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Foreword

During the period 2022017 the capacity dbierra Leone to detect and respond to epidemic
prone diseases was clearly tested by the Ebola Virus Disease (EVD) epidemifetiad the

West Africa region. The country experieneettansition from very limited capacity with large
gaps in the implenmation of disease surveillance to a strengthened systeencby all
districts in the countrgre currentlyconsistently reporting on priority diseases and conditions
The weekly disease surveillance system has enabled the country to detect outbreaks timel
well as mount response using epidemiological data at national and district level. The transition
from papetbased to an electronic reporting system has enabled better data storage, improved
data quality and reporting rates. This electronic systennt@®ved speed and efficiency in

the transmission of information from the peripheral Health Units to the central level.

Progress has been madsgardingpublic health laboratory diagnostic capacity, information
systems and networking-lowever gapsremain relating tothe integration ofaboratory and
disease surveillanceMoreover, environmental and other risk factor surveillance remain
underdeveloped in Sierra Leone.

This strategic plan will help createtianely, effective, reliable and efficient plic health

surveillance system that is responsive to the burden of disease in Sierra Tis®péan will

be underpinnedby he fA o n e h ethatwillindudarelgvantmimistribs, departments

and agenciedt is our hope that bp023, public hedlh in Sierra Leone will be adequately

prepared to meet the challenge of emerginggmerging and nersomnunicable disease.

There wil/ be i mproved quality of dat a, evi
demands quality data and stakeholdepaotability.

This goal will be achieved by strengthening the structure, core functions and support functions
for surveillance. Emphasis will be put on building critical mass of competent human resource
for surveillance and establishment of a functionablig health laboratory network.
Laboratories will be capacitated through quality improvement packages to produce quality
results in a timely manner. This plan also highlights interventions needed to improve supply
chain management systems for surveillance

It is our sincere hope that implementation of this strategic plan will improakty of data
that will be analysed interpreted and used to address public headtdsat national and
subnational levelThis will help foster a culture afemanéhg andusingdata forappropriate
decision making at levels of the health system. This strategic plan will anchor on stronger



partnerships and networkinfgr surveillance aligned to the one health approach that our
ministry has ratified.
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Executive Summary

Morbidity and mortality in Sierra Leone is largely caused by preventable diseasesdosndit
malaria, neonatal diseasesaternal mortalitylower respiratory tract infections addrrhoea
diseasesOf these ralaria is the leading cause mfemature mortality with death ratabnost

6 times that of the regional averag&Vest Africa Inaeasingly norcommunicable conditions
such as diabetes andrdiovasculadisease are contributing more to the burden of disease and
premature mortality

A situation analysisrasundertaken using a rapid mixed methods evaluation revealed strengths,
weakneses, pportunities and threats sfirveillance in Sierra LeonBecentlythe capacity of

the country to detect and respond to epidemic prone diseases whstekdad by the EVD
epidemic that affected the West Africa region from 2014 to 20hére was dransition from

very limited surveillance and responsmpadiy to establishment of lectronic Integrated
Disease Surveillance and Respon&#SR) with repating rates and completeness meeting
national and WHQargets The system has demonstrated abtlityletect priority diseases in a
timely way. By end of 2018 all reporting districts surpassed theArote Flaccid Paralysis
(AFP) detection target of 2/100 OQfbpulation The system has increasingly been able to
estimate the burden of diseases/condgiainder surveillance e.g. analysis of maternal
mortality by chiefdom and trends in malaria positivBurveillance data has stimulated debate
on effectiveness girevention and control measures e.g. ongoing discussions on why maternal
mortality remains igh in particular chiefdoms and localities

Training in IDSR, designation dbcal personst health facility, provision of reporting tools,
funding/technical guidance from partners and supportive supervision were key elements in the
successful revitalizeon of surveillance and respons@ther key enabling factors were
improved mobility of surveillance offers by motorbike and improved communication through
use of tablet devices.

The situation analysis identified weaknesses and threats to surveilldrese Were mainly

related to poor workforce capacity, poorly performing laboratories, data quality, lack of
funding and supply chain management. Survei
staff who are not on the government payroll and may therdlmdifficult to supervise and

hold accountable. There were challenges watn@e transpoation to laboratories and delays

in issuance of resultd.aboratories were ill equipped to provide quality results and lacked
capacity for key functions such as AMicrobial Resistance (AMR) testing and surveillance

for Hospital Acquired Infections (HAIs)here is limitedlaboratory analytical capacity for
environmental monitoring for key risk factors such as water quality

Data quality assessments show some ivgmeents although accuracy of data remains
suboptimal. Data analysis and use was not routinely undertaken by facility staff owing to lack
of training and emphasis on this aspect during supportive supervision. The surveillance
syst emds s us atanednby beiavy depgndemcs on textarnal funding and lack of
dedicated resources for emergency response. However improving mobile phone technologies,
mobile phone penetration, global surveillance networks provide opportunities for Sierra Leone
to build on tle successful revitalization of IDSR.
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This strategic plan seeks enhance the national capacity to define, detect rasgond to

priority diseass, public health emergencies including NCDs by 20R8plementation of

outlined strategies shall leaditboprove d evi dence based deci si on m;
demands quality data and stakeholder accountabllhis strategic plan anchors on major
expected key result areas (EKRAS) or Critical Success Factors (CSF) to be achieved through

the implementation foprioritized activities. The EKRAs are the "must achieve" in order to

realize the overall goal and visiofi the surveillance and response system andemesent

the strategic pillardBroadly the EKRASs are:

1 Engaged competemtorkforce at communityor standardized surveillance

1 Upgraded and well equipped laboratofi@sone health

1 Acceleration of the one health approach

1 Making availability of high quality surveillance that is appropriatelyanalysed
interpreted and el to address public health prtas

91 Strengthened logistics and supply chain for surveillance activities at all levels

1 Stronger partnership, networking and resource mobilisation for surveillance

The Strategywhich will be aligned with relevant strategic plan#i be implemented thnagh
agreed annual costed work plans that will have measurable targistsurveillance strategy

will be underpinned by one health. Implementation will be within existing structures such as
chiefdoms and village development committeedational SurveihnceSteering Committee
(NSSQ will be constitutedand chaired by the Chief Medical Officer, Director General of
Agriculture, Executive Chair Person of EPwads ofUN agenciesNICEF & WHO), and

key partners The Surveillance Technical Working Group (SGYWvill be respongile for
advising the steering committea programmatic and technical issuekted to surveillance.

An agreed upon monitoring and evaluation framework will serve as the basis for all
stakeholders and partners to measure achievemeeisify gaps and trigger the appropriate
corrective actions. Surveillance implementation will be evaluated based on an agreed set of
indicators, both qualitative and quantitative over the 5 year period.



Introduction

Public Health Surveillance is tlomgoing, systematic collection, analysis, and interpretation of
healthrelated datassential to the planning, implementation, and evaluation of public health
practice, closely integrated with the timely dissemination of these data to those responsible fo
preventing and controlling diseasedanjury (1). An effective surveillance systewill enable

the government of Sierra Leotw

w

(0]

Identify the areas or popation groups with highest burdens of disease
Establish trends in cases and deaths in certain geographic areas or populations

Detect when cases or deaths reach higher incidence rates than expected and respond
appropriately and in a timely fashion

Idertify potential risk factors for elevated disease transmission or mortality

Assess the impact of control measures

Surveillance and response activities require planning to ensure efficient use of very scarce
resources. Following an assessment of the diameé systemn 201Q the SierraLeone
government developed aygar strategic plan to guide implementation of surveillance activities
from 2012201742). This dan was inclusiveof Non-CommunicableDisease (NCDs)
emerging/reemergng diseases,epidemic prone diseagesnditions and strengthening
laboratory servicesAttempts were made to make the strategy inclusftbe private sector

and health training ingtitions. Following the end of the strategiamp the Ministry of Health

and Snitation with support from WHO, inteedto develop a strategic plda guide public

health surveillancéom 2019 to 2023

Methodology

As part of strategic planning a situatianalysis of the Sierra Leone publicalth surveillance
system wasindertaken along the following keycémponentssurveillance system structure,
core functions, support functions and surveillancalitu Priority elements werassessed in
each of theseomponentsFigure 1 shows theomponents and elements thgiided the
situation analysi8).
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Figure 1: Components andlements of a Public Health Surveillance system
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Source: WHO

Study Design
A rapid evaluation design was used to undertake the situation analysis.

1.

Desk review of key documentsSierra Leone National Disease Surveillance Strategic
Plan 20122017, JointExternal Evaluation of IHR Core competencies of Republic of
Sierra Leone (2017), National Health Sector Strategic Plan-2028, IHR State Party
SelfAssessment Report (2018), Sierra Leone IDSR Technical Guidelines (2015),
National Action Plan for Healtkecurity (2018022), etc.

Key informant interviews targeting heads of relevant government departments and
technocrats, partners, civil society, community leaders andgawvarnmental
organisations

Field Assessmenat national, district and periphétavels

Consultative workshops A four day consultative workshopsed group work to
identify key strengths, weaknesses, opportunities and threats (SWOT anédysis)
surveillance in selected thematic areas. A vision and mission statement wasoagreed
after plenary discussions. Six Expected Key Result Areas (EKRAS) were agreed upon
and interventions/activities were outlinexs well asan implementatiotime frame.
Subsequent to this workshop a smaller group retreated to draft the strategic plan
including the M&E framework. A 3 day workshop was convened to cost the plan which
was then validated during a one day meeting

11



Target Population

A Implementers of the surveillance system within MQlé8e health playerand key
sectors of government includingrivate sector, partners, NGOs, community
representatives including Community Health Workers (CHWesde targeted in the
assessment

Sampling Procedures

Key informants were purposively sampled based on their role in implementation of disease
surveillance ad potential to provide detailed-ohepth information. Sierra Leone is divided into

five major regiondNorthern,SouthernEasternNorth Westerrand the Westerregionwhere

the capital Freetown is located. The regions are divided further into 14 distetsdistrict

was randomly sampled from each of the 4 regions usingdtteryd method. The following
districts were sampled per region.

A Northern RegiorKonaidugu

A Southern regionMoyamba

A Eastern RegiorKenema

A Western RegionWestern Rural

Thedistrict hospital and DistriddealthManagement Team in each of the districts vileee

main focusof this assessment. Within the district 3 health facilities were sampled (one
Community Health Centre, one Community Health Post and one Maternal Hestjh\We
included poorly and well performing facilities based on completeness and timeliness of
reporting in the last 4 quarters. Attempts were made to include one private health facility per
district. Table 1 shows the facilities that participated irnréiped assessment.

Table 1: Facilities participating in the rapid assessment by districtn=18

District Name of facility Public/Private
Western Rural Sierra Leone General Friendship hospital Public/Private
Waterloo CHC Public
Lion for Lion CHP Public
Mabure MCHP Public
Kenema Kenema Government Hospital Public
Levuma CHC Public
Samai town CHP Public
Gelehun MCHP Public
Encif SL Private
Konaidugu Kabala government hospital Public
Kondembaia CHC Public
Heremakono EP Public
Semamaia MCHP Public
NarSarah hospital Private
Moyamba Moyamba government hospital Public
Bauya CHC Public
Magbenka CHP Public
Yoyema MCHP Public

12



Data Sources
Weekly Bulletin

Monitoring chart for tracking indicators
Patient rgisters (outpatient and inpatient)
Health facility reporting forms

Log of suspected outbreaks and rumours

Laboratory reports

o Do To o Do Io D>

Supervision reports

Data Collection methods and tools
The following data collection tools adapted from the CommunidaisieaseSurveillance and
Respons&ystems, Guide to Monitoring artevaluating wereaised in tis assessme():

1 Key informant guides and Group discussion guide for District health Managemen
teams (DHMTS)

1 Questionnaire for Directorate of Health Security and Emergencies

1 Health facility questionnaires for hospitals and Peripheral Health Units(PHUS)

Figure 2 shows a summary of thecesesfollowedin strategic planing

Figure 2: Process of developing the strategic plan

— () ( ) N
N Strategic ] Retreat- } _ ’ Finalize
Pre- Situation : " Validation :
planning ’ analysis ] Bl Wiite &Cost Workshop strategic
workshop strategic plan plan
— J L ) e
Background

The Republic of Sierra Leone - A Brief Country Profile

Geography and Administrative Structure

Sierra Leone is a country in West Africa which borders Guinea to the northeast, Liberia to the
southeast and the Atlantic Ocean to the southwest. It has a tropical climate, with a diverse
environment ranging from savanna to rainforests. The country has a total area of 71,740 km2,
The country is divided administratively inforegions (Northern, Saliern, EasteriWestern

and NorthWes). These are further divided in 16 districts. The capital Freetown lies in the
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Western region and makes up the Western urban digthetdistricts are further divided into
a total of 190 (prior to 2017, 149) chiefdsnwhich are hereditary units of local government.

