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FOREWORD
Dear Readers,

| am delighted to present the fourth issue of the 2024 Health Press. This publication
serves as aplatform for advancing public health dialogue critical in shaping Zambia’s
health security.

In the fourth quarter of 2024, Zambiarecorded four cases of M pox—one in Chitambo
and three in Kitwe District. Additionally, a cholera outbreak was confirmed in Na-
konde District, Muchinga Province, with a cumulative total of 17 cases reported as of
December 31, 2024. Given Nakonde’s status as a key border town with high cross-
border movement, the risk of further cholera transmission remains a significant con-
cern.

This issue features outbreak investigations on Conjunctivitis and Anthrax, providing
key insights on the response efforts. Notably, we introduce a new section on Mortality
Surveillance, highlighting its value as a powerful tool for health planning and devel-
opment. | hope this publication informs and inspires readers to take meaningful action
toward strengthening public health security in Zambia.

Dr. Cephas Sialubanje
Editor-in-Chief, The Health Press



Mortality Surveillance
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Have you ever wondered how health experts
track diseases, evaluate healthcare programs,
or detect emerging health threats? One of
the most powerful tools at their disposal is
mortality surveillance, the systematic collec-
tion and analysis of death-related infor-
mation (Rao et al., 2025). This data helps us
understand trends in causes of death, meas-
ure the impact of public health interventions,
and allocate resources effectively to improve
healthcare services (Chanda et al., 2024).
Without it, many deaths would go unre-
corded, making it difficult to prevent future
losses and improve health outcomes.
Mortality surveillance plays a crucial role in
detecting emerging headlth threats, such as
outbreaks of infectious diseases, and ensur-
ing that life-saving interventions reach those
who need them most. It relies on multiple
data sources, including hospital and commu-

nity death records, civil registration systems,

medico-lega investigations, complete diag-
nostic autopsies, and verba autopsies con-
ducted through interviews with family mem-
bers (Rao et al., 2025). However, in many
parts of the world, especialy in Africa, mor-
tality data collection systems remain under-
developed or incomplete.

The Challenge: Gaps in Mortality
Data

Accurate death records are essential for ef-
fective public health planning, yet many Af-
rican countries struggle to collect reliable
mortality data. According to a 2016 Global
Burden of Disease (GBD) study, African na-
tions scored just 8.3% in mortality data accu-
racy and completeness, far below the global
average of 46.9%. Between 2010 and 2016,
69% of African countries failed to produce
reliable cause-of-death data (World Health
Organisation, 2020). A 2020 report from the
World Hedth Organization (WHO) further
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revealed that only 10% of deathsin Africaare
officialy registered, compared to over 90%
in Europe and the Americas (World Hesalth
Organisation, 2020).

To bridge this gap, mortality surveillance has
become a critical complementary strategy to
ensure that deaths and their causes are
properly documented. By strengthening these
surveillance systems, countries can improve
healthcare planning, prevent future deaths,
and respond more effectively to public health
emergencies.

How Do We Determine the Cause of
Death?

Determining why someone has died is essen-
tial for public health research and policymak-
ing. The gold standard for establishing the
cause of death is a complete diagnostic au-
topsy (CDA), but this method is often una-
vailable or unaffordable in many healthcare
settings. In hospitals, medical professionals
typically rely on medical certification of
cause of death (MCCOD), which uses patient
records and medical history to determine the
cause (Blum et al., 2020).

In rura areas and low-resource settings,
where autopsies and certified medical records
are rare, the WHO recommends verbal au-
topsy (VA) (Soleman et al., 2006). This
method involves structured interviews with

the deceased’s family members or caregivers

to gather information about the symptoms
and circumstances leading to death. The data
Is then analysed by trained physicians or
computer algorithms to assign a probable
cause. While VA has some limitations at an
individual level, it remains an essentia tool
in low- and middle-income countries
(LMICs), wherecivil registration systems are
still developing.

