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1. Introduction 

In this bulletin, it is important to note that the Ebola outbreak in Liberia ended 

on 9 May 2015. This is a significant achievement given the fact that the out-

break was ongoing for over a year and caused the largest number of deaths 

due to Ebola virus disease (EVD). On the other hand, EVD is on the increase 

in three prefectures in Guinea over the last two weeks in May 2015. In addi-

tion, an unprecedented meningitis outbreak has also been reported in Niger.  
  

In this issue, a general overview of public health events occuring between 

January-April 2015, including outbreaks, will be described to inform public 

health officers, health partners and other readers of the current situation in 

the WHO African Region.  
 

2. Overview of reported outbreaks in WHO African Region 

According to data received 

from the Early Warning 

System through the Event 

Management  Sys tem 

(EMS)*, 54 public health 

events have been reported 

to the WHO Regional Office 

for Africa (WHO/AFRO) 

from January to April 2015. 

Eighty seven percent 

(47/54) of these events 

were due to infectious dis-

eases; cholera being the 

most frequently    reported 

infectious disease (30%). 

The distribution of these 

events is shown in figure 1.  

*
EMS is a WHO web-based application that supports the 

process of epidemic intelligence detection, verification, risk 
assessment and monitoring. 

Figure 1. Geographic distribution of acute public health events in the 
WHO African Region (January - April 2015) 
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3. Overview of the Ebola virus disease epidemic in West Africa 

The Ebola virus disease (EVD) epidemic in West Africa has affected six countries namely Guinea, Liberia, 

Sierra Leone, Nigeria, Senegal and Mali. As of 20 May 2015, a cumulative total of  27 165 cases and 11 115 

deaths have been reported (Table 1). 3.8% of the cases and 5% of deaths are among health care workers 

(1040 cases and 529 deaths).  

 

Liberia declared an end to the outbreak on 9 May while Guinea and Sierra Leone continue to report EVD cas-

es and deaths. The Ebola outbreaks in Senegal, Nigeria and Mali ended on 17 October 2014, 20 October 

2014 and 6 December 2014 respectively.   

Figure 2. Geographic distribution of Ebola virus disease cases in West Africa (20 May 2015) 
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In order to stop transmission of the EVD in affected countries and prevent its spread, national authorities, with 

the support of WHO and other partners continue to implement necessary measures in-line with key compo-

nents to control Ebola such as the implementation of enhanced surveillance, contact tracing, infection preven-

tion and control, social mobilization and community engagement, case management, safe burial and points-of

-entry management.  

These interventions have led to a significant decrease in cases since January 2015. However, in order to get 

to zero cases, WHO and partners will need to continue support activities such as the deployment of multi-

disciplinary experts, provision of outbreak logistics support, capacity building of health care workers and com-

munity and provision of financial support. Preparedness activities are also ongoing in high-risk countries in-

cluding the recruitment of EVD Preparedness Officers.  

 

Despite progress, there is need for continued vigilance and commitment by all stakeholders to achieve zero 

cases in the remaining two countries. Ongoing challenges include: increasing numbers of cases in three pre-

fectures in Guinea; community resistance with dissimulation of cases and contacts; unsafe burials; and vio-

lence against experts. 

In order to solve these issues, continuous utilization of key reference documents such as the Ebola Standard 

Operating Procedure (SOP), International Health Regulations (IHR 2005), Integrated Disease Surveillance 

and Response (IDSR), guides on contact tracing, and community surveillance are critical to implement best 

practices.  

WHO and partners will continue to work with national governments in efforts to strengthen health systems and 

recovery. A high level partners meeting to build health security beyond Ebola will be held in Cape Town, 

South Africa from 13 to 15 July 2015.  