Figure3: Map of Sierra Leone showing the districts
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Demography

The total projected popation of Sierra Leone wag834,329n 2019 with population growth

rate of 2.33%. It iprojected that the population will grow to 9.1 mitliby 2025. More than a
third, 41.6% of the population is below the age of 15 years. The total fertility rate remains high
at 5.2 births per wom#b).

Table2: Demography of Sierra Leone

Demographic characteristic Indicator
Population(number) 7,834,329
Population &4 years(number) 1,322,055
Population under 15 years (%) 41.6%
Women of child bearing age(number) 2,003,037
Urban population 41%
Annual population growth rate (%) 2.5%
Total fertility rate(births per woman) 5.2

Life expectancy(males) 51.5 years
Life expectancy(females) 52.7years

Source: Population and housing census, 20E5d WHO
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Analysis of percentage population by region shows a significant trend in urbanization from
19632015. For example the percentage of the population residing in the mostly urban Western
area more thn doubled from 8.9% in 1963 to 21.1% in 2015. Overall, 41% of the population

live in urban areds).

Political and Socieconomic context

Sierra Leone is a representative multiparty democratic republic where executive power rests
with the president. Legislative power is held by the Parliament of Sierra Leone. The judiciary
functions independently of the executive and legist&a Since the end of the civil war

elections have been held every 5 years with the last held in March 2018.

Sierra Leone is classified as a low income country with a Gross Domestic Product of US$ 3.77
billion. There has been an increase in the annud @Dwth rate which has slowed between
2010 and 2017 (World Bank, 2017). The economy has been largely dependent on mineral
exploitation (diamonds, iron ore, gold, bauxite and rutile) with other sectors such as agriculture,
manufacturing and tourism laggibehind. Two thirds of the population are directly involved

in subsistence agriculture which contributes significantly to Gross Domestic Product (GDP),
50%.Figure 4 shows that Sierra Leone has a relatively low Human Development Index (HDI)
with respectd GDP per capita. A country such as Togo with a lower GDP per capita than

Sierra Leone had a higher HDI in 2015.

Figure4: GDP per capita in current US$ (left) and HDI ranking (right), 2015
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Following the Ebta Virus Disease (EVD) outbreak from 202815 the Sierra Leone
economy is estimated to have contracted by 22%. However post EVD, the country has
embarked on significant reforms guided by the Agenda for ProsperityZIIER which seeks

to transform the @untry into a middle income country by 2035. It is envisiapat this goal

will be achieved through brodzhsed diversification and development of human capital. Key
health related goals include increasing life expectancy to 70 years.

Among strategiesotimprove the Health Development Index (HDI) of the country are key
interventions to improve health such as making healthcare free to critical target groups(children
under 5 and pregnant women), immunization, controlling HIV/AIDS and improving access to
sde drinking water and sanitation. Governance structures such as Local Council Health
Committees and Parliamentary Committee on health are mandated to provide oversight to
implementation of health policies and interventions within their jurisdiction.

The @untry envisages development along pillars outlined in table 3.

Table3: Developmental pillars agenda for prosperity

Pillar Actions
1 | Diversified Economic Growth Focus on agriculturdisheries, manufacturing, and tourism
Establiéiment of special economic hubs and zones

2 | Managing natural resources Sustainable exploitation of natural resourcesinerals, land
,marine, forests, oil and gas

3 | Accelerating human development | Increasing access to a quality educatiohealthcare

Slowing fertility and ensuring gender parity

4 | International competitiveness Creating an enabling environment for foreign direct investm
infrastructure and skills building, publfrivate partnerships
5 | Social protection, gender ar| Implementation of national social protection policy
womends empower nm Empowerment of women and girls through education
availing economic opportunities

6 | Governance and public sector refor| Institutional capacity developmentombating corruption an
ensuring human rigs

Table 4 shows performance along selected human development indicators. Sierra Leone has
poor impact indicators as well as low coverage of key determinants of health such as access to
safe water and sanitation. Literacy levels remain relatively lowpemed to other African
countries. Low literacy levels may impact negatively in the adoption of behaviours that
improve health in communities.

Table4: Performance oelected Human Development Indicators

Indicator Value Source

Infant Mortality rate per 1000 live births 96 Census, 2015

Under 5 mortality rate per 1000 live births 156 Census, 2015

Maternal Mortality rate per 100 000 live births 1360 Global Health
Observaton015
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Indicator Value Source
HIV prevalence 1.6% Global Health
Observatory015
Adolescent fertility rate 125 per 1000 age( Global Health
1519 years Observatory,2015

Children aged % years fully immunized 54% Census, 2015
Access to piped water 36.3% Census, 2015
Percentage using a flush toilet 8.6% Census, 2015
Percentage 3years ever attended school 55.4% Census, 2015
Adult literacy(male) 59.4% Census, 2015
Adult literacy(female) 43.9% Census, 2015

Disease Burden and risk factors

The top four leading causes of morbidity and mortality in Sierra Leone in 2017 wer@amalar
neonatal diseases, lower respiratory tract infections and diarrhoeal diseases. Malaria is the
leading cause of morbidity and mortality in Sierra Leone and is one of the conditions reported
on the weekly disease surveillance system. It accounts forof @atpatient morbidity for

under five children and 37.6% for hospitalisation with a case fatality rate of 17.6%. Malaria
contributed 27% of deaths in the d@nths preceding the 2015 census in Siee@nd6). Of

even more concern is thatgmature mortality attributed to malaria was reported as almost 6
times that of the regional average.

Increasingly norcommunicable conditions such as diabetes amdnary heart disease are
contributing more to the burden of disease and premature mortality. For example ischaemic
heart disease was theM@ading cause of premature mortality in 2017. The leading risk factors
driving most deaths and disability werelmarition, lack of safe drinking water and sanitation,

air pollution and high blood pressure (GBD study). Approximately 19.2% of households drank
water from the river/riverbed/streaf@). This poses a significant risk to serious waterborne
diseases such as cholera.

Sierra Leone experienced the worst Ebola Virus Disease (EVD) outbreak in world history with
the index case reported in the remote easterngpdine country bordering with Guinea and
Liberia. The outbreak rapidly spread from the sparsely populated east to more -densely
populated largely urban and perban western regioill districts reported at least one case

of EVD. Port Loko district accated for almost a quarter, 23.6% of all cagdwere were 13

575 people infected with EVD with 11 015 deaths (case fatality rate 81.1%) in this egitjemic

A weakened health systemorsened by many deaths among healthcare woeksspoor
infection prevention and contravere key drivers of this epidemic. Diversion of resources to
EVD control negatively affected other programmes such as malaria, maternddpmeand

child health and the economy in gener@here were significant improvements through
investments to resgitate IDSR. Bhanced surveillandeelped to quickly detect and identify

a new case of Ebola January 2016, leading to a swift and effective response.
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Sierra Leone has one of the highest maternal mortality ratios in the world, 1,360 deaths per
100,000 ive births which is three times higher than the average foiSaaran Africalt is
estimated that maternal deaths contribute to about a third, 36 % of all deaths of women aged
1549 years. Whilst there are suggestions that most deaths occur in habfibsfhis maybe
unlikely as a significant number of women still deliver with traditional birth attendants.
Infectious diseases such as malaria contribute significantly to maternal mortality. Closely
related to maternal mortality is the high neonataltality rate, 39 per 1000 live births.
Neonatal mortality has remained relatively high compared to declines in infant and under 5
mortality rates over the past 3 decades. The leading causes for neonatal mortality are
prematurity (30%), birth gdhyxia (27%)and sepsis (23%8).

Figure 5: Percentage distribution of leading causes of death by sex, Si@ileone 2015
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Improvements have occurred in coverage indicators where almost all pregnant women, 97%
attend at least one ANC visit and 76% attend at least 4 times. Whilst there have been gains in
institutional delivery and maternal peasttal care, covage for neonatal posiatal care
remains low.

Organisation of the health system

There are 3 levels of healthcare system in Sierra Leone. The lowest level of care is found within
Peripheral Health Units (PHUs) comprising Maternal Child Health Posts (MCeiRmunity

Health Posts (CHP) and Community Health Centres (CHC) with increasing sophistication
respectively. The next level of care is district hospitals which serve as the first level of referral
from PHUs. Referral hospitals provide both secondary artiaty care. There are
approximately 1260 health facilities of which 40 are hospitals. Among the hospitals 24 are
government while the remainder are operated by private entitiesgavennmental
organisations and faith based organisations. At commueitgk| traditional healers and
traditional birth attendants contribute substantially to healthcare especially in delivering of
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babies. There are a number of private facilities some of which are not documented by the
MOHS.

Table5: Number of government healthcare facilities by level of care

Level of care Facility type Number
Tertiary Referral hospital 3
Secondary District hospitals & regional referral hospitals 21

Primary Community Health Centre 229

Primary Community Health Post 386

Primary Maternal and Child Health Post 559
Community Community Health Worker Appx 15 000

Human Resources for Health (HRH) remains one of the weakest pillars of the health system in
Sierra Leone. Sierra Leone has extremely low health worker demsitigsared to the average
density in Africa. For example physician density wak8(er 10000 population in Sierra
Leone compared to an average o24 10 00Gor the African continent. Similarly the density

of nurses and midwives wasper 1M00 populatbn compared to 12 per D000 over the
African continent. There are notable inequities in distribution of healthcare workers. Health
worker density per 10 000 populations varies widely from 3.75 per 10 000 in Kailahun district
in the east to 20.28 per DOO in the Western Urban disti(8}.

The health system in Sierra Leone faces additional key challenges that include:

1 Poor and ill equipped infrastructure including lack of access to safe drinking water and

sanitation

High dual diseases burden(communicable andauonmunicable)

Weak healthactor governance, management and coordination

Limited support for supervision and mentorship

Limited financing, delays in fund disbursements(e.g. in outbreak& emergency

situations)

1 Shortages of essential medicines and consumables including irrational drug
prescription and use and Antimicrobial Resistance(AMR)

= =4 4 A

Disease Surveillance in Sierra Leone

Structure of the Surveillance system

Disease surveillance is coordinated mainly by 2 directorates, Directorate of Health Security
and Emergencies (DHSE) and Dieectorate of Policy, Planning and Information (DPPI). The
DHSE previously Directorate for Disease Prevention and Control (DPC) coordinates
surveillance of epidemic prone diseases using mainly the weekly disease surveillance system.
Reporting including zro reporting occurs on immediately and weekly reportable diseases
from the PHU level to the district level, national level and to WHO.

19



Maternal deattwhich is a notifiableeventin Siera Leone, iscaptured and reported dhe
weekly IDSR surveillance @nreporting systemdn addition maternal deaths that occur in
health facilities are reported on the DHIS2 system. Community deaéhdrackedby
communityhealth workers (CHWSs) who ateained to report Maternal Deaths as parteof t
priority conditionsusing lay case definitions.

Atoll-f ree A1170 cal |l alaadpbpularigesdtienwidewwarisgthe EMDa b | i s |
epidemic in SierraLeondt t he hei ght of the Ebola contr ol
received>16 000 c 49). This sygieenhas weerenkaintained to function as community

death survelince tool as well as assisting in the rapid detection of public health threats and
events.

The DPPI coordinates the overall Health Information system using the DHIS2 platform on
which key programs such as HIVAIDS, TB, malaria and reproductive hegltrtren a
monthly basis. Thus there are program specific modules on the Ohdé$2Znay have the
flexibility to include additional programs.