Zambia’s Commitment to Strength-
ening Mortality Surveillance
Recognizing the importance of accurate mor-
tality data, Zambia hastaken bold stepsto en-
hance its surveillance efforts. In 2022, the
Zambia National Public Health Institute
(ZNPHI) launched a routine mortality sur-
veillance program by establishing adedicated
mortality surveillance unit within the Surveil-
lance and Disease Intelligence Cluster
(Chanda et al., 2024). This initiative aims to
expand mortality data collection nationwide,
ensuring that Zambia can track deaths more
effectively and better understand hedath
trends across the country.

A key focus of thisprogram isscaling up VA
methods from small-scale sentinel sitesto a
broader, population-wide system. By inte-
grating different data sources and bringing
together key stakeholders, Zambiaisworking
toward a more comprehensive, rea-time

mortality surveillance system that will drive



better health policies and interventions.

The Road Ahead

Reliable mortality datais the foundation of a
strong and responsive public health system.
Without it, governments and health organiza-
tions are left making decisions in the dark,
unable to allocate resources effectively or re-
spond to emerging threats on time. Strength-
ening mortality surveillance, particularly in
low-resource settings, is key to ensuring bet-
ter healthcare, more effective disease preven-
tion, and ultimately, saving lives.

As Zambia continues to lead the way in im-
proving mortality surveillance, it servesasan
example for other countries seeking to en-
hance their health systems. By prioritizing
accurate death registration and cause-of-
death reporting, we can build a future where
no lifeislost without atrace, and where every
death provides valuable insights to protect
and save others.

References
1. Blum, L.S, Karia, F.P.,, Msoka E.F.,
Mwanga, M.O., Crump, JA. and Rubach,
M.P., 2020. An in-depth examination of rea-
sons for autopsy acceptance and refusal in
Northern Tanzania. The American journal of
tropical medicine and hygiene, 103(4),

p.1670.
2. Chanda, S.L., Cheelo, M., Mwango, C,,
Moyo, P., Kamalonga, K., Kapombe, P., Chi-
sumpa, V., Tembo, E., Kapina, M. and

Chilengi, R., 2024. A Retrospective Analysis
of Lessons Learned and Perspectives on Ex-
pansion of Verbal Autopsy Implementation
in Zambia, 2023. The American Journal of
Tropical Medicine and Hygiene, 112(1),
p.21.

Rao, C., de Savigny, D., Atuheire, E., Dolan,
S, Munoz, D.C., Fat, D.M., Ebonwu, J,
Sharan, M., Ofosu, A., Bradshaw, D. and
Dorrington, R., 2025. The role of mortality
surveillance in pandemic preparedness and
response. Bulletin of the World Health Or-
ganization, 103(3), p.213.

Soleman, N., Chandramohan, D. and
Shibuya, K., 2006. Verbal autopsy: current
practices and challenges. Bulletin of the
World Health Organization, 84(3), pp.239-
245,

World Health Organization Regiona Office
for Africa, 2020. “What’s the cause? Certify-
ing deaths in sub-Saharan Africa’. Available
at:  https://www.afro.who.int/news/whats-

cause-certifying-deaths-sub-saharan-africa
(Accessed: 18 February 2025).

World Health Organization (2020) Global re-
port on health data systems and capacity,
2020. Geneva: World Health Organization.
Availableat: https.//www.who.int/data/data-

collection-tools/score/documents (Accessed:
18 February 2025).



https://www.afro.who.int/news/whats-cause-certifying-deaths-sub-saharan-africa
https://www.afro.who.int/news/whats-cause-certifying-deaths-sub-saharan-africa
https://www.who.int/data/data-collection-tools/score/documents
https://www.who.int/data/data-collection-tools/score/documents

OUTBREAK INVESTIGATION

Conjunctivitis Outbreak Investigation in Eastern and Northern Provinces, Zambia April
2024.
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Viral conjunctivitisis a highly contagious ocular inflammation, caused by adenoviruses and entero-
viruses, making up 80% of al conjunctivitis. Common presenting symptoms are redness, itching,
tearing, and discharge. While typically self-limiting, viral conjunctivitis can cause patient discomfort
and temporary visual disturbances, making accurate diagnosis and appropriate management crucial
for patient care and preventing transmission.

