes                          

2. No  

    

204  Do you know notifiable disease reporting 

forms  

 1. Yes                                    

2. No  

    

205 Do you know the number of notifiable 

disease  

1. Yes                                                        

2. No  

    

206 Do you know the reporting procedures with 

in your institution and next higher level  

1. Yes                                                                     

2. No 
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Part III. Questionnaire related to attitudes  

S.No  Questions  Choice of answer  code  Skip to 

301 Notifiable Disease Surveillance is 
useful to detect epidemic   

1.Yes                           
2.No                            
3.Dont know  

    

302 Reporting notifiable disease or 
unusual occurrence of diseases is 
important   

1.Yes                           
2.No                            
3.Dont know  

    

303 Reporting notifiable disease is one 
of the public health responsibility of 
health workers  

1.Yes                           
2.No                            
3.Dont know  

    

304 How do you feel NDS and reporting 
system in general  

1. Convenient                                  
2. Not convenient                             
3. Not familiar  

    

305 Reporting notifiable diseases is time 
consuming and should not be done 
by health care workers   

1. Yes                                                  
2. No                                                  
3. Don’t know  

    

306 A patient is less likely to be reported 
if his/her diagnosis is difficult to be 
confirmed   

1. Yes                                               
2. No                                         
3.Dont know  

    

307 If you are very busy to report ( if 
you are engaged in another work 
like training) would you report 
notifiable diseases  

1. Yes                                               
2. No                                         
3.Dont know  

   

308 Reporting procedure are difficult 
tasks for health workers  

1.Yes                           
2.No                            
3.Dont know  
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Part IV. Questionnaire related to Practice of NDS and Reporting 
S.No  Questions  Choice of answer  code  Skip to 

401 Do you report immediately reportable disease 
by using case based form. 

1.Yes                  2.No     

402 Do you report weekly reportable disease?  1.Yes                   2.No      If no go 
to 406 

 
403 

Where do you report   1.Medical director      

2.Surveillance officer  

3. Woreda health office 

4.  Regional Health bureau 

5.  For EPHI 

6. The next higher level 

404 What was methods of reporting   1.Fax      

2.Internt  

3.Reporting sheet  

4.Telephone  

5.Others mention________ 

405 When do you report the weekly reportable 
disease to the next reporting level  

1.Monday      

2.Tuesday  

3.Wedensday  

4.Friday  

5.Other______________  
406 Have you ever given feedback information to 

the reporting health facilities   
1.Yes                                2.No   
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Part V. Factors associated with practice of NDS and Reporting 
S. No  Questions  Choice of answer  Code Skip code 

501 Do you take IDSR/PHEM Training 1. Yes   If no 
goto504 2.No 

502 If yes. Did you take post training follow up or 
regular supervision  

1.Yes     

 2.No 

503 If yes. Did you receive feedback from 
supervisor 

1.Yes      

2.No 

504 Do you have reporting formats  (Observe)  1.Yes                            
2.No 

    

 
505 Do you have Stationary materials  1.Yes     

2.No  

506 Do you have Computer 1.Yes     

2.No  

507 Do you have Telephone or Mobile with card 1.Yes     

2.No  
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ANNEXES 8.4.CURRICULUM   VITAE 

1. Personal Information  
Name: -   Biniyam Teshome Tessema 

Sex- Male  

Age. -37 

Nationality. -Ethiopian  

Date of birth. -10/01/1980G.C 

Marital Status- Married  

Address.   Harar, Tel. (025,) 666, 17, 32     Offices   

                                     (025,) 666, 52, 48    Residence  

Mobile     09, 15, 74, 62, 13or 09, 13,26,19,59    

Email address- biniyamtessema911@yahoo.com   or   biniyamtessema911@gmail.com 

 

2. Educational Back Ground.  

 

 

 

 

 

 

 

 

Name of school Year   
attended 
  

Degree/Diploma/certificate  Year 
received  

Haramaya university   2008-2010  BSc degree on Nursing  2010 

Hi-Tech Computer School, Harar 2007-2008 Diploma/ computer 2008 

Haramaya university   2004-2006 Diploma/ Management 2006 

Harar Health science college 2002-2003 Diploma/Nursing 2003 

Medhanialem Comprehensive Secondary 
School, Harar. 

1995-1999  certificate   2000 

Arebegnoch primary school, Harar. 1987-1994 certificate   1995 

SOS Kinder Garden, Harar. 1984-1986  certificate   1986 

mailto:biniyamtessema911@yahoo.com
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3. Work Experience 
 

Work place 
(Name of 
institution) 

        

Region    Woreda Position   Year  

        

Haramaya 
University 

Harari   EFETP-Trainee 2016-2017 

    
  

Health Worker Registration, License 
and Health Facility Regulator 

  

Regional Health 
Bureau 

Harari May/2015-Oct/2016 

Woreda health 
office 

Harari Hakim 
Disease Prevention & Control 
Officer and Urban Health Extension 
Workers’ Supervisor 

Sep2010 -April2015 

  

  

Government 
clinic  

Harari Hakim Clinic head  Aug2004-Aug/2010 

 

 

 
          LANGUAGES PROFICIENCY  

Local        

Amharic and Afan Oromo- fluent in listening, speaking, writing and reading.  

