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Introduction 

In this issue, a general overview of outbreaks that occurred within the 

WHO African Region between January and April 2012 is provided as 

well as a summary of ongoing outbreaks as reported by the Member 

States.  

Overview of reported outbreaks in WHO African Region 

Based on data received from the Early Warning System through the 
Event Management System (EMS)*, 47 public health events were    
reported to the Regional Office covering the period January - April 
2012 of which 89% were due to infectious diseases. The distribution of 
these events by hazard and country is shown in Table 1 and Figure 1 
respectively.   
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Fig. 1. Geographic distribution of diseases/conditions in 

the WHO African Region (January  - April 2012) 

Table. 1. Hazards and diseases/conditions  reported in the 

WHO African Region (January - April  2012) 

*EMS is a WHO web-based application that supports the process of epidemic 
intelligence detection, verification, risk assessment and monitoring.  

Hazard Disease condition Total 

Disaster 
Explosion of an arms 
depot 

1 

 Armed Conflict 1 

Food Safety Acute food poisoning 1 

Infectious Anthrax 3 

 

Cholera 20 

Lassa Fever 1 

Measles 2 

Meningococcal disease 11 

Polio 2 

Yellow Fever 3 

Nutritional deficiency kwashiorkor  1 

Undetermined Nodding syndrome 1 

Total events   47 

Cholera 
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Between January and April 2012, a total of 25 856 cases and 538 deaths were reported from 20 countries 

resulting in a CFR of 2.1% (Table 2). DR Congo, Ghana, Uganda and Sierra Leone accounted for 84% of the 

total number of cases and 73% of all deaths.  Figure 2 shows the geographic distribution of cholera cases by 

country and Figure 3 the weekly distribution of cholera cases and deaths in DR Congo. 

 

Cholera 

Fig. 3. Weekly trend of cholera in Democratic Republic of Congo 
(January - April 2012) 

In response to cholera outbreaks, sup-

port was provided to the respective 

Ministries of Health in the areas of sur-

veillance, case management, sensiti-

zation of the population and data man-

agement. With support of partners, 

cholera vaccine was administered in 

the affected districts of Guinea.  

WHO AFRO deployed 14 cholera kits 

and rapid diagnostic kits to 5 of the 

most affected countries to support 

case management.  

Fig. 2. Geographic distribution of cholera cases in the WHO 
African Region (January -  April 2012) 

Table 2.  Cholera cases and deaths in the WHO  
African region (January - April 2012) 

Country  Cases Deaths CFR% 

DR Congo 14129 288 2 

Ghana 2791 25 0.9 

Uganda  2544 48 1.9 

Sierra Leone 2389 34 1.4 

Angola 861 62 7.2 

Congo 681 22 3.2 

Niger 565 14 2.5 

Mozambique 644 7 1.1 

Guinea 394 28 7.1 

Tanzania 234 4 1.7 

Nigeria 220 4 1.8 

Liberia 219 0 0 

Cote d'Ivoire 69 0 0 

Cameroon 63 1 1.6 

Burundi 29 0 0 

CAR 12 0 0 

Burkina Faso 6 1 16.7 

Togo 3 0 0 

Benin 2 0 0 

Senegal 1 0 0 

Total 25856 538 2.1 
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Between January and April 2012, a total of 16 199 cases and 1 398 deaths were reported by 16 countries (Table 3). 

The overall CFR was 8.6%.  A total of 44 districts in 11 countries crossed the epidemic threshold as shown in Fig 5.  

The most prevalent pathogens identified in the districts 

that had crossed the epidemic threshold were Neisseria 

meningitidis (66%) and Streptococcus pneumoniae (27%). 

Out of the 619 confirmed Neisseria meningitidis samples, 

the most frequent serogroup was Nm W135 (79%, n=486) 

as shown in  Figure 4. 

Meningitis 

In response to the meningitis outbreaks, WHO in collaboration with partners supported the Ministries of Health in      

enhancing surveillance, planning and conducting reactive vaccination campaigns and ensuring that appropriate mes-

sages targeting the affected populations were disseminated.  