Table 1. Distribution of EVD cases and deaths by country 

Countries Cumulative numbers Health care workers 

  Cases Deaths Cases Deaths 

Guinea 3649 2409 202 109 

Liberia* 10 821 4785 378 192 

Sierra Leone 12 666 3907 447 221 

Mali* 8 6 2 2 

Nigeria* 20 8 11 5 

Senegal* 1 0 0 0 

Total 27 165 11 115 1040 529 
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In the African Region, 14 of 47 countries (30%) have experienced cholera outbreaks between 1 January and 

3 May 2015 (epidemiological week 1-18). A total of 20 058 cholera cases including 289 deaths (CFR: 1.4%) 

have been reported from 14 of 47 countries (30%) in the Region. Ninety percent of the total number of cases 

were reported from four countries: Mozambique (44%), DR Congo (27%), Nigeria (10%) and Kenya (9%). 

The distribution of cholera cases and deaths is shown in Figures 3, 4 and 5.  

Morbidity and mortality rates of cholera 

are still high in many African countries. 

In order to contribute to the reduction 

of these burdens, WHO/AFRO has de-

veloped a multi-year work plan for the 

prevention and control of cholera in the 

Region.  

4. Overview of cholera outbreaks in the WHO African Region 

Figure 4. Distribution of cholera cases and deaths by country (1 January - 3 May 2015) 

Figure 3. Geographic distribution of cholera cases by country in 

the WHO African Region (1 January - 3 May 2015) 
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In response to the cholera outbreaks, WHO/AFRO, through the cholera project, has provided effective tech-

nical and logistical support to the affected countries including the deployment of skilled and experienced ex-

perts in Ghana, Mozambique, Malawi and Tanzania; provision of oral cholera vaccines (OCV) for reactive 

campaigns in Malawi and Tanzania; implementation of a reactive OCV campaign in Malawi; and ongoing pre-

paredness for a OCV reactive campaign in Tanzania. Support has been also provided to Kenya and Nigeria 

for the development of cholera prevention and control plans. 

 

There is a further need to develop and implement preparedness and response plans in high risk countries in 

the African Region. Countries will need to conduct risk assessments and identify and focus activities in areas 

of high risk. Better implementation of WASH activities, social mobilization and a multi-sectorial approach is 

also required.  

 

It is also crucial for Member States to refer to the WHO standard operating procedures for coordinating public 

health events preparedness and response to enhance preparedness, surveillance and response. Please visit: 

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

Figure 5. Geographic distribution of cholera cases in the WHO African Region by district (1 January - 3 May 2015) 



 

 

Health Security and Emergencies Cluster                          Outbreak Bulletin 

5.  Overview of meningitis outbreaks 

Since January 2015, three countries have registered cerebrospinal meningitis (CSM) outbreaks, namely Gha-

na, Niger and Nigeria. The Niger outbreak is the largest recorded outbreak from Nesisseria meningococus 

serotype C, affecting 13 districts. In Nigeria three states (Kano, River state and Zamfara states) are affected 

and two districts in Ghana.  

In the African Region, between January-April 2015, a total of 11 838 meningitis cases and 910 deaths have 

been reported from 17 countries (Table 2). The case fatality ratio (CFR) was estimated at 7.7%. A total of 15 

districts from Ghana, Niger and Nigeria crossed the epidemic threshold as shown in Table 2 and Figure 6.  

Figure 6. Districts that crossed the epidemic threshold (January - April 2015) 

Table 2. Distribution of meningitis cases and deaths in the WHO African Region (January - April 2015) 
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Table 3. Pathogens identified by PCR, Latex and Culture (January - April 2015) 

The most prevalent pathogens identified in districts that crossed the epidemic threshold have been Neisseria 

meningitidis (Nm) (66%) and Streptococcus pneumoniae (32%). Out of the 606 confirmed Neisseria meningit-

idis samples, the most frequent serogroup was Nm C (51%, n=313) as shown in  Figure 7.  

In 2014, the most prevalent pathogens identified in districts that had crossed the epidemic threshold was 

Neisseria meningitidis (68%) and the most frequent serogroup identified was NmW135 (80%).  

Over the past 40 years, serogroup C has only caused sporadic cases and a few localized outbreaks in Africa, 

generally of mixed serogroup A and C origin. In West Africa, these outbreaks occurred in Nigeria in 1975, in 

Niger in 1991, and in Nigeria in 2013–2014.  