The Eastern Province of Zambia experienced an outbreak of viral conjunctivitis, with the first case
reported at Mfuwe Day Secondary School in Mambwe District on March 6, 2024. As of April 30th,
the number of cases had risen to 1,954, with the majority concentrated in Mambwe District, followed
by Chadiza District. Concurrently, Northern Province's M pulungu District had also seen a cluster of
suspected eye infections.

The clinical investigations instituted revealed that patients presented with headache, itchy eyes char-
acterized by redness, swelling, and discharge. Preliminary laboratory investigations of collected eye
swabsisolated enterovirus - aknown causative agent of viral conjunctivitis. The outbreak highlighted
significant gaps in infection control measures and public awareness, with many community members
resorting to non-conventiona remedies such as herbal solutions and household items for treatment.

Background

Conjunctivitis, commonly known as "pink Barney, 2013; CDC, 2023). The condition
eye" is a highly contagious eye condition presents with symptoms such as eye redness,
caused by viral, bacterial, or alergic agents. itching, discharge, and swelling, which can
Vira conjunctivitis, often caused by adeno- lead to significant discomfort and temporary
viruses, is the most prevaent form and vision impairment (CDC, 2023).

spreads rapidly in crowded settings (Azari &
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Key risk factors contributing to the spread of
conjunctivitis include poor sanitation, over-
crowded living conditions, and lack of public
awareness about infection prevention (WHO,
2019). Previous studies have shown that indi-
viduals with coexisting conditions like HIV
may experience more severe manifestations
and complications from conjunctivitis, pos-
ing an additional burden on hedlthcare sys-
tems (Dianaet a., 2015). Healthcare workers
are also at an increased risk of contracting
and transmitting the infection if proper infec-
tion control measures are not adhered to es-
pecially during epidemics (Mukwangole et
al., 2021).

In early 2024, an outbreak of viral conjuncti-
vitis was reported in Zambia, affecting the
Eastern and Northern Provinces. The out-
break in Eastern province was first reported
on March 6" a Mfuwe Day Secondary
School in Mambwe District, Eastern Prov-
ince, where leaners and staff exhibited symp-
toms that included eye irritation, redness,
swelling, discharge, and headaches. By April
30th, the outbreak had escalated to 1,954
cases affecting another district of Chadiza. In
Mpulungu District of Northern Province, the
first cluster of three family members were
identified in a household where symptoms
began after children returned from school on
February 24th. These index cases presented

with typical conjunctivitis symptoms and
were seen by aclinician at Mpulungu Urban
Health Centre on February 26™. A surge in
outpatient visits for eye-related symptoms in
the three districts led to the Ministry of
Health launching an investigation (Ministe-
rial Statement on Conjunctivitis Outbreak in
Zambia, 2024).

The primary objective of this investigation
was to assess the extent and spread of the out-
break and identify contributing factors to the
spread of the outbreak. Here, we describe the
epidemiological characteristics of cases and
identify high-risk populations, aimed at in-
forming evidence-based public health inter-
ventions. Findings from this investigation,
aim to enhance surveillance systems and im-

prove timely response in future outbreaks
Methods
Sudy setting

Eastern Province is predominantly rural with
high poverty levels, ayoung population, and
lower literacy rates. The Northern Provinceis
more sparsely populated and ethnicaly di-
verse. It also has alarge rural population and
limited access to healthcare and sanitation in-
frastructure. The main economic activity in
both provinces is agriculture with most
househol ds engaged in subsistence farming.