Fig. 4. Meningitis pathogens as identified by Latex, Culture and 
PCR (January -  April 2012)  

Table 3. Meningitis cases and deaths  in the WHO 
African Region (January - April 2012) 

Fig 5. Geographic distribution of districts that crossed epidemic threshold, (January - April 2012) 

Districts that crossed the 
epidemic threshold 

Countries in the 
meningitis belt 
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1. Cholera in Ghana 

On 11 April 2012, the Ministry of Health notified WHO of a cholera outbreak in the Greater Accra Region. Be-
tween January and 6 May 2012, a total of 3 216 cases and 28 deaths were reported from 20 districts. The 
CFR is 0.9%. Accra district reported 53% of the cases and 87% of the deaths. Geographic distribution of cas-
es is shown in figure 6. Weekly reported cases have ranged from 12 to 27. However in weeks 12 - 18, there 

was an upsurge in the number of cases (Figure 7).  

In response to the cholera outbreaks, the cholera preparedness and response plan has been updated; health 

education materials have been distributed to the affected areas; a press release has been sent to media out-

lets to promote public awareness; all regions and districts were alerted to intensify diarrhea surveillance; on-

site trainings on case management were conducted and most of the patients are being managed adequately 

at health facilities. 

Fig. 7.  Distribution of Cholera  cases and deaths by week as of 6 May 2012  

Burkina Faso 

Ongoing outbreaks  

Fig. 6.  Geographic distribution of Cholera in Ghana as of 6 May 2012  
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As of 13th  May  2012, a total of 647 cases and 7 deaths (CFR: 1.1 %) were reported  from two provinces 

namely Cabo Delgado ( affected districts are Pemba and Montepuez  with a total of 404 cases and 4 deaths; 

CFR: 1.0%) and Niassa province  (affected districts are Cuamba and Mecanhelas) with a total of  243 cases 

and 3 deaths;  CFR:1.0%). Between weeks 15 and 19, no cases and deaths have been notified from the two 

provinces.  

2. Cholera in Mozambique 

WHO continues to support MOH in monitoring the evolution of cholera and strengthening the epidemiological 

surveillance and  social mobilization. In order to improve communication, WHO is working with MOH and 

UNILURIO on cholera workshop to be held in June 2012. The objective of the meeting will be to discuss all 

issues around Cholera prevention and control with an emphasis on risk communication.  

Intensive preventative activities coordinated by the multi-sectoral committee  have contributed towards the 

control of cholera outbreak.  However, given the persistence of risk factors such as the inadequate supply of 

safe water and sanitation, activities to prevent water borne diseases through community participation are be-

ing  reinforced.  

Tanzania 

1 dot = 1 case 

Fig. 8. Geographic distribution of cholera in Mozam-

bique as of  13 May 2012 Fig. 9. Distribution of cholera cases and deaths  as of 13 May 2012  
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3. Cholera in Uganda 

The Ministry of Health reported a cholera outbreak in eight districts across the country (figure 10). Between 

01 January 2012 and 04 May 2012, a total of 2 544 cases and  48 deaths (CFR = 1.9%) were reported from 

the eight districts. The distributions of the cases and deaths by districts are as follows: Nebbi (813 cases and 

16 deaths); Mbale (270 cases and 11 deaths); Buliisa (575 cases and 6 deaths); Bududa (127 cases/ 6 

deaths); Sironko (20 cases and 2 deaths); Hoima (287 cases and 6 death); Kasese  (319 cases and 0 

deaths); Kibaale district (133/ 2 deaths). The causative agent for the cholera epidemics was confirmed by the 

Central Public Health Laboratory (CPHL) as Vibrio cholerae O1 bio-type El Tor serotype Inaba. 

In response to the cholera outbreak, the following actions have been undertaken :  

 Cholera control interventions are being implemented in all the affected districts  

 Weekly cholera task force meetings are being conducted at national and district levels  

 A comprehensive cholera response plan is being developed by MoH and Partners  

 The MoH deployed rapid response teams to the affected districts to support the district health teams  

 Cholera Treatment Centers (CTCs) have been established in the affected district  

 National Medical Stores (NMS) supplied the affected districts with medical supplies for case management 

 Public information and community mobilization have been intensified using multiple communication channels  

 Partners at district and national levels are supporting MoH and districts  

Fig. 10.  Geographic distribution of Cholera in Uganda as of 04 May 2012  
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A cholera alert was received from Old Boli Clinic in Chiredzi District, Masvingo province on the 5th of May 

2012 (figure 11). The suspected cases were from Matibi 11, Njinga and Manyise Villages. A total of 16 chol-

era cases and 0 deaths with 6 vibrio cholerae positive laboratory samples were reported from the 3rd to the 

17th of May.  The first suspected cholera case presented at the clinic on the 2nd of May 2012, followed by a 

second suspect on the 3rd of May 2012. Stool samples were collected by the investigation team and submit-

ted for laboratory analysis. The sample from the first suspected case,  who had received antibiotics, was neg-

ative; the sample from the second suspected case, who had received ORS, was positive for vibrio cholerae 

Inaba. 