Each programme has managers, monitoring and evaluation officers, surveillance offitzers,
managers at national @mlistrict levels. Key positions at the district are District Surveillance
Officers (DSOs) who oversee IDSR activities within the district and report to the District
Medical Officer. All peripheral health units are required to report data on listed epigdeane
diseases weekly using provided tablets electronically(or by alternative means such as paper
forms and telephone) to the district by the required deadline, Monday 1200hrs. The district
verifies the data and submits to the national level by 1606shmuthe same Monday. After
verification at the national level data becomes available on the DHIS2 platform to MOHS and
partnerdor analysis and compilation into the weekly epidemiological bulletin

Table6: List of priority diseaes, conditions and events for immediate and weekly reporting

Disease/condition/Event

Acute Flaccid Paralysis(AFP)

Acute haemorrhagic fever syndrome(Ebola, Marburg, Lassa fever, Rift Valley fever, Gi@oego fever)
Acute Jaundice syndrome

Adverse eventflowing immunization(AEFI)
Animal bite (dog, cat etc.)

Anthrax

Buruli ulcer

Chikungunya

9 Cholera

10 | Dengue fever

11 | Diarrhoea with blood(Shigellosis)

12 | Diarrhoea with severe dehydration in children<5 years
13 | Dracunculias(Guinea worm)

14 | Influenza due to new subtype

15 | Malaria

16 | Malnutrition in children under 5 years

17 | Maternal death

18 | Measles

19 | Meningococcal meningitis

20 | Monkey pox

O INO(O|D|WIN|F-
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21

23
24
25 | Typhoid fever
26
27

*The highlighted diseases are reported immediately
Figure6 showsthe structureand flow of informationn surveillance.

Figure6: Organisation oPublic HealthSurveillance in Sierra Leone
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A key role undertaken by the District Health Management Team is outbreak investigation and
response. After receiving notification of possible outbreaks or rumours of, slueh
multidisciplinary rapid response team take the necessary steps to investigatatbuedke.

This involves preparing for field work, verifying the diagnosis by undertaking case
investigation and collecting samples for the laboratory. This team also coordinates with other

relevant sectors at district level

e.g. animal health, commurahdspartners. Support for

outbreak investigation is providedainly by the central leveind partners operating in that

district.

Financing surveillance in Sierra Leone

Healthcaren Sierra Leone is substantially dependent on external funding. Total gosetn
expenditure on health is around 8% which is below the Abuja target of 15%. Out of pocket
payments accounted for 61.6% of total health expendifl®@ This report notesthat

Aepi demi ol ogi cal surveillance and disaster a
at Hdweverthere is a fund available throu@lfice of National Security@NS) but only

for severeemergenciedisease surveillanaemaindargely dependent on donors with respect

to key areas such as human resources and laboratory capacity. Recurrent expenditge o

activities such

as supportive supervision ar

funds available for immediate mobilization in emergency situations. This scenario threatens
future stability of public health surveillance in the cowritr the event of cuts in external

funding.

Situation Analysis

During the period 2022017 the capacity of the country to detect and respond to epidemic
prone diseases was clearly tested by the EVD epidemic inZ2@l3l There was a transition

from very imited capacity with large gaps in the implementation of IDSR to establishment of
e-IDSR in most districts in the country. The weekly disease surveillance system has enabled
the country to detect outbreaks timely as well as mount response using epidieaidiag at
national level. Table 8ummarizes progress in achievement of the strategic priorities during

the period 20122017.

Table 7: Progress in implementation of Surveillance Strategic Plan, 2012017

Strategic objective

Status of implementation

Harmonization of data collection, analys
interpretation, feedback and dissemination

Case definitions, list of priority diseases, conditions/events standardized and disser
Weekly reporting tools developed and integrated ®#i1S2 using the HDSR in ten districts
Weekly epidemiological bulletin published on a regular basis

Real time data quality assessments done from central to district level

Integration of Maternal Death Surveillance Response HIBRSR

However data véiication at district level and feedback to lower level facilities relativ
weak

Ensure complete integration of surveillan
and network of public health laborato
systems

Functional PHL with specialized competencies(EVD, Lassa, Measles) with refearal
channels to external specialist laboratories, human resource and skills shortage re
large challenge

Activated the national laboratory, surveillance and epidemiology technical working {
which developd key tools

Little progress in imlementing Antimicrobial Resistance surveillance

Gaps in specimen transportation, turnaround, district level testingitledprogress in
establishment of Laboratory Information management SystékEL
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Strategic objective

Status of implementation

Quality assurance weak especially at districelev
Large capacity gaps remain in animal hgdlth), AMR surveillance

Development of

systems

epidemic  managemg

Functional multidisciplinary EOC and RRTSs at district level
Epidemic management committees in place but not resourced
Gapsin intersectoral , cross border collaboration and funding

Workforce capacity development

Front line and intermediate FETP trainings undertaken that included laboratory and vets
no advanced master level epidemiology, public health surveilllabmratory management i
country

FETP not yet integrated with tertiary
Supervision and mentorship using standardized checklists created opportunities for im|
surveillance

Partial roll out of Cormunity Based Surveillance

Integration of private sector surveillant
services into the national disease surveilla|
system

Engagement of private sector not comprehensive
Minimal participation of private in surveillance in trainjrdptectionreportirg and response

Strengthen quality of management of f
surveillance system

Joint External evaluation for IHR(2005) helped to identify gaps and areas for improven
surveillance

Integrated supportive supervision using standardized checklists

Low usa@ of local data use for decision making especially at PHUs

Lack of clear research agenda limits secondary data analysis to inform policy and prog
implementation

Case detection and reporting from the community

Surveillance programeports 2018indicate tha®1%of suspected outbreaks or events detected
through IDSR were reported by health workers &% by community health worke(8). The
government of Sierra Leone recognizes the community as a vital source of health information.
Investments were made to introduce Community Based Banee (CBS). The main
objective was to increase the sensitivity and representativeness of the surveillance system and
to ensure rapid detection and response. The MOHS developed CBS tools (guidelines, job aids,
reporting forms) and rolled out surveillanioe9 out of the 14 districts in 2017. Performance

of CBS wadigh withcompleteness approximaté@% in 201 7first year of implementatign
butdeclined to 20% in2018 Only 3 out of the 9 districts implemimg CBS reported probably

owing to lack of nonpayment

of monthly allowance to some CHWs who became

demotivate@l2). In the rapid asessment some facilities hadme copies of reporting tools
submitted by CHWdHowever, these were often not properly filed. Data reported by CHWSs is
also captured monthly using the DHIS2 platform.

However more recent) a positive trend has been observed where more CHWSs are reporting
on community and neonatal deatl@imal bites, epidemic prone diseaaad other unusual
events such as fires and drownihgaddition, community animal health workers (CAHW) are
reportng on diseases and unusual deaths among aniftaséswould be an indicator of the
success of communiyased surveillance. Bsecould strengthened bgnsuringthe use of
rumour log books which were observed during the field assessment to be undetuyibrzd

in the PHUs visited.

Health facility density is amdicator of acess to healthcare services. In 2017, Sierra Leone
had a health facility density of 1.8 per 10 000 population which is below the target of 2.0 per
10 000 populatiofi3). Consideringthe relatively lav access to healthcarde survédlance

system could thereforguffer from

low sensitivity and poor representativeness. Thasufl
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also be worseneawing to peopleseeking care from alternative providers such as traditional
healers ad user fees charged at public health facilities that may be a barrier to seeking services
among groups not targeted in the free healtbpolicy. Lack of medicinesand essential
commoditiescreates negative perceptions among communities andtineagforereduce
attendancéor services

Case detection and reporting at facility level

IDSR implementationwas revitalisedluring and after the EVD outbreak with trainings and
designation of IDSR focal persons at almost all public PHUs and a few private hedilties.

In addition to IDSR trainingrield Epidemiology and Training programnteETP frontline

and intermediate traininigas improvediuman resource capacity of surveillance especially at
district level. As a result of these trainindeealthcareworkers becamdamiliar with case
definitions and able to orient new staff on these and other reporting requirements. Good
relationships built with CHWSs, traditional birth attendants and community leadership have
been enabling factors fomaorefunctional sureillance system.

The shift from papebased to an electronic reporting system has enabled better data storage,
improved data quality and reporting rates. Since week 5 of 2017, all 14 districts have submitted
weekly IDSR report to the national level usthg DHIS2 platform. Intralistrict reporting that

tracks completeness and timeliness improved significantly from 2015 to date. For example
Kenema district had an intdistrict reporting rate of 2% during week 8 of 2015which
increasedo 90% week52(20L6) andto 94% by week52, (2018. Overall reporting rates
remarkably improvedavith completenesexceeding the 90% national target in over 3 quarters

of the districts, reaching a weekhtra-districtaverageof 99% by end of 2018
Figure 7.-Reporting rates by district week 52for 2016, 2017 and 2018
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The roll out of eIDSR has increaskspeed and efficiency in the transmission of the weekly
report on the SMS platform with almost all public health facilities on this platform submitting

the weekly report in the previous 4 weeks. Staff at PHUs have embraced and aced&ifiét e

One PHU healt hcar ¢likeMoSRkleatch theediseasetqaiakly i dnot her
added function is that copies of the IDSR reports were stored safely and wete aesess.

This system is also enhanced by use of the Closed User Group (CUG) for making calls between
facilities, the surveillance unit at DHMT and national level. However there was no use of emalil
communication between the DHMTs and the PHUs. Use létea was threatened power

supply challenges as the power banks supplied were relatively small to charge the devices.
Users reported that solar chargers would be a more suitable and reliable alternative.

E- IDSR has also conbuted the following:

1 Early detection, investigation, and response to outbreak or public health events

1 Reduced manuateducederrors and improved data quality

1 Generation of automated alerts, better data transmission, management including data
storage ad easy access

1 Enabled the consistent production and dissemination of weekly surveillance bulletins

Figure 8: Averageintra -district reporting rate week 1-52, 2018
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The performance of the AFP surveillance system which districts report quagsterides an
insight into the sensitivity of the system. Figure 8 shows improvement in the performance
indicators for AFP survlance in all regions of Sierra Leone between 2017 and 2018. For
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example the no®\FP detection rate in the southern region almost doubled from 1.9 per 100
000 in 2017 to 3.7 per 100 000 in 2018. However aspects of the systems such as the 60 day
follow up on AFP cases remaineelativelyweak.

Figure 9: Non-AFP detection rates by district, 2017 and 2018

AFP Surveillance: Non AFP Rate by District/Region
2017/2018 (Jan — June)

Regional Mon Polioc AFFP Rates

Include: All AFP cases

MNon Polio AFF Rate per 100,000
Mote: Data annualised

SourceDHES, MOHS

Enabling factors for Surveillance

Identification and retraining of chiefdom supervisors was identified ablieg factor for a
stronger surveillance system in some districts visited. Other key enabling factors were
improved mobility of surveillance officers by motorbike and CUG calling using the tablet
where provided. Limited reporting compliance by referragditals and private facilities
negatively affect system sensitivity and representativeness.

Avalilability of guidelines and reporting toolre indicatos of stability and simplicity of a
surveillance system. In a rapid assessment during the courseatibsitanalysisonly 2 out

14 facilities did not havthe 2019DSR guidelinedook However, late resupply of tools poses

a threat to system stability. Standard case definitions were largely available and displayed in
strategic places such as consultargd treatment rooms. Howeyén hospitals these were
insufficient to cover all relevant departments. Where they were available these case definitions
assisted staff in recording diagnosis of priority diseases or conditions in clinic or hospital
registers

Progress was made in ensuring availability of the weekly reporting form but gaps remain in
tools such as the health facility line listing form and the rumour log. In addiven available

tools such as the rumour log book were mostly not completddused for the intended
purpose.

Table8 shows that all the facilities visited had a designated focal person responsible for IDSR
and of these 83.3% had been trained on IDSR. All submitted the weekly report electronically
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via tablet devices and all hadlsunitted 4 weekly report in the 4 weeks preceding the
assessment. This finding is an indicator of successful roll outllDER and its impact in
increasing frequency and ease of reporting. Availability of reporting tools was generally
satisfactory. Howevemwhere the suspected outbreak/rumour log book was fabaegwere
largely not completed at all. This may indicate lack of communication between facilities and
communities to transmit information about possible outbreaks or risks and ultimately impact
on sensitivity of the surveillance system. This could also be related to the fact that only 50%
of the assessed facilities were using any commiased surveillance tools. Only half of the
facilities visited were correctly filling the case based reporitind, Often the section on final
case classification was not completed even after laboratory results had been received.