In response to the outbreaks of meningitis, WHO in collaboration with partners continue to support Ministries 

of Health to enhance surveillance, facilitate planning, conduct reactive vaccination campaigns, and ensure 

appropriate health care messaging is disseminated to affected populations.  

Figure 7. Meningitis pathogens as identified by Latex, Culture and PCR (January - April 2015) 
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6.1. Cholera in Kenya  

The Ministry of Health (MOH) in Kenya notified WHO of an outbreak of cholera that started on 29 December  

2014. The outbreak started in Nairobi county and spread to 10 other counties. As of 19 May 2015, a total of 

3234 cases including 65 deaths (CFR: 2.0%) have been reported from 11 counties (Table 4).  

Cholera outbreaks have been controlled in the following three counties: Migori, Homa bay and Bomet while 

the remaining 8 counties are still reporting cholera cases and deaths. Samples tested positive for vibrio chol-

era.  

The Ministry of Health with support from WHO and partners is implementing cholera control measures. Treat-

ment centres have been set up in all affected counties and health care workers are managing cases accord-

ing to national guidelines. Drugs and materials have also been dispatched to the affected regions. 

Table 4. Distribution of cholera cases and deaths 

by county, 19 May 2015 

Figure 8. Distribution of cholera cases in Kenya (19 May 2015)  

County Cases Deaths CFR% 
MIGORI 915 12 1.3 

MURANGA 567 4 0.7 

HOMA BAY 377 5 1.3 

NAIROBI 371 16 4.3 

BOMET 272 2 0.7 

KIRINYAGA 253 0 0.0 

NAKURU 210 16 7.6 

EMBU 103 3 2.9 

MOMBASA 99 5 5.1 

KIAMBU 48 2 4.2 

BARINGO 19 0 0.0 

Total 3234 65 2.0 

6. Major outbreaks in countries in the African Region 



 

 

Health Security and Emergencies Cluster                          Outbreak Bulletin 

6.2. Cholera in Mozambique and Malawi  

Mozambique and Malawi are experiencing outbreaks of cholera since 25 December 2014 and 11 February 

2015 respectively. Both outbreaks have been exacerbated by associated heavy rains and flooding which led 

to the destruction of homes and internal displacement of about 124 381 people in Mozambique and 230 000 

in Malawi.      

As of 14 May 2015, a total of 8819 cases including 65 deaths (CFR: 0.7%) have been reported from Mozam-

bique and 620 cases including 11 deaths (CFR: 1.7%) from Malawi (Figure 5). Many of the cases in Malawi 

are epidemiologically linked to cases in Mozambique and are occurring along the border. The numbers of re-

ported cholera cases have recently decreased.  

WHO and partners are supporting Ministries 

of Health in responding to these outbreaks. 

Control measures that are being implemented 

include: continuous risk assessment; surveil-

lance for early case detection; training of 

health workers on disease surveillance and 

case management, social mobilization and 

community education; overall health sector 

coordination as well as financial support for 

procurement of drugs and supplies. 
 

As of 14 May 2015, the WHO/AFRO deployed 

19 international  experts in the areas of coor-

dination, health emergency, epidemiology and 

communications to support the outbreak risk 

assessment, training of health workers, and 

other emergency response activities.  

A cross-border meeting between Malawi and 

Mozambique was conducted on 25 March 

2015 to strengthen inter-country collaboration 

towards rapid containment of the outbreak 

and address other control measures required 

to minimize the impact of the floods.  

Malawi has conducted two rounds of oral chol-

era vaccine (OCV) campaigns covering 11 

districts; targeting 160 482 people.  

WHO has conducted an evaluation to improve 

national preparedness and response 

measures.  
Figure 9. Geographic distribution of cholera in Malawi and Mozam-

bique (14 May 2015)  
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The Ministry of Health in Niger has declared a rapidly evolving outbreak of meningitis. As of 18 May 2015, 

7254 cases including 467 deaths (CFR: 6.4%) have been reported. Suspected cases have been increasing 

very quickly, tripling over the last two weeks (Figure 10). This is the first large-scale and fast-spreading men-

ingitis outbreak caused by Neisseria meningitides serogroup C to hit any country in Africa’s meningitis belt. 