International        

English - fluent listening, speaking, writing, and reading.   
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4. Detail of training and workshop certificates are:  

TRAINING TITLE   ORGANIZED 

BY  

Date 

started  

Date finished 

The Ninth TEPHINET Global 

Scientific Conference 

TEPHINET 

collaboration with 

Thailand MOH 

August 7 11/2017G.C 

Leading HACS and Volunteer 

Management 

Save The Children 

Collaboration with 

USAID Transaction 

Program  

February 18 

 

22/2013G.C 

EPI MLM, IDSR/VPD surveillance, 

basic epidemiology training with post 

training project activities and presented 

it on June 15,2013 

WHO 

collaboration with 

CDC 

August 27 Sep 7/2012G.C 

Accelerated PMTCT TOT Training  

 

FMOH in 

Collabora

tion with 

WHO 

&ESOG 

February 20 Mar3/2012G.C 

Vaccine Management Training FMOH in 

Collaboration with 

UNICEF and WHO  

May 16 20/2011G.C 

Low Cost Water Testing & 

Treatment 

UN Habitat November25 

 

26/2010G.C 

 

TOT Certificate on Community 

Conversation 

Harari HAPCO 

Collaboration with 

Harari RHB 

October14 17/2010G.C 

District Coordinator’s Course Training 

on Compressive HIV Prevention, Care 

& Treatment[2times] 

Harari RHB in 

Collaboration with 

WHO 

February 9 

& 

December13 

13/2009G.C  

& 

18/2010G.C 
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Professional Registration & 

Licensing Certificate 

Federal Ministry 

of Health  

 

 25/11/2008G.C 

Adolescent & Youth Reproductive 

Health[AYRH]TOT 

 

Federal Ministry of 

Health 

Collaboration with 

Engender Health 

November13 

 

19/2008G.C  

 

Nursing Leadership & Advocacy 

Training[2times] 

 

Ethiopian Nurses 

Association in 

Collaboration with  

[I-Tech] Ethiopia 

March 10 

& 

March 28 

12/2008G.C  

& 

31/2012G.C 

Integrated Management of New 

Born & Childhood Illness[IMNCI] 

Training 

Harari RHB January 21 26/2007G.C 

EPI Mid-Level Management 

Training 

Harari RHB March 11 17/2006G.C 

Essential Nutrition Action Training Harari RHB  August 17 20/2005G.C 

Training of Ethiopia Contraceptive 

Logistics System [ECLS] 
Harari RHB October14 16/2005G.C 

Integrated Disease Surveillance & 

Response Training for IDSR Focal 

Person[2times] 

 

Harari RHB March15  

& 

May30 

19/2004G.C 

& 

June3/2005GC 

Training on EPI Peripheral Level Harari RHB February 2 13/2004G.C 

Modular Training Course Tb & 

Leprosy[2times] 

 

Harari RHB July 21 

& 

April 25 

28/2004G.C  

& 

29/2004G.C 
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5. Other specialization:  

In addition to these I have been participated in different level workshops, seminars. Also, 

I have experience on job training of health workers, CHW and health extension workers 

training.  

KEY EXPERIENCE   

 Plan, monitoring and evaluation of community health activities  

 Supervising health extension program and woreda health office as well as health centers 

activities    

 Attending regional and woreda annual planning and review meeting   

 Participating regularly woreda management, health management information system 

committee meeting and submit plan and achievement report region.   

 Developing woreda health profile  

 Organizing and leading different types of training (health personnel, health extension 

workers and community health promoters)  

 Prepare proposals for projects related to community health activities  

 Participating Emergency outbreak management (like early warnings, preparedness, 

response and post epidemic evaluation) activities at different Time    

 Request & distribute logistics and supplies for the health facility & urban health 

extension workers of the woreda. 

 Compile, interpret, document and report & health service data 

 Mentor, coach and Supervise 1 Health center and 3 health posts under Hakim Woreda as 
well as 12 urban health extension workers in the woreda 

 Develop action plan for woreda and follow its implementation  

 Facilitate and work strongly the implementation of health sector reform, new policy and 

guidelines 

 Develop woreda base plan  
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 I am working in different types of activities such as – NUTRITION, HIV, EPI, F/P 

PHEM, MDSR AND HMIS FOCAL PERSON  

 Coordinate and facilitate mass immunization campaign like polio, measles, TT 

vaccination, vitamin A capsule provision and deworming campaigns & also coordinate 

and conduct under five children nutritional status assessment activities. 

  6. Major Tasks Accomplished  

 Trained and coached Woreda Program Management Teams, Community Facilitators and 

other stakeholders in planning and implementation of community based health activities  

 Strengthened district health offices and health centers the prevention and control of 

epidemic and communicable diseases.  

7. Membership/professional, Organization 

 Ethiopian Public Health Association Life time member 

 Ethiopian Nursing Association Harari Branch for 3years done in secretory position 

 I certify that the above statement is correct to the best of my knowledge.  

  Signature__________________________________  

 

References:     

1. Name-Dr. Nejib Abdosh 

Organization-WHO 

Position-PHEM Coordinator  

Work Relation   - Field Mentor 

Address-Mob +2519157329 

2. Name-Mr. Abiy Mergia 

Organization- ESOG Head Office 

Position-M&E Officer 

 Work Relation-Clinical Mentor 

Address-Mob +251912032983 

3. Name-Sister Nejiha Abdosh 

Organization-Harari RHB 

Position-CHORA Coordinator  

Address-Mob +2519157422594 
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ANNEX 8.5. APPROVAL SHEET 

 

APPROVAL SHEET 

HARAMAYA UNIVERSITY 

POSTGRADUATE PROGRAM DIRECTORATE 

 Notifiable Disease Surveillance Practice and Associated Factors among Health Workers in 
Harari Region, Ethiopia. 

Submitted by: 

Biniyam Teshome                            _______________________      ___________________    

Name of student                                Signature                                        Date 

Approved by: 

1.____________________               _____________________             ________________ 
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3.____________________               ______________________           ________________ 
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