Table 8: Status of IDSR in 18 selected health facilities, 2019

Variable N (%) n=18
Facility has designatefdcal person responsible for IDSR 18(100)
Designated focal person responsible for IDSR trained 15(83.3)
IDSR focal person or any staff participate in any IDSR review meeting 14(77.8)
Standard case definition displayed in strategic places e.g. clin@als, wards 14(77.8)
Weekly Reporting Form available 17(94.4)
Case Based Reporting Form available 14(77.8)
Health Facility Line Listing Form available 12(66.7)
Suspected Outbreak/Rumor Log book available 13(72.2)
Health workers correctly fill caseased reporting form 9(50)
Communitybased surveillance tool in use 9(50)
Proportion of facilities that submitted 4 weekly reports in the last 4 weeks 18(100)
Proportion of facilities that submittedeekly report on ¢DSR 18(100)

Outbreak detection, investigation and response

The DHMTs hae establishednultidisciplinary rapid response teams that conduct cadakr
investigations. However the epidemic and outbreak committees were not meeting regularly
and were poorly resourced to mount a swift andcéffe response

An outstandingmprovement has been noted regarding response to suspected outbreaks with a
higher proportion of cases notified within 24 hours and responded to by rapid response teams
within 48 hours Implementation of IDSR enabled the icpleployment of an early warning
system for detection of priority diseases during the mudslide and flooding disaster that occurred
in Freetown in August 2017. Six priority diseases: cholera, diarrhoea in children <5yrs,
measles, typhoid, dysentery andlan@ were specifically targeted and this contributed in
mitigating spread of these diseases.
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Districts self-report on outbreak and response performancatgrly. There was a wide
variancein performance among the districts on each of the indicatolsetta©n average the
majority of health events, 80.1% were reported by health workers with the remainder reported
by Community Health workers. This supports observations and reports made regarding poor
performance of community based surveillance especial18. Most of the reported cases
88.7% were ndfied within 24hours andrespondedto within 48hrs, 86.9%. On average less
than two thirds, 59.3% of investigated cases received laborasuits within 3 7 days.

Table9: National suspected outbreak response indicato?29162018

Indicator 2016 (week 152) | 2017 (week 152) 2018 (week 152)
(n=87) (n=85) (n=67)

Proportion of suspected outbreaks| HW = 90% HW = 89% HW =91%

events detected through IDSR syste| CHW = 6% CHW = 7% CHW = 9%
Media = 4% Media = 0% Media = 0%
Active case sarch | Active case search { Active case search = 0%
=0% 4%

Proportion of suspected outbreaks| 92% 81% 96%

events notified on time (within 24hrs] (N=87) (N=85) (N=67)

Proportion of suspectedutbreaks or| 90% 87% 97%

events with rapid response with| (N=87) (N=85) (N=67)

48hrs

Proportion of investigated suspect| 17% 72% 58%

outbreaks or events with lab resu| (N=58) (N=46) (N=67)

within 7 days

The weekly disease surveillance systalso tracks maternal deaths and reports number of
deaths by chiefdom. This is followed through with maternal death reviews and appropriate
action at times. However it is not clear how the actions relate to the identified cause of death
e.g. posfpartum hamorrhage and management of tffesBage of labouwhereby blood banks

at district hospitals reported that they had very limited supply of addchallenges with the

blood replacement strategy

Key challenge# response were:

1 Fundsfor emergency respsecentralized and earmarked for severe emergencies only
andassociated witlate disbursement

1 District Emergency and outbreak committees remain largely non functional

1 Inequity indistribution of resources arising from failure to use to laid out forraula
estimate resources according to needs
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Data quality, analysis and use
Figure 10: Data analysis at facility level (n=18)
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One of the key components of surveillance is analysis and use of data. IDSR training include
a modué ondata analysisAbouthalf, 44%o0f the facilities visited were carrying out any basic

data analysis (fig 5However this was an improvement from past assessments where only 30%
were undertaking any analysid/here facilities conducted analysis this wassttytrend
analysis. On further probing it was noted that capacity to undertake basic analysis was mainly
obtained from irservice training by District Surveillance Officers. Only a minority, 5.5% were
analysing their data by place. This has implicatmmsisefulness of the surveillance in making
appropriate targeted interventions such as adherence to use of malaria bed nets for example.
This finding also highlights the need for reviewing/ current IDSR training with the aim of
increasing awareness and iba®mpetencies in data analysis.

The MOHS with support from partners developed Data Quality Assessment (DQA) tools and
conducted biannual assessments in all districts and selected health facilities using an electronic
platform that enabled rapid generatiof comprehensive reports. Data quality assessments
undertaken in May 2018 shows a variation in availability of IDSR technical guidelines at health
facilities from 50% to 100%. The proportion of facilities with IDSR case definitions ranged
from 60% to 10%. These deficiencies could lead to fieporting or poor quality data being
reported. This was also compounded by lack of critical registers. In this assessment only 65%
of facilities had the Rumor/Suspected Outbreak log book. Among those facilitiegumiti

log books virtually none had been completed.

Comparison of results in a series of data quality assessments shows an improvement in data
quality. In the first round, 2016 only 6 districts achieved the acceptable accuracy target
(95%0OVFO105 %gcond; 12017 mund S districts achieved the target Verification
Factor (VF). The proportion of Health Facilities with accurate reports also increased from 30%
in round 1, 2016 to 53% in the 2nd round, 2@hd 59.4% % quarter 2018Some of the data

gualty issues to be attributed to inadequate supportive supervision and poor adherence to data
verification SOPs at district level.

The conduct of data quality assessments appears to be associated with better surveillance
performance. Facilities that had aa quality assessment in the previous 12 months were more
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likely to undertake basic data analysis. la thpid assessment undertaken, 7 out dhdiBties
(54%) that had had an assessmeamalyzed their data. Among facilities not receiving a data
gualty assessment in the previous 12 months only 106W(20%) performed basic data
analysis.

Use of data has improved owing probablyctoser collaborationsvith partnersand data
sharing for programming. Best practices noted were the monthly in chagengs held
although inconsistently in some districts, where surveillance data is shared and interrogated.
The FETP training has been instrumental in conducting evaluations of surveillance systems
using standard guidelines as well undertaking data additsther best practice is cascading

of surveillance capacity through mentoring arrangements within the FETP training hierarchy.
Bilateral trainings in surveillance (Sierra Leone and Liberia) provided a platform for more
collaborations between countries.wfsver cross border collaboration remained weak in some
districts owing to lack of engagement at higher levels, resource limitationsepnded
language barriers.

Figurell: Maternal deaths by chiefdom epi week-26, Konaidugu disict, 2018

Map Showing Maternal Deaths Per Chiefdom from Epi week 1 - 26,

2018 in Koinadugu District

No. of Matermal Deatre

Source: Konaidugu district DHMT

District Surveillance officers demonstrated sarapacity for data analysis, use and feedback.
Evidence of this was backed by a detailed and shared weekly disease bulletin, although some
of the districts werenot consistently producing the bulletin. At district level there were
analytical outputs of some priority diseases and conditions e.g. maternal mortality trends by
time and cause of death, cascade analysis of malaria diagnosis. An emerging issue of concern
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was lack of consistency in denominators used especially around target populations for
immunizations.

Key gaps in surveillanceycle are basic data analysasd use. Majority of PHURck skills

and materials to undertake basic descriptive analysis rerdfore cannot clearly describe

trends of priority diseases in their catchment area. They could not therefore clearly relate
disease patterns to environmental and behavioural factors as well as control interventions
within their area. Peripheral healthitsnhad limited capacity for datanalysis as few had

graphs or spot maps showing trends of the common and epidemic prone diseases in their
catchment area. The I DSR guidelines state t
(graphs, table, charts) atipmt of col |l ecti ono, but these f a
guide this activityJob aids would probably encourage more data analysis than simply referring

to the IDSR guidelines.

At national levelgaps include limited capacity in geospatial mag@and analysis to identify

event hot spots to ensure better targeted and efficient programming. Frequency of data quality
assessments was also not clearly documented and trainings in data analysis and use were
infrequentHowever, there wasvidence of etion being taken based on data analysis outputs.

One district engaged in weekly ragimmgramgo sensitize the public about causes of maternal
deaths and ways to prevent these based on maternal death surveillance reports. However in
some cases these apped generalized without more targeted and differentiated strategies to
identified patterns and trends.

Data dissemination

Key data dissemination and sharing platforms include quarterly disease surveillance review
meetings and monthly iohargs meetings These provide a platform for national disease
surveillance program, and central public health reference lab (CPHRL), districts medical
officers, districts surveillance officers, other personnel from relevant MOHS directorates or
programs as well as kg@artners to discuss IDSR implementation and performance indicators,
challenges and gaps, and remedial actioriake to improve surveillance

Supervision and feedback platforms have laid the foundation for a sensitive and reliable
surveillance system iSierra Leone. Targeted supportive supervision was undertaken. On
average priority PHUs were visited at least twice per quarter compared to low/medium level
facilities supervised once per quarter. Howelerk of funding was hindering conduct of
monthlyin-charges meetings in some districts as well as regular supportive supervision.

The CUG system has enabled easier communication between the PHUs and DHMTs that

enabl es i mmedi ate feedbackchtaor greesp ommete.t iTnhgedo nhoe
a valuable platform for feedback, refresher training and improvement of quality in reporting.
However laboratory leads and laboratory RRT members were not participatigse
meetings.Thereare indications of better performance in districts that have &lelento hold

regular monthly meetings. For example none of the facilities that were not participating regular
review meetings analysed their data. In comparison among facilities holding meetings almost
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half, 5 out of 11 carried out basic data analysids Performance pattern is also suggested
regarding exposure of facilities to supervision.

Laboratory

A functional public health laboratory network enables early detection and confirmation of
diseases and outbreaks for timely public health respdresgorabries may signal the
occurrence of an epidemic or public health event that needs further investigations. For example,
the laboratory may be the first to detect the emergence of resistant strains such-dsugulti
resistant tuberculosis.Much progress haveen madeaegardingpublic health diagnostic
capacitypost EVD. Fig 12 shows the network of public health laboratories and specialisations

in testing. Specimes collectedfor epidemic pronealiseasesre coordinated by th€entral

Public HealtiReferencé.aboratory(CPHRL) whichis thehub ofthe network of Public Health
Laboratories

Figurel2: Public Health Laboratory network, Sierra Leqrg019

Central Public Health ReferencelLaloratory (CPHRL)

I I I

Jui China CDC Biosafety ConnaughtHospital Lab TB Reference Lab

Level 3 Lab P3 Lab htl 5dz2NAYy3 /[ KA

Regional Public Health Lab

1 Eastern Region ,Kenema (Lassa
fever)

1 Southern RegioBo(EVD)

1 Northern RegiorMakeni(EVD)

The CPHRL and the China CDC level 3 laboratories have dio®ah capacity to test for and
refer toRegional WHO Reference Laboratories, e.g. Polio, YF confirmation testiaddition

to testing for Viral Haemorrhagieever HVF) capacity now exists to test for key epidemic
prone diseases such ®nkeypox, Zika Cholera culturemeningitis, influenza due to new
subtype, measles and rubella. Otderelopmentsvere inclusionof laboratoriansn FETP
training epidemic and preparedness committeepid response teamet national and
subnational level and estaliimment of laboratory unit within the EOC. Howey#tis unitis
understaffed anthat may reducis effectivenesé laboratory surveillanceQuality assurance
(internal and external) has been a@olpdlthough this is largely neexistentat district levé
Challenges relating to laborajoare
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Sample transportatiorirom field level to higher level facilities owing to lack of
transport and fuel suppobly DHMTs. In two districts the DSO had to arrange for
sample transportation by motor cycle over lorgjatices sometimes over 200km
Challenges with maintaining cold chain during transportation compromising specimen
integrity and quality of results.