 

Affected district 

Fig. 11. Geographic distribution of Cholera in Zimbabwe as of 17 May 2012  

A district rapid response team supported by partners was dispatched to conduct an investigation. The district 
established a Cholera Treatment Centre at Old Boli clinic with support from partners. The World Health Or-

ganization supplied cholera kits and disinfectants to the affected area.  

4. Cholera in Zimbabwe 

 

Zambia 
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5. Meningitis in Benin 

The Ministry of Health notified WHO of an outbreak of meningitis during the epidemiological week 7 (week 

ending at 19 February 2012). As of 13 May 2012, a cumulative number of 800 cases and 78 deaths (CFR: 

9.8%) were reported from 23 districts. The following six districts had crossed the epidemic threshold: Nikki 

(125 cases and 14 deaths, CFR: 11.2%), Tanguieta (138 cases and 14 deaths, CFR: 10%), Materi (114 cases 

and 6 deaths, CFR: 5.3% ), Cobly (73 cases and 7 deaths, CFR: 9.6%), Perere districts (54 cases and 5 

deaths, CFR: 9.3%) and Natitingou (46 cases and 2 deaths, CFR: 4.3%). Figure 12 shows the geographical 

distribution of the affected districts. 

The Ministry of Health is implementing a series of preventive and control measures with support from WHO. 

These include enhanced surveillance, case management and increased public awareness. 100,000 doses of 

tetravalent vaccine (ACYW135) arrived in Benin for mass campaigns. The Agence de Médecine Préventive 

(AMP) mobile laboratory unit is supporting specimen collection and bacterial identification.  The national epi-

demic management team, with the support of WHO, will oversee the vaccination campaigns.   

Niger 

Districts that crossed 

epidemic threshold 

Fig. 12.  Geographic distribution of districts that reported meningitis epidemics as of 13 May 2012  
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6. Meningitis in Burkina Faso 

The Ministry of Health notified WHO of a meningococcal meningitis epidemic in Solenzo and Sindou districts 
on 19 March 2012. As of 13 May 2012, a total of 5 558 cases and 590 deaths have been reported (CFR: 
10.6%). The epidemic threshold was crossed during the epidemiological week 8 (week ending at 26 February 
2012). Figures 13 and 14 show the geographic distribution of the ongoing meningitis outbreak and the distri-
bution of meningitis cases by week respectively. Preventive and control measures are ongoing. Reactive vac-

cination with polysaccharide ACYW135 was conducted  in 3 of the affected districts.  

Fig. 13. Geographic distribution of districts that reported meningitis epidemics as of 13 May 2012  

Fig. 14. Distribution of meningitis cases  and deaths by week as of 13 May 2012  

Mali 

Ghana 

Cote d’Ivoire  
Togo 

Affected district 
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7. Meningitis in Chad 

The Ministry of Health reported an outbreak of meningococcal meningitis which started during the 2nd week 

of January 2012.  As of  13  May 2012, a total of 3 636 suspected cases and 154 deaths were reported from 

49 districts. A total of 12 districts crossed  the epidemic threshold (Figure 15).  
 

Laboratory results confirmed Neisseria meningitis A as the predominant pathogen (83%) in all the districts 

which crossed the epidemic thresholds.  

WHO and partners are supporting the Ministry of Health in conducting reactive vaccination campaigns, 
strengthening laboratory capacity, case management, population sensitization  and training of health work-
ers. The epidemic management committee has been reactivated and holds meetings on a regular basis; the-
se meetings provide the opportunity to share information on actions undertaken by national authorities to 

curb the spread of the outbreak with all partners.   

Affected districts 

Fig. 15.  Geographic distribution of districts that reported meningitis epidemics as of 13 May 2012  
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8. Lassa Fever in Nigeria 

At the beginning of 2012, WHO was notified by The Federal Ministry of Health of an outbreak of Lassa fever. 