Eleven districts including the capital Niamey have crossed the epidemic threshold (Figure 11). Sixty five per-

cent (4706/7254) of cases have been reported from the five districts of Niamey.   

Of 1395 samples laboratory tested, 44.2% (617/1395 ) turned positive with pre-dominance of Neisseria men-

ingitidis (Nm); Nm serogroup C (72%) and 

NmW135 (14.4%).  

6.3. Meningitis in Niger 

Figure 11.  Distribution of meningitis cases in Niger (17 May 2015) 

WHO and partners are supporting the Ministry of Health in conducting the following control measures: active 

surveillance; case management; mass vaccination in the three affected states; cross-border surveillance 

among the states, training of health workers and community sensitization.   

Vaccine campaigns targeting children aged 2 to 15 years are ongoing in eight of the 11 epidemic districts, in-

cluding Niamey. A National Task Force holds regular meetings and an international multi-disciplinary team of 

experts from WHO and US CDC have been deployed to support investigation and response activities.  

 

Figure 10.  Distribution of meningitis cases by week 
(17 May 2015) 
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On 15 May 2015, WHO was notified by the Federal Ministry of Health of Nigeria of a suspected lead poison-

ing outbreak that resulted in human and livestock fatalities. The outbreak occurred among Unguwan Magiro 

and Unguwan Kawo communities in Rafi Local Government Areas (LGAs) of the Niger State. A total of 48 

cases including 14 deaths (CRF 29.2 %) have been reported since 9 March 2015. Children have been the 

main victims, particularly in the age range of 7 months – 11 years. High levels of serum lead (between 171.5 

– 224 μg Pb/dl) have been reported in the blood samples of four hospitalized patients.  

Lead poisoning is a medical condition that is caused by increased levels of the heavy metal lead in the body. 

It interferes with a variety of body process and is toxic to many organs and tissues including the heart, bones, 

intestines, kidneys and reproductive and nervous systems. The common symptoms of lead poisoning include 

fever, abdominal pain, vomiting, convulsion and an altered level of consciousness.  

6.4. Lead poisoning in Nigeria  

The Ministry of Health with sup-

port from WHO and partners 

have conducted investigations 

and identified inhalation of dust 

from mineral processing as the 

major mode of exposure. Usage 

of mining materials or equipment 

at home could also expose vic-

tims to the lead poisoning.  

The National task force has been 

activated to coordinate response 

to the outbreak. Measures to 

sensitize people through health 

education; and strengthening 

surveillance and management of 

symptomatic cases are some of 

the key ongoing activities at com-

munity level.  

To prevent further outbreak, the 

Ministry of Mining and Solid Min-

eral Resources and other stake-

holders have recommended arti-

sanal mining activities in the af-

fected areas to be stopped to 

ensure future mining activities in 

the state are safe. 

Figure 12. Map showing the district affected by lead poisoning  
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HEATH SECURITY AND EMERGENCIES CLUSTER 

WHO REGIONAL OFFICE FOR AFRICA 

EMAIL:  AFRGOOUTBREAKAFRO@WHO.INT 

WEBSITE:  HTTP://WWW.AFRO.WHO.INT 

 

Member States in the WHO African Region continue to face significant public health events, as described in 

this bulletin, which underscores the need to strengthen national health systems to be able to withstand out-

breaks, epidemics and emergencies while concurrently delivering essential health services. The engagement 

of communities has also proved to be paramount in preventing and responding to these events as seen in 

the ongoing Ebola virus disease epidemic in West Africa. 

Strengthening national health systems can be achieved by the implementation of existing Integrated Disease 

Surveillance and Response (IDSR), the International Health Regulations (2005) as well as the One Health 

approach through the prevention of risks and the mitigation of effects of crises that originate at the interface 

between humans, animals and their various environments.  

7. Conclusion 