Laboratoryresultsfrom nationallevel oftennot fed back tdaboratoryat district level

that submittedthespecimenLateor nonreceiptof resultsat district levelvas reported

as negatively affecting surveillance for epidemic prone diseage$ essacceptance

and lack of trust in testing owing to cultural sensitivities to collection of blood samples
in the community.

District level laboratories lack capacity for routine culture and sensitivity testing that
could support antmicrobial resistace surveillance in Sierra Leone

Lack of documentation defining roles and responsibilities of Public healtrataibies
including role of focal persons/managers

Only a third of skilled laboratory positions filledth most specialists near retirement
age

Shortages of reagentsading to low capacity utilizatiore.g. measles testing kits in
2019 measles outbreak

Delays in specimen transportation from district level to Freetown and within Freetown.
Inadequacies in transport (vehicles, fuel and maintenance) contributing to longer
turnaround time for results

Inadequate cold chain for specimens, shortages of packé#gingquest forms
Weakness in collaborating with animal healtifrastructure and human resouréar
surveillance lagging behirat animal healtfaboratories

Limited analytical laboratory capacity for environmental monitoring and surveillance
of environmental healthisk factors.

No capacity for rabies diagnosis

Biosafety, biosecuritywaste Management, availability and useP®E within labs
suboptimal

PaperbasedLaboratory Management Information system establisired electronic
system initiated n some facilities but affected by staff competencies and
shortage/breakdown of computers

Challenges with documentation in specimen collection, transmission and reporting( e.g.
incompleteness)

Usefulness of weekly disease surveillance and quality of surveil lance
The weekly disease surveillance system is largely useful owing to the following reasons

T

T

The system is able to detect prigrdiseases in a timely wayBy end of 2018 all
reporting districts surpassed the mdRP detection target of 2/100 000.

The ystem has increasingly been able to estimate the burden of diseases/conditions
under surveillance e.g. analysis of maternal mortality by chiefdom and trends in malaria
positivity

Enabledassessment of prevention and control measures e.g. ongoing dissussion
why maternal mortality remains high in particular chiefdoms and localities
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However linkages between surveillance outputditocal, environmental surveillance which
is in early developmerdnd further research are not clearly defl. Table 1Gummaizes
findings onselectedattributesof weekly surveillance. Thesealso influence usefulness thfe
surveillancesystem

Table 10: Summary of attributes of the weekly disease surveillance system

Attribute Yes/No Comments

Simplicity Yes 1 Availability of reporting tools and strategic display of simple case definitions which PHU stg
now familiar with

Use of tablet for electronic data entry with prompts that reduce errors

Minimal time spent on data entry and transfer

Flexibility Yes Integration of priority conditions was possible e.g. maternal deaths

Data quality No Recent Data Quality Assessmte estimate data accuracy a#b9

Case investigation forms do not record final case classification

Acceptability Yes High raes of completeness and timeliness in 2018/19
Users find the system is easy to report on and they are confident that they are able to deteg
diseases early

Participation of community health workers, traditional birth attendants, community infleman

E R NE R I L

Sensitivity YesNo Reference laboratories able to make timely diagresis VHF

11/14 districts surpassed the rARP detection rate

Identification of imported cases in border districts

Low laboratory capacity utilization and limitations in detectimgimicrobial resistance
Relatively low initial and repeat use of health facilities

Inconsistent reporting on cases of typhoid fever

Representativeness No Categories of patients paying out of pocket for services may not be included in surveillance

Limited outreach and active case search

Timeliness Yes 11/14 districts consistently above WHO and national targets for reporting

Proportion of events notified on time(within 24 hours) >80%

Stability Yes Data storage on tablet devices and use of Closed Usap&0G) for communication
Availability of reporting tools
At least one trained focal person per facility and orientation/refresher training at monthly

meetings

B R I B R e N I I I ]

Summary of gaps and challenges

Human resource

1 Low staff: patient ratios e.g. 0.18 doctqar 10 000 population, 9.7 frontline health
workers per 10 000 populati@i®) and unequal distribution

1 System relying significantly on goodwill of volunteers for service provision and
reportindapproximately 50% of staff were volunteers, 2016)

1 Staff attrition and lack of refresher trainings(no refresr@nings since 2016)

1 Low ratio of staff tained in IDSR at hospital level and no clarity on which staff category
should be trained on IDSR

1 Low staffing levels at POEs

T Limited capacity for surveillance under

1 Low capacity to undertake basic danalysis

1 Remuneration not performance based
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Financing

1 The WHO is currently operating on a Direct Implementation(DIl) model compared to

Direct Financial Collaboration(DFC) which is more resource intensive and

unsustainable

Challenges with DFC liquidations

1 No reserve fund for epidemic preparedness and rapid respodgaconsistencies in
the flow of funds from NGOs to DHMTs

1 No protected emergency medicines, commodities and consumables

No dedicatedinancialsupport for AMR surveillance in the country

1 Delays and normpaymentof CHW allowances

=

=

Service provision

1 Low capacity utilization of district level laboratories

1 Complexity of hospitals not incorporatedanprogramming for surveillance efgw
hospital departments have standard case definitaonds few are supervised on
surveillance

1 Lack of clear interfadentersectionand action on outputs from maternal death
surveillancewith Reproductive health, malaria surveillance and national malaria
control programme for example

91 Delays in or not receiving resultsndermines confidence and ownership of the
surveillance system( bottlenecks experienced with AFP results and at national level,
surveillance)

1 Delays in establishment of data systems at new facilities

1 POEs lack basic Infection prevention and control supgied are not empowered to
perform according to standing SOPs e.g. no yellow fever vaccine for travelers

91 Lack of feedback to POEs on cases reported

Health information

91 Data quality remains subptimal
1 Weak local data quality assessment
1 Some districts notproducing weekly epidemiologicdiulletins

Logistics

1 Limited resources to undertake outreach and active case search
1 Lack of gationery and printer services

1 CHWs lack means of swift communication with facilities

1 POEs working in temporary infrastructure

Lessons learnt and Best practices

1 Weekly Emergency Preparedness Readiness and Response Group(EPRRG) meetings
on a one health platform

1 Production of district weekly epidemiological bulletin is a best practice
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i Utilization of community informants that includeaditional herbalists significantly
increases quality of surveillance. This is demonstrated in improved AFP case detection

on the AVADAR platform.

1 Prioritization of surveillance issues in weekly DHMT meetings enables sharing of
surveillance data with progmme heads and timely intervention. Inclusion of private
facilities in weekly surveillance meetings has increased acceptability of system in this

sector.

1 Monthly in charge meetingsonvened by the DHMT that include all PHE=e an
important platform thattrengthens surveillance performance through information
sharing, benchmarking and recognition of performance

1 Involvement of local traditional authorities and CHWSs has laid a solid foundation to
further strengthen surveillance in Sierra Leone

=

On the job taining/mentoring creates key competencies such as basic data analysis

1 Lack of areserve emergency fund means the DHMT is unable to mount a rapid effective
response thus significantly reducing the window of opportunity to reduce morbidity and
mortality. Lae payments for incentives for those participating in activities such as
immunization campaigns reduces morale of workers involved.

Partners have played and continue to play a critical role in technical and financial support to
the MOHS in ensuring that kespects of the system function. These include data analysis and
production of the weekly surveillance bulletin, data quality assessments, integrated supportive
supervision, communication and epidemic preparedness and response.

Strengths Weaknesses
1 Established muidisciplinary Emergency Operatior] 1  Suboptimal performance Community Based Surveillancg
Centre(EOC)including laboratorywith capacity to respond fj nonuse of rumour log book in PHUs
differing levels of health events& emergencies 1  Weak linkage of laboratory and surveillendata
1 Emergency and outbreak Management committees, R 1 Lack of reserve fund for outbreak & emergency response
ResponseTeams at national and district level, EPR plg q Low staffing levels (50% are volunteers)
avalable at national and district level T Surveillance in animal sector performing poG3§E)
T Availability of reporting tools in almost all public heal 1 No clear frameworkl/interface between environmental
facilities surveillance and IDSR e.g. resistancetgrat to chemicalg
1 E-IDSR in 10 districts with high levels of timeliness a used for IRS
completeness 1 Data quality still below 60%
1 Analysis of surveillance dataveekly epidemiological bulletir 1 Longturnaroundime for laboratory results
disseminated 1 Low capacity for data analysis and effective use at facility I¢
T Weekly EERPG meeting at National EOC 1 Inadequate logistics for supportive supervision
1 E_stablished risk communication mechanisms for epidemic p 1 Inadequate coordination of partnepsojects and departmen
diseases and events within the MOHS e.g. HSEDEHSand DPPI
1 CHWs trained in CBS receiving direct monthly remuneration f  Weak surveillance for AMR(human, animal a
1  DHIS2 platform interoperable withi®SR environmental)
1 Data sharing platforms such as quaytesurveillance review f  Erratic cross border surveillance activifiesorly equipped
meetings and monthly Ain ch POEs)
o I'ntroduction IoTPtrainingt demand?g . Weak enforcement of public health legislation e.g. manda
reporting including the private sector
1  Weak structures in detection and monitoring of water qual
foodborne diseases and food contamination
f Limited i mpl ement ati on o f
surveillance, preparedness and response
I Shortages of medicinessonsumables at health facilitig
leading to lack of confidence in the public health system
Opportunities Threats
1 High donor dependence for surveillance and response a
1  Costed National Agenda for Public Health Security(NAPHS) sustainability for surveillance
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Improving mobile phone technologies(4G) and mobile ph 1  Weaker surveillance and pmnse systems in neighbourin
penetration states

Global, Regional initiaves, networks e.g. Global Heall High border area mobility and porosity

Security Agenda(GHSA), Africa CDC, Afenet, Tephinet Political interference

IHR 2005,Participation in Joint External Evaluations(JEE)
Goodwill and funding from donors, partners

Capitalising on current funding and technical expertise thrg
partnersupport to strengthen the Laboratory syste8pecimen
Management, Priority disease detection, LIMS, Biosaf
Quality Management, Wastlanagement, BiosecurityAMR
detection and surveillance.

Existence ofnter-agency Incident Management Team{IM
Proposed National Public health Agency(centre of excellenc|
surveillance, research and career progression)

Political will

= =

Strategic Direction

Rationale for the strategy

SincetheEbola Virus Diseaseée{VD) outbreak Sierra Leone has strengthened priority disease
surveillance \ith significant improvements in core and support functions. How#&wesystem

still faces resource limitations and ability to provide quality datarder to achievéhe health
related Sustainable Development Go&®(Q), it is essential that there aevidence based
strategies that guide efforts towards maximizing impact of resources used in disease
surveillance. A surveillance plan of action (POA) therefore provides the framework for the
government of Sierra Leone to implement activities cruciahferearly detection, verification,
notification, response and containment of public health emergencies, thereby contributing to
national, regional and global health security. This will depend largely on effective district
disease monitoring and controff@ts with active involvement of communities, clinicians,
other sectors of government and partners yndeed bythe one health approach.

Vision

A timely, effective, reliable and efficient public health surveillance system that is responsive
to the buden of disease s i ng t h e apgpoackBy 2023aplblic health is prepared to
med the challenge of emerging.-eenerging and neoomnunicable diseases (NCDs)

Mission

To prevent and control epidenpeconediseases, public health emergencies ahdrgriority
diseases/conditionshrough the implementation of an effeet and efficient national
epidemiological surveillance system unglaned bythe fione healtb approach

Goal

Enhance the national capacity to define, detectrasdond to priorityiseass, public health
emergenciescluding NCDsby 2023 There will be improved evidence based decision making
and a Acultureodo that demands quality data an
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Guiding principle and values

T

Political commitment and ownership with accountable leadership for disease
surveillance and responsihe demonstration of political support from the highest level
will galvanise action and ensure successful efforts in advocating for surveillance and
strategic information as a priorityinggvy nment 6 s agenda

Equity- reduction of health inequities is fundameritaimprouvng population health.
Mechanismsare neeckd to ensure surveillanceepresentativeand includeshe poor,
marginalized and hard to reach populatidReliable measurement aneporting of
these inequalities wilbe anintegral part of public health surveillance

Community participation with meaningfuinvolvement of communities, civil society
and the private secton surveillance and response activities vaitldressarriers o
demand for services.