Between 1 January and 6 May 2012,  869 cases including 92 deaths (CFR 10.6%) were reported from 22 out 

of the 36 States as shown in Fig 16 and 17.  82% of the cases and 37% of the deaths were reported from Edo 

state. A total of 143 cases (16%) have been laboratory confirmed. Three doctors and four nurses were report-

ed to be among the dead.  

The Federal and State governments are responding to the outbreak by enhancing disease surveillance for 
early detection, reinforcing treatment protocols, and conducting awareness campaigns among the affected 
populations.  Due to risk of cross border transmission, the border districts of Cameroon have been notified 

and supported to prepare for possible Lassa Fever outbreak.  

Fig. 17. Weekly trend of Lassa Fever in Nigeria as of 6 May 2012 

Central African Republic 

 

Fig. 16. Geographic distribution of Lassa Fever in Nigeria as of 6 May 2012 
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9. Typhoid in Zimbabwe 

Fig. 19. Distribution of typhoid cases by date of onset, 10 October 2011 -  8 May 2012 

Since 10 October 2011, Harare City has been experiencing an outbreak of Typhoid Fever. The disease has 

also spread to Chitungwiza City, Mashonaland Central Province (Bindura district) and Mashonaland West 

Province (Zvimba and Chegutu districts). Figure 18 shows the typhoid epidemic curve in Zimbabwe. As of 

10 May 2012, a total of 4 266 cases had been reported.  Out of the samples collected for laboratory confir-

mation from 26 October 2011 to date, 67 

were confirmed S.typhi.  

In response to the outbreak, Harare City 

and other affected areas were advised to 

reactivate the Cholera Control and Com-

mand Centre (C4) approach which is orga-

nized around the following operational the-

matic areas: surveillance, laboratory, case 

management, logistics, water sanitation 

and hygiene, and social mobilization. 

Fig. 18. Geographic distribution of typhoid  in Harare, Zimbabwe,                     

10 October 2011 -  8 May 2012 



 

 

Disease Surveillance and Response Programme                           Outbreak Bulletin 

10. Nodding Syndrome in Uganda 

The Ministry of Health reported a mysterious condition, referred to as “Nodding Syndrome”, in the northern  

districts of Kitgum, Pader and Lamwo (Figure 20). The condition was first noticed in Kitgum district in 2003, 

and described as a progressive disease characterized by nodding of the head, mental retardation and stunt-

ed growth. As of February 14, it is estimated that a total of 3 094 suspected cases with 170 deaths have oc-

curred.   

The disease is mainly affecting children aged 5 to 15 years, with 54% of the affected children being males. 

Most of the affected children (93%) live in areas where Onchocerciasis (River Blindness) is prevalent.  There 

is deterioration of brain function in some of the victims and malnutrition with growth retardation. Many affect-

ed children have dropped out of school.  

The Uganda Ministry of Health (MoH), WHO, CDC and other Partners have continued to respond to Nodding 
Syndrome, in line with the comprehensive, multi-sectoral response plan developed in February 2012.  A re-
gional scientific meeting is planned for July 2012 to identify appropriate interventions and control measures 
as well as to develop a coordinated research agenda.   

Affected districts 

Fig. 20. Geographic distribution of the nodding disease in Uganda as of  March 2012 
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Between January and April 2012, a total of 10 cases of Yellow Fever have been reported from the following 
five districts: Tone (3 cases), Oti (4cases), District II (1 case), Doufelgou (1 case) and Vo (1 case).  Laborato-
ry samples submitted to the Pasteur Institute have been confirmed as IgM positive.  Figure 21 shows the geo-

graphic distribution of the Yellow Fever cases. 

11. Yellow Fever in Togo 

A field investigation has been conducted in the Districts of Tone, Oti and District 2 to assess the risk of spread 
of the epidemic and the vaccination coverage; it was determined that risk for continued spread of the epidem-
ic is high.  Therefore, routine Yellow Fever vaccination has been enhanced with an emphasis on children un-
der five years of age who have never been vaccinated.  Surveillance has been reinforced and samples are 

being taken from individuals who meet the standard case definition. 

1 dot = 1 case 

Fig. 21. Geographic distribution of Yellow Fever in Togo as of April 2012 
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DISEASE SURVEILLANCE AND RESPONSE PROGRAMME AREA  

DISEASE PREVENTION AND CONTROL CLUSTER 

WHO REGIONAL OFFICE FOR AFRICA 

Email:  outbreak@afro.who.int 

Website:  http://www.afro.who.int 