Sudy design

A mixed-methods study design, incorporat-
ing a case-control and exploratory approach,
was employed. A case-control investigation
was conducted to identify potential exposures
and sources of infection. Cases were defined
and diagnosed based on clinical presentation,
including eye redness, discharge, and associ-
ated symptoms such asitching and pain. Con-
trols were selected from households with re-
ported cases, following a 4.1 case-to-control
ratio. Only participants who provided in-
formed consent were included in the study,
resulting in atotal of 221 cases and 46 con-
trolsin the 3 districts. Collection of datafrom
study participants was done by use of a semi-
structured questionnaire in Kobocollect to
gather information on demographics, symp-
toms, and potential risk factors (Walekhwaet
al., 2021). Furthermore, environmental as-
sessments were aso carried out to evaluate
sanitation practices in the affected areas.
Thereafter, data cleaning, processing, de-
scriptive and qualitative analyses were per-
formed using R-Studio. Bivariable and mul-
tivariable analyses (logistic regression) were
also conducted to inform associations be-
tween variables. The reported cases and care-
givers with missing information where not
included in the analysis to ensure complete

case analysis.

Satistical analysis

We summarized the demographic and clini-
cal characteristics of participants, including
caregivers, and compared them between
cases and controls. Two-sided chi-square
tests for association were computed to detect
relationships between categorical variables.
The significance level was set at a p-value
level of 0.05. Explanatory variablesthat were
hypothesized to have an association with the
primary outcome diagnosis were analyzed
using bivariate logistical regression. Varia-
blesthat were statistically significant in biva-
riate models with a pre-specified p-value of <
0.2 wereincluded in the subsequent multivar-
iable analysis and a resulting p < 0.05 taken
to be datisticaly significant in the find
model. Epidemiological curves were also
drawn using Microsoft Excel 2019 to show

the trend of the cases per week.

Results

A total of 6,684 suspected cases were re-
ported from March to April 2024 across the
three districts (Figure 1). The mgority of
cases (65%) were reported in Eastern Prov-
ince. In Chadiza district alone, 98% of cases
involved international truck drivers entering
Zambia from Mozambique. Females ac-
counted for 181 (68%) of the cases, and 75
(28%) were children under 17 years old, with



a median age of 25 (IQR: 17-40). The facil-
ity-based cases were documented to have eye
pain (76%), red or pink eyes (71%), and eye
discharge (65%). Headache, eye itching, and
swollen eyes were aso frequently reported,
while fever occurred in less than a third of

cases as documented in the clinical registers.

The outbreak was characterized by a high at-
tack rate, with 5,933 cases per 100,000 popu-
lation reported at Chanida Border Health Post
in Chadiza District. Mambwe District experi-
enced the highest rates, with 17,337 cases per
100,000 population a Masumba Rural
Health Centre and 7,546 cases per 100,000
population at Kakumbi Rural Health Centre.
In Mpulungu District, Kaizya Health Post
recorded 630 cases per 100,000 population,
while Mpulungu District Hospital reported
1,523 cases per 100,000 population. Underre-
porting was a major issue, with 57% of cases
not captured on official linelists.

High household case clustering was evident,
with amedian of four cases per household in
affected areas. Statistica analysis showed
that residents of Northern Province were 3.7
times more likely to contract conjunctivitis
compared to those in Eastern Province. Addi-
tionaly, households with prior cases had a
49% increased likelihood of additional mem-

bers contracting the disease. Elderly individ-
uals aged 65 years and above were less likely
to develop the disease.
Environmental assessments found that only
57% of households reported having hand-
washing facilities outside toilets, while 23%
had no facilitiesat all. Communitiesrelied on
alternative remedies such as human urine,
glycerine, lemon juice, and herbal soap for
treatment, reflecting widespread misinfor-
mation and limited access to proper
hedlthcare.
The investigation also revedled significant
gaps in response systems and public health
practices, including the lack of a dedicated
Incident Management System (IMS) to coor-
dinate the response. Finally, port health offic-
ers lacked standardized guidelines for identi-
fying and managing cases.
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Figure 1. Number of conjunctivitis case by date of symptoms onset,

Eastern and Northern Province, March - April, 2024.



Discussion

This investigation documented an extended
outbreak of conjunctivitis that occurred in
Chadiza, Mambwe, and Mpulungu districts
of Zambia. The outbreak was driven by a
combination of household transmission fac-
tors and potential regional environmental ex-
posures. The case-control study revealed that
residing in Northern Province and having a
household member with conjunctivitis were
significant factors. Previous studies suggest
that conjunctivitis spreadsrapidly in crowded
environments, particularly when hygiene
practices are inadequate (Azari & Barney,
2013; WHO, 2019).