Fostering multisector collaboration and integrated approach at all levels
(community, district and national) amoimgiman animal and environmentahealth
usingt he fAOne he aThe multidgetpral approdchd will develop new
partnerships and strengthen existing ones.

Strengthening partnership within and outside the health sectocludingthe private
sector, norstate actors, research and academic institutions

Evidencebasedand forwardlookingaddressingmergingre-emergingliseasérends,
healthrisks etc.

Quality improvement-  recognisingthe importance of high quality public health
surveillanceincluding leadership, managemetdboratoryand role of Continuous
Quality Improvement CQI) in the surveillance system.

Main strategies
The following strategic approaches will be applied based on the current situation analysis

1.
2. Establishing and strengthening appropriate structures to implement surveillance and

Sustainthe existing human surveillance systems

response activities includingo@imunity Based Sueillance(@BS) and Eent Based
Surveillance

St r en g t-thiemdOBR suedillance for priority diseases including indicators of
equity through improved communications technology and infrastructure

Strengthen public health laboratargpacity performance and networking

Establish usefriendly information management and reporting infrastructure for
infectious disease outbreak investigations cascading to PHUs

Enhance water quality and environmental hazard surveillance including food safety,
chemical and radiation ctamination in line withinternational Health Regulations
(IHR), 2005
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7. Establish a research agenda and conduct opeshtiesearch into currenémerging
and reemergingthreats to healthassess the impact of health intemi@ms and use
strategic inbrmationto continually improve public health surveillance practices

8. Increase the competen@taowledge, skillspracticeand attitudes) of the public health

workforceincluding laboratory to carry out surveillance functions:
a. Develop capacity for geospait analysis and ensure availability of training to
key users

b. Manage and continually improve the Field Epidemioldggining Programme
(FETP)through local funding and defining clear career pathways for graduates
c. Support professional networks such as Rulblealth associations, alumni

associationsetc.

d. Develop and maintain partnership with academic institutioresearch
institutions(local, regionaland international) and private sector

e. Build flexibility into surveillance infrastructure while fostering culture of
innovation

9. Strengthen collaborative arrangements wMimistries, Departmentsand Agencies
(MDAs) and partners
10. Strengthen supply chain management systemsuimeillance

Figure 12 summarizes the six pillars or EKRAS that are essentialef@ountry to achieve its
vision on public health surveillance. A kapderlying assumption is that surveillance will be
tailored to changes in disease burden in Sierra Leone.

Figure 13: Strategic pillars for strengthening surveilance
Expected Key Result Areas (EKRAS), targets and milestone
Timely, Effective, Efficien

and Responsive Surveilla
System

Competent Availability S8 Accelerated Stronger
and engage( use of high one health supply chai
workforce quality data aproach system

Improved
public healt
laboratories

Stronger partnership an

networking

This strategic plan anchors on major expected key result areas (EKRAS) or Critical Success
Factors (CSF) to be achieved through the implementation of prioritized activities. The EKRAS
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are the"must achieve" in order to realize the overall goal and visfahe surveillance and
response systeand araepresenthe strategic pillarBroadly the EKRAs are:

1 Engaged competenworkforce at community, facilitydistrict and nationallevels
including hospitaldor standardized surveillance

1 Upgraded and well equipped laboratorfeaman,animal, environmentalto provide

quality testingncluding Antimicrobial Resistand&MR) andtimely results

Integrated human, zoonotic and environmental suarei# systems

Availability of high quality data in real time, analysed, interpreted and used to address

public health eventat national andlistrictlevel. There will be ncreased data demand

and useof datafor decision making at community, PHUSs, districational level

including private sector

1 Strengthened logistics and supply chain for surveillance activities at all levels

1 Stronge partnershipnetworkingand resource mobilisation for surveillance

= =4

Each of the EKRA were subsequently translated into @neore general objective$he

following section show the objectives, indicatoractivitiesand timdérame.

Objectives Indicators and Activities
Table 11: EKRA 1: Engaged competent workforce at community, facility and districtlevel including

hospitals for standardized surveillance

EKRA 1-Competent,engagedand equippedworkforce for quality surveillance
Objective(s) | Activities Indicators Responsible Time Frame (Years)
Person(s)
2019 [ 2020 [ 2021 | 2022 | 202
3
Develop a| Facilitate placemen Percentage o] HRH X
critical mass| of current volunteerg posts filled
of competent) and newly recruited
human, staff on governmen
animal  and| payroll
environmenta
I public | Training/refresher No of trainings| DHSEDLVS X X X
health training for health| conducted
professionals | facility staff and
for district  surveillance
surveillance | officers in
at  national| surveillance of
and district | critical syndromes
levely( Conduct nationwide | Assessment DHSEDLVS X
Strengthen assessment/survey ( report
capacity for | syndromic
syndromic surveillance systen
surveillance | (DHMT level)
among Assessment an( No of trainings| Directorate of| X
human, review of the| assessed an| Training and
animal and | effectiveness ol reviewed Research/Traimig
environment | current and  pas Officer, MAF
al health | trainings
workers  at
all levelg Curriculum  review| No of reviewed| Training X | X
meetings/workshops| meetings held | Institutions
Conduct  frontline,| Proportion of | MOHS/MAF X X X X X
Intermediate ang districts with at
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EKRA 1-Competent,engaged and equippedworkforce for quality surveillance
Obijective(s) | Activities Indicators Responsible Time Frame (Years)
Person(s)
2019 | 2020 [ 2021 | 2022 | 202
3
advanced FETR least one
training trained
epidemiologist
Finalize scheme o] No of | HRH X
public health servicg Published
and publish caree scheme of
pathway for graduate| service for all
cadres
Printing and| Number of
distribution of CBS| CBS materials
materials distributed
Roll out CBS trainingl Number of| DHSE X
in remaining districts| CHWSstrained
Provide sustainable Proportion of | DHSE
incentives for CHWg CHWSs that
in 16 districts received
incentives
Conduct coaching,| Proportion of | DHSEDLVS X X X X X
mentoring and | supportive
supportive supervision
supervision visits per
schedule
Introduce No. Of | DHSE/DMAF X
rewards/recognition | personnel/unit
for performance awarded with
rewards
Support public health Number of| DHSE X X X X
professbnal networks| bodies
supported
Provide Assess competencig No. of | DHSE/MAF X X X X X
meaningful | for surveillance assessment
and equitable report
opportunities | Recruit suitably | Proportion of| HRH/HRA X X
for training, | qualified (Diploma, | qualified
professional | Degree, or| cadres in post
development | equivalentcadres
and careel
enhancement
Support and | Introduce team No of annual| DHSEDLVS X X
recognize awards for | awards
innovaton, performance
critical Implement staff| Percentage o HRH X X X X X
thinking, performance staff with staff
individual appraisal appraisals dong
and collective
contributions
in
surveillance
activities
Develg standard No of standard] DHSEMAF X

communications

communication
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EKRA 1-Competent,engaged and equippedworkforce for quality surveillance
Obijective(s) | Activities Indicators Responsible Time Frame (Years)
Person(s)
2019 | 2020 [ 2021 | 2022 | 202
3
Strengthen protocols including| protocols
vertical and| one health developed
horizontal
feedback on
surveillance | Conduct No. of trainings| DHSEMAF X X
underthe one | communications conducted
health training for relevant
approach sectors gall levels
Provide support foi Number of| DHSEDLVS
mont hly Almont hl vy
meet i ngs o | charge
me e t iheld
Install and maitain | Proportion of | DHSEDLVS X X X X X
modern surveillance
communication units with
facilities (CUG, | functional
tablets, modems, etc| communication
facilities for
immediate,
weekly, and
monthly
reporting
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Facilitate

timely

notification of disease

outbreaks

Adapt guidelines for Event Base
Surveillance(EBS)

No of EBS
guidelines
adapted

DHSED
LVS

Print and distribute event basa
surveillance guidelines and trainin
materials

Number
distributed

DHSED
LVS

Implement scenario/simulatior
training package for Communit
Health Workers on Event Basg
Surveillancel6 districts

Existence of
training
package

DHSE/D
LVS

Conduct Training for EB&t all levels
includingl17 utilization training for
CBS reporters as an early warni

No
Trainings
conducted

of

systeml6 districts

Proportion
of
epidemics
(above
epidemic
threshold )
detected in
previous 12
morths that
were
notified to
the next
higher level
within

24 hours of
detection

DHSED
LVS

Improve
environment

work
1o

enhancestaff morale
promote teamwork an(

job satisfaction

Coaching and entorship, integrate
supportive supervision visits

Proportion
of
supervisions
conducted
according to
plan

DHSED
LVS

Improve health facility infrastructur
(water,toilet, electricity, internet)

%
facilities
with water
Supply

of

DEHS/D
LVS

%
facilities
with
electricity

of

DHSE/D
LVS

%
facilities
with
internet
connectivity

of

DHSE/D
LVS

Undertake employee surveys and
assess work conditions such as w
flow, effectiveness and efficiency

% of staff
satisfied

HRH

Introduce leaner workflow process
and document filig

No of health
facilities
with
appropriate
Archiving
and filing

system

DHSEM
AF
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Develop and disseminate guidelin
for holding effective meetings

No of
facilities
with
updated
guidelines

for meetings

MOHS/
MAFS

Institute timely mechadams to pay|
allowances for field staff in outbred
and emergency response

No of staff
who
received
allowance
on time
during
outbreaks

DFR/Chi
ef
Accounta
nt-MAF

Facilitate
implementation of
IDSR/IHR in public
health training
institutions

Conduct quaterly joint meetings
between MoHS (public health ang
cliniciansgrand rounds, mortality
audit, etc.)and MAF

No of
meetings
conducted

MoHS
(Medical/
Clinician
SYMAF

Create capacity fo
recognizing and
reportingof Healthcare
Acquired Infections
(HAIS)

Train hospital staff on BAIs and
IPC

Numberof
health
facilities
conducting
HCAI
surveillance

IPC

Distribute guidelines for BAls

Proportion
of

health
facilities
using
guidelines
for infection
control
distributed

DHSE/IP
C

Supporive supervision, coaching an
mentoring

Proportion
of
hospitals
that
routinely
report
outbreaks
occurring
within

the health
care
setting

IPC/IDHS
E

Create capacity fo
recognizing and

Train staff on AMR surveillance

Number of
trainedstaff

DHSED
LVS

reporting on AMR and
associated risk factor
under one healil
approach

Quarterly sipervision, coaching an
mentoringon AMR

Number of
supervisory
visits
conducted
on AMR

DHSED
LVS

Establish mechanism for monitorin
and tracking implementation of th
workforce strategy (identification an
recruitment of coordinator/foca

person)

Tracking
reports

DHSED
LVS
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An important element for useful surveillancaistrengthened public health laboratory network
andinformation management systefable 12 summarizes objectives, activities and indicators

of progress regarding strengthening of public health laboratdniesder for surveillance to

be effective and eficient, public health laboratories must leapacitated tgerform core
functions. Thereis a need to strengthen specimen management, supply chain management,
guality management systems and improvediety andiosecurityin laboratories.

Table 122 EKRA 2: Upgraded and well equipped laboratories (human, animal, environmental) to provide
quality testing including Antimicrobial Resistance (AMR) and results timely

EKRA 2- Upgraded Public Health Laboratory network

Objectives Activiti es Indicators Responsible Time Frame(Years)
2019 | 2020 | 2021 | 2022 | 2023
Reduce Develop and % of | DHSEDLVS X
turnaround timel update laboratories
for laboratory| guidelines  for| with updated
results  (MoHS| standardized guidelines
and MAF) laboratory
practice
Proportion of| DHSE/DLVS X X X

Introduce and laboratory
train laboratory| personnel

staff on| trained on
innovative innovative
techniques techniques
including
hospital
acquired
infections
Introduce and Number of| DHSE/DLVS X X X X X
maintain CME sessiong
continuing conducted
medical
education
(CME) for
laboratory
surveillance
Institute Number of| DHSE/DLVS X X X X X
Quarterly supervisory
Supportive Visits
supervision conducted
Establish regiona] Conduct health Assessment | DHSE/DLVS X
upgraded publig facility conducted

health laboratoriey assessment
with capacity ¢ | including
test and confirm g laboratory

broader range o| Procure % of | DHSE/MAF/DFR X X X X X
diseases standard laboratories

laboratory with

equipment, equipment,

reagents, medij reagents,

and rapid| media rapid

diagnostics for| diagnosticsand
priority diseaseg consumables

for priority
diseases
Install and usg % of | DHSEDLVS X

institutional  e| institutions
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EKRA 2- Upgraded Public Health Laboratory network

Objectives Activiti es Indicators Responsible Time Frame(Years)
2019 | 2020 | 2021 | 2022 | 2023
mail addressey with Emalil
for official | addresses ude
communication | for official
communication
Build the capacity] Establish a No of Districts| MOHSDLSVS/DFR | X
of laboratory| budget line for| with lined
specimen transferny specimen budget for
Establish a referral specimen
National including referral
integrated outsourcing
specimen Procure supplie§ Proportion of| MoOHS/MAF(Finance)| X X X X X
transportation for specimen laboratory
system collection and| units with
transportation | supplies for
specimen
management
Ongoing Number of| DHSE X X X X X
coaching, supewisory
mentoring and visits
supervision
Introduce quality] Conduct Number of| DHSEDLVS X X
management sensitisation meetings held
systems  within| meetings for
network of public| QA/QI
health laboratoriey Conduct QA/QI| Number of| DHSEDLVS X X
training trainings
conducted
Enrol Percentage o DHSEDLVS X
laboratories in | laboratories
external quality| engaged in
assurance QA/QI
schemes
Train Number of| DLVS/DHSE
Laboratory staffl accredited lab
on SLMTA and
enrol selected
laboratories in
SLIPTA
programme
Establish a on¢ Develop and Existence ofl DHSEDLVS X
health approacl maintain updatedsOPs
for laboratory| National
biosafety and Biosafety
biosecurity manual, and
systems by 2022 | SORs for
biosafety waste
management
and biosecurity
at each facility
Train Number DHSEDLVS X X
designated trained
biosafety and
biosecurity
officers
Provide reliable] % of lab units| DHSEDLVS X X X X
and sustainablg with
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EKRA 2- Upgraded Public Health Laboratory network

Objectives Activiti es Indicators Responsible Time Frame(Years)
2019 | 2020 | 2021 | 2022 | 2023
power  supply| uninterrupted
for laboratories | power supply
Build laboratory| Sensitization Number of | DHSEDLVS X X
capacity for AMR| meetings for| sensitization
surveillance ang AMR meetings held
research surveillance
component
Conduct Number of| DHSEDLVS X X X X X
trainings in| AMR
AMR surveillance
surveillance trainings
conducted
Procure Proportion of| DHSEDLVS X X
reagents, laboratories
consumables with  reaents
and equipmen for AMR
for AMR testing | testing
Conduct Number DHSEDLVS X X
trainings for| trained
AMR testing
Conduct AMR| Proportion off DHSEDLVS X X X X
Testing laboratories
conducting
AMR testing
Increase capacity Conduct No of | DHSEDLVS X X
for laboratory| trainings in| personnel
staff to undertakg appropriate datg trained
routine data| analysis and usi
analysis and including datal
interpretation quality audits
Proportion of
laboratories
conducting
routine  datd
analysis  and
interpretation
Establish and| % of | DHSEDLVS X X
maintain laboratories
laboratory with
information information
management management
system (LIMS) | system
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Table 13: EKRA 3: Integrated human, zoonotic and emironmental surveillance systemwith im proved case

detection and reporting (Accelerated one health)

EKRA 3-Accelerated One HealthApproach

Objectives

Key
interventions/Activities

Indicators

Responsible

Time Frame(Years)

2019

2020

2021

2022

202

Accelerate the
implementation of the
One Health approach

Widely disseminate thg
validated One Healtl
approach policy,
strategic an(
guidelines

plan

Number of
institutions
with One
Health
approach
policy,
strategic plan
and
guidelines

MoHS/MAF/EPA

X

X

Integrate  One Healtl
into education
curriculum

Number  of
institutions
with One
Health
approach
curriculum

MoHS/MAFS/EPAIMEST,

Train National IHR focal
point team on IHR
intermediate level
reporting

Number
trained

DHSE/DLVS

Identify and train humat,
and animal private an(
public sector healt
personnel on
surveillance guideliney
and reporting tools

Number
trained

DHSE/DLVS

Training for 15000
community animal
health ~ workers  in
syndromic surveillance

Number on
community
animal health
workers
trained

MoHS/MAF/EPA

Document and
disseminate informatior
on me health activities

No of
institutions
with updated
information

MoHS/MAF/EPA

Establish an electroni
zoonotic diseasg
surveillance  reporting
platform

Workshop to develoy
SOPs and user|
requirements for
zoonotic diseas
surveillance electroni(
platform (DHIS2) and
tool

Existence of
electronic
reporting
platform

DHSE/DLVSDPPI

Pilot and pilot evaluatior
of zoonotic diseast
surveillance electroni(
tool in 5 didricts

Existence of
piloted
electronic
reporting
platform

DHSE/DLVSDPPI

Integrate  the IDSK
electronic reporting
platform with zoonotic
surveillance electronig
platform and identified
sectors to make i
interoperable

Existence of
integrated
electronic
reporting
platform

DHSE/DLVSDPPI
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EKRA 3-Accelerated One HealthApproach

Objectives Key Indicators Responsible Time Frame(Years)
interventions/Activities
Establish an event basq Adapt EBS guidelines | Existence off DHSEDLVS X
surveillance systen adapted EBS
(EBS) guidelines
Conduct trainings fot No. of | DHSEDLVS X
EBS persomel
trained
X
Establish review or | Proportion of | DHSE/MAF X
maintain epidemid surveillance
threshold values g units
surveillance units with defined
epidemic
threshold
values for
priority
diseases
Improve  coordination Establish laboratory Existence off DHSE/DLVS X X
and colaboration| linkages for knowledgg laboratory
between human an| transfer and sampl| linkages for
animal health laborator] referral knowledge
systems transfer and
sample
referral
Quarterly coordinatior] No of | DHSE/DLVSEPA X X X
meetings betwee| quarterly
zoonotiG environmental| coordination
and human surveillanc| meetings held
technical working
groups
Harmonize informatior] Train staff on risk | Number of | DHSEDLVS/EPA/Environme| X X
systems for One Healt] communication ang facilities with | ntal health, laboratoryONS
Approach for  data| information sharing| trainedstaff
gathering, processing across governmer
reporting and| programmes
disseminationincluding | DHMTSs to supervise us{ % of facilities | DHSEDLVS X X X
Points of Entry of rumour log book with  rumaur
log books
completed
Conduct quarterly one | No of | DHSE/MAFEPA/Environmen| X X X
health cross bordg quarterly tal health, laboratofPNS
meetings meetings held
Enhance surveillance @ Conduct training  or] No of | DHSE/DLVS/EPA/Environme| X X X
water quality,| water quality,| trainings ntal health, laboratory/ONS
environmental hazard¢ environmental hazardg conducted
chemtal contamination] chemical contamination Routine DHSE/DLVS/EPA/Environme| X X X
air quality, radiation, soil| air quality, radiation, soi| testing of| ntal health, laboratory/ONS
surveillance water quality
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Table 14: EKRA 4-Availability and use of high quality data

EKRA 4-Availability and use of high quality data and feedback mecharsms

Objectives

Activities

Indicators

Responsible

Time Frame(years)

2019 | 2020 | 2021

2022

202

Increase the
proportion of
facilities reporting
accurate data to 909

Provision of ICT
equipment  data
analytical package!
to DHMTs, major
health facilitiesand
PHUs

Number of
computers
software, data
and analytical
packages
procured and
distributed

DHSEDLVS

X

Provide internet
connectivity
expand and
maintain webbased

reporting systems

% of districts
with internet
connectivity

DHSE/DLVS

Joint MoHS/MAF
bi-annual data
quality assessmer
(DQA) conducted
in all districts in
selected health
facilities

Proportion  of
facilities  with
accurate data

DHSE/DLVS

MOHS/MAF
quarterly datq
quality assessmer
(DQA) conducted al
district level by
DHMT

Number of
DQAs

Strengthen ang
maintain stable -e
IDSR and DHIS2
along the reporting

Provide logistics for
all districts to report
on elDSR

% of facilities
reporting using
e IDSR

DHSE/DLVS

chain from
community to
national

Create budget ling
for DHIS2 server
maintenance

Existence of
budget line for
DHIS2 server
subscription

DPPIDHSEDFR/Chief

AccountartMAF

Training oflocal IT
for sustainability

Number of staff
trained

DPPI/DHSE

Generate evidenc
needed througlk
research to inform

decision makers

Conduct
information gap
analysis &
prioritising areas fot
innovative
surveillance

Existence of]
gap analysis
report

FETP/DHSE/Academic
and research institution

Conduct Trainings
(Research
Methodology,
primary and

Number of
trained
personnel

FETP/DHSE/Academic
and researchnstitutions

secondary dat:
analysis and usi
surveillance systen
evaluations data
dissemination)

Number of
reports
disseminated

FETP/DHSE/Academic
and research institution
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EKRA 4-Availability and use of high quality dataand feedback mecharsms

Objectives Activities

Indicators

Responsible

Time Frame(years)

2019

2020

2021

2022

202

Conduct

operatioml research
on priority
disease/conditions

Number of
studies

conducted

FETP/DHSE/Academic
and research institution

X

X

X

X

Conduct seminars
to use latest
research findings tc
continually improve
surveillance
practices

Number of
seminars

conducted

FETP/DHSE/Academic
and research institution

Produce
disseminate
bulletins/reports

ang

Proportion  of
feedback

bulletins/reports
received from
the next higher

level

DHSEDLVS

Increase the
proportion of
facilities analysing
data by time, placg
and person foi
selected  priority
diseases including
Points of Entry

Conduct trainings
on routine dats
analysis and s

Proportion  of
health facilities
with  evidence
of data analysis
by time, place
and person fol
selected priority
diseases

DHSEDLVS/Academi
c and researc
institutions

Conduct training for
geospatial analysis

% of districts
with disease
Ahot spo
mapping

DHSH
DLVS/Academic and
research institutions

Table 15: EKRA 5: Improved infrastructure and better logistics, supply chainand for surveillance

EKRA 5- Strengthened logistics and supply chain for surviance activities

Objectives Key

Indicato

rs Responsible

Interventions/Activities

Time Frame(Years)

2019

2020

2021

2022

2023

Strengthen supply chai
management fo
surveillance activities

Training of logisticians
and finance officers in
optimal suply chain
management

Number of
trained
logisticians and

Finance Officers

DHSEDLVS/DFR

X

Sensitization of staff or
timely financial
liquidation

Number of
personnel

sensitized on
timely financial

liquidation

DHSE/DLVS

Conduct supportive
syoervision  coaching
and mentoring visits

Number of
supportive
supervision
visits conducted
according to

plan

DHSE/DLVS
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EKRA 5- Strengthened logistics and supply chain for sunilance activities

Objectives Key Indicators Responsible Time Frame(Years)
Interventions/Activities
2019 | 2020 | 2021 | 2022 | 2023
Mobilize additional | Amount DHMT/Local X X X X X
budgetary support fron mobilized from| councils
partners partners
Condu¢ local resourcg Number of| DHMTs X X X X X
mobilisation  meetingy meetings held
with donors and
potential funders
Provide reporting tools,| A Proportion | DHSEDLVS X X X X X
guidelines, job aids, 1EC of
materials computersto HF/Districts
CHC, Hospitals without
including points of entry stock outof
reporting
forms in the
previous
one month
A Proportion
of
surveillance
units
including
CHCs,
hospitaland
point of
entry with
functional
computers
for
surveillance
purposes
Procure equipment fo Number of | DHSEDLVS/DFR | X X X X X
securing suppéis and| health facilities
commoditiesprioritizing | with secured
border areas storage facility
Conduct risk and No of risk| DHSEDLVS X
capacity assessments | assessments
conducted
Improve public healt Conduct simulations in Proportion  of| DHSEDLVS X X X X X
emergency prepadness, preparation to respond { districts with alt
Infection Prevention an( emergency  situation| hazards
Control and biosecurity | and outbreaks preparedness
plans that are
tested and
resourced
Create appropriat{ % of health| DFR'IDHSE X X X
isolation facilities(CHC | facilities (CHC
and hospitals including and hospitalg
POEs) for infection | including POES)
control with appropriate

isolation

facilities
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EKRA 5- Strengthened logistics and supply chain for sunilance activities

Objectives Key Indicators Responsible Time Frame(Years)
Interventions/Activities
2019 | 2020 | 2021 | 2022 | 2023
Procure PE, | Proportion  of| DFR'IDHSEDLVS | X X
commodities ang surveillance
sundries forPC units
that have
contingency
stocks
for 3i 6 months
Establish protocols fo| % of hospitals) DHSEDLVS X
outbreak detectionl with  protocols
within for outbreak
hospitals detection
Establishprotected fuds | Create separate accou No of | DHSEDLVS/DFR | X
for emergency respong with minimum funding| surveillance
at district and national readily available fon units with
levels emergency response dedicated
account for
health
emergencies
Develop user friedly Number of| DFR X X
systems for procuremen Sensitization of key | sensitization
fund disbursements an stakeholders on | meetings held
accounting guidelines  in publig for key
financial ~managemen stakeholders
systems
Update and use agreq Existence off DFR'IDHMTs X
formula for equitable| agreed
distribution of resources distribution
matrix
Table 16: EKRA 6: Stronger partnerships, networking and resource mobilisation for surveillance
EKRA 6-Stronger partnership, networking & resource mobilisation
Objectives Activities Indicators Responsible | Time Frame(Years)
2019 [ 20 [ 2021 [ 20 | 2023
20 22
Strengthen Develop avocacy plans fonational | No. of district | DHMT/DA | X
participation of| anddistricts with advocacy| O
partners and ke plan
stakeholders i Share work schedules with partner| Existence  off DHMT/DA | X X | X X | X
surveillance shared workl O
activities using a schedules
iwhol e of| Conduct quarterly joint (human, Number of | DHSEDLV | X |X |X X | X
approach animal and environmental healt| quarterly joint | S and
ard interagency planning and revie| meetingsheld | Partners
meetings
Print, launch and widely market th Number of | DHSEDLV | X
Surveillance Strategic Plan Surveillance S
Strategic Plang
distributed
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EKRA 6-Stronger partnership, networking & resource mobilisation

Objectives Activities Indicators Responsible | Time Frame(Years)
2019 [ 20 [ 2021 [ 20 | 2023
20 22
Establish central partnghip | Existence ofa | DHSEDLV | X
coordinating  mechanissn with | pooled fund for| S and
pooled funding to  suppol surveillance Partners
surveillance
Strengthen Develop public private partnersh| Existence PPR DHSEDLV X
participation of| (PPP)guidelinesfor surveillance guidelines for | S
private sector in surveillance
surveillance  unde| Conduct surveillance sensitizati¢ Number of| DHSEDLV X | X X | X
one healtrapproab | meetings with private providery meetings held | S
harmonize operations and arrive | with  private
common understandingn selected providers
issues
Identify and communicate ner| Existence off DHSEDLV X | X
financial incentives for reporting bl nonfinancial S
private sector incentives for
reporing
Share epidemiogical bulletins with| Number of| DHSE/DLV | X X | X X | X
private sector bulletins S
shared
Supervision and mentoring Number of| DHSE/DLV X | X X | X
visits S
conducted
Maintain and| Develop appropriate  advocaq No of advocacy| DHSE/DLV X
strengthen documents for community | documents S
community participation developed for
participation in community
surveillance participation
Conduct quarterly meetings with| Number of| DHMT/DA X X | X X | X
Community base( quarterly 0]
workers/volunteerganimal, human,| meetings held
environmental) with
Community
Based
Workers/Volu
nteers (animal
human,
environment)
Strengthen cros{ Schedule and conduct quarterly crq¢ Number of DHSE/DLV | X X | X X | X
border surveillance | border surveillance meetings cross  bordef S
quarterly
meetings
held
Communicate daily updates wit No. of daily| DHSE/DLV | X X | X X | X
neighbouring  countries  durin| reports S
outbreaks communicated
during
outbreaks
Develop appropriate infrastructu| % of POEs| DHSE/DLV | X X | X
for POE surveillance with basic| S/IDFR
infrastructure
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Linkages to other relatednational policies, strategies and programmes

Integrated Disease Surltance and Response (IDSRjrategylaid the foundation for
prevention and control giriority diseasesn Sierra Leone. mplementation of this strategic
planwill have linkageso the following

)l
T
)l
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1

National Health Sector Strategic plan 2422

National Action Plan for Health Security (NAPHX)182022

WHO Country Cooperation Strategy, Sierra Leone 2B0Z1- seeks to strengthen
capacities for public health securitydaamergencies in the context of health systems
strengthening and reducing risk exposures.

Non Communicable diseas@¢$CDs)

HIV and TB programmeand strategies

National Malaria Control Programme and strat2g$62021

Basic package of care

IPC Guidelines

National Laboratory Strategic Plan 262621

Infection prevention and contrPC) and Hospital Acquired InfectioifslAl)
National Anti-Microbial ResistancéAMR) Strategic Plan

Primary healttcare

One healttstrategic plan

Health information Strategic Ridor Sierra Leone

National Public Health Security Agenda

Joint External Evaluatio@JEE)

National Infection Prevention and Control Action Plan, 22069 outlines the key
activities to be undertaken to kiskart HAI and AMR surveillance

EPI ComprehensesMulti-Year Plan 201-2021

Public Health Act of 2017

Environmental Protection Act 2008

Radiation Protection Act 2012

Linkages to regional and global strategies
At the regional and global level, the Public Health Surveillance Strategic plan has beed align
to the following

T
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International Health Regulatiord)05and Joint External Evaluation(JEE)
The Global Health Security Agenda (GHSA)

Afro Regional Strategy for Health Security and Emergencies,-2026

A Strategic Framework for Emergency Preparedn&%$$0, 2017

The Sustainable Development Gog@HGs)
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Governance and Implementation

Attainment of thekey result areasutlined in the implementation framework will require the
contributions and collaboration from various stakeholders from the public simtetppment
and implementing partners, the civil society and private sadiggmed to one healthlt will
also require inputs from the different levels of health care delivery system gangin the
national, districts to the communities

The Strateg will be implemented through agreed annual costed work plans that will have
measurable target§his surveillance strategy will be underpinned by one health. It will
therefore be important that the steering of surveillance implementation is inclusiey of k
actors in one health. Whilst recognizinghe Directorate of Health Security and Emergencies

will oversee the progress of Surveillance Plans in meeting the objectives described in this
Strategythere is need for oversight from a body including MigisfrAgriculture and Forestry

and Environmental Protection Agency. Reference can be made to other relevant strategic plans
for example, one health strategy for implementation arrangement. The implementation will
work closely with existing structures such&hiefdoms and village development committees.

National Surveillance Steering Committee

A National Surveillancé&teering Committe@NSSQ will be constitutedand chaired by the
Chief Medical Officer, Director General of Agriculture, Executive Chair RecddcePAheads
of UN agenciesNICEF & WHO), and keyartners. This committee will be responsible for:

1 Advocacy and marketing of the surveillance strategic plan

1 Overseeing the implementation of therveillancestrategesin line with the stated
strategc objectives and priority actions

1 Coordinating input of all the major internal and external partnereancountry in
surveillance

1 Establishing andmaintaining contacts with the regional and global organizations,
networks

1 Mobilizing resources for suntkince

1 Overall ntegration of surveillance activities underpinned by the one hegbttoach

Surveillance Technical Working Group

The Surveillance Technical Working Group (STW@I)l be respondile for advising the

steering committeen programmaticrad technical issueglated to surveillanc&’he members

of this group shall comprise of directors and other geeichnical officials from one health

ministries agencies, departments and partners.

The Terms of Reference of tsd WG will be to:

1 Coordindge planning, implementation, coordination, monitoring and evaluation of
programmes that relate surveillanceat all levels

Developand disseminate technidahanageil guidelines on surveillance

Support nationadnd district planning fosurveillance

Function as a think tank forgblem solving on surveillandssues

Monitor and evaluate the national implementation of the Strategy

= =4 =4 -4
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Ministry of Health and Sanitation-National level

A

p ST ST ST

To o

Maintain and improvePublic Health Emergency Operation Centre (PHEOQ) fo
coordination of preparedness and response activities of public healts iectrding
Incident Management System and infection prevention and control. Operations will be
guided by the one health framework

Oversee AMR program activities including surlagilce

Maintain and strengthenrisk communicationguided by relevant communications
strategies

Review the disease burden, risk factors and recommend any necessary changes to the
priority list of diseases, conditions under surveillance

Establish standasd policies and guidelines for IDS&d harmonization with other
vertical programs e.g. malaria

Assess available cap#ciat national level (including preparedness and response) and
coordinate resource mobilization for surveillance and response

Conduct oerall supervision, monitoring and evaluation of IDSR activitasl act on
findings

Manage National level surveillance datapguce and disseminate epidemiological
bulleting manuscripts, policy briefs etc.

Support implementation of inter country, regiah and international
agreements/protocoésg. Global Health Security Agenda

Support investigation of suspected epidemising the one health approach

Coordinate cross border surveillance activities at all points of entry

District Health Management Tean

1

Will assume overall planning, implementation, monitoring and evaluation of
surveillance activities in the district. Surveillance activities will be underpinned by the
one health approach

Local resource mobilization through district/city councils and thephrtners and
ensuring that resources are used efficiently and released timely for surveillance and
response

Data analysis using appropriate techniqgues and use of strategic information for
programming

Monitor quality ofIDSR performancand take corrente action as needed

Support thePublic Health Emergency Management Committeeensure adequate
preparedness and deployment of functional rapid response teams under one health were
applicable

Establish platforms for community engagement in surveidagind mobilisation for
prevention and control efforts aligned to the one health approach

Co-chair district one health committee

Implement, monitor and evaluate cross border surveillance activities at POEs
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Role of Partners

Key partners such as WHQ@DC, DFID, World Bankand othersyN agenciesINGOsand
LNGOs) will play the following roles

T

T

Providing leadership in crosectoral coordination for surveillance guided by one
health approach

Provide technical guidance for the setting of standards, thresimaddsorms

Technical support for the generation, analysis, interpretation and use of quality
surveillance data for decision making at all levels. Partners will be critical in supporting
the conduct of operational research with academic/training instisution

Monitoring disease and risk factor trends as well as the extent of surveillance
implementation

Resources mobilization for surveillance and response activigssalated in
emergenciesyith WHO being the main coordinator

Roles for health facilities, BEsand community are summarized imnaxel.

Managing partnerships

There is need for focused and coordinated effort among international community and national
partners for more successful programming to reacl8iies. These partnerships should be
functional at all levels for successful roll out and sumdiimplementation of the surveillance
strategic planThe following principles will guide the operations of these partnerships

il
1

Commitment to the gals and objectives of the Surveillance Strategin pihile
promoting sustainability

Shared responsibility to support and advocate for other partners to discharge their
responsibilities o surveillance

Acceptance of roles within mandatest by Surveillance Steering Committese well

as willingness to dis@arge responsibilities in accordaneeth the Surveillance
Strategic Plan

Identify modalities for pooled funding for improved and efficient use of resources for
surveillance

Develop costed work plans in alignment with the DHMT annual work plan

Fig 13 illustrates the governance and implementation structure of the surveillance system.
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Figurel4: Governance and implementation mechanism for the surveillance strategic plan

Ministers and Partners

T

LYy

Surveillance Steering Committee

National level one health

committee (DHSE, ONS, DHSE
DLVS oy MAF and Partners) ~
DAO/SMS P, District level one health DHMT
committee (ONS, DHMT,
g Council, MAF and Raers II
DLO/DCPO
P .‘I PHUs (Health Workers)

I g

CAHWS/FEW A Community Health
- 7 workers (CHWs)

Community

*CAHWs=Community Animal Health Wor kers, FEW=Frontline Extension Workers, DLO=District Livestock officer,
DCPO=District Crop Protection Officer, DAO= District Agriculture Officer, SMS= Subject Matter Specialists,

DLVS=Director Livestock and Veterinary Services,
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