Qualitative findings highlighted critical gaps
in the public heath response, including the
absence of an incident management system,
unclear case definitions, and missed cases.
Additionally, the widespread use of aterna-
tive remedies such as human urine, breast
milk, and herbal soap underscores the need
for targeted health education interventions.
Similar challenges have been observed in
other outbreaks, where misinformation and
reliance on home remedies have contributed
to delayed healthcare-seeking behavior
(CDC, 2023; Mukwangole et al., 2021).

The investigation revealed significant un-
derreporting, likely due to the lack of a clear
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case definition and weak community surveil-
lance systems. Underreporting in public
health emergencies is a well-documented
challenge, often resulting from inadequate
limited
healthcare access (Ministeria Statement on
Conjunctivitis Outbreak in Zambia, 2024).
Household clustering of cases significantly

surveillance infrastructure and

contributed to the rapid spread of the disease,
consistent with findings from other viral con-
junctivitis outbreaks (Zambia National Pub-
lic Health Institute, 2024). Elderly individu-
als had lower odds of developing conjuncti-
vitis, possibly due to better hygiene prac-
tices—atrend al so observed in previous stud-
ies on infection control (Mukwangole et a.,
2021).

Despite the significant findings of this study,
severa limitations should be acknowledged.
Theretrospective nature of the study, with re-
liance on self-reported data from interviews,
may have introduced recall bias, potentially
affecting the accuracy of exposure assess-
ments. The relatively small sample size of
controls compared to cases limited the statis-
tical power of the study. Furthermore, not all
potential contributing factors—such as the
possibility of conjunctivitis being asymptom
of a systemic condition—were explored. The

absence of laboratory confirmation for most



cases further constrained our ability to defin-
itively identify the causative agent (Sam-
bursky et a., 2006).

However, this study highlights the need for
improved public health response systems in
Zambia. It is recommended that all districts
establish an IMSto handle future outbreaks.
Furthermore, mass awareness campaigns
should be implemented to combat misinfor-
mation, and surveillance systems should be
strengthened to prevent underreporting.
Conclusions

The 2024 conjunctivitis outbreak in Zambia
underscores the urgent need for comprehen-
sive public health interventions and educa
tiona initiatives aimed at mitigating future
occurrences of this highly contagious condi-
tion. Effective strategies must focus not only
on immediate treatment and management of
affected individuals, but also on preventive
measures, such as promoting awareness of
hygiene practices and theimportance of seek-
ing timely medical attention. Furthermore,
strengthening healthcare infrastructure, espe-
cidly inrural and underserved communities,
will be crucial in addressing the conditions
that facilitate the spread of conjunctivitis and
other communicable diseases. Ultimately, an
approach that combines both education and
infrastructural improvement is essential for

safeguarding public health and ensuring that
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similar outbreaks are effectively prevented in
the future, contributing to the overall well-be-
ing of the Zambian popul ation.
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OUTBREAK INVESTIGATION

Investigation of suspected anthrax outbreak in Sinazongwe district, Zambia, 2024
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Summary

Anthrax remains endemic in Luangwa Valley and the Zambezi floodplains of Zambia. This study
investigated a suspected anthrax outbreak in Sinazongwe District to describe case demographics and
clinical characteristics to confirm the outbreak. Furthermore, assess knowledge, attitudes, and prac-
tices relating to anthrax were assessed.

A case series study was employed using a structured questionnaire on Kobo Collect from five active
cases. Clinical examinations and sample collection were conducted on human and domestic animal
cases alongside environmental sampling. Demographic and clinical data were analysed using Mi-
crosoft Excel while collected samples were submitted to the lab for culture and polymerase chain
reaction tests to confirm anthrax.

Among the five cases assessed, four were male, aged 11-45 years. Two cases were from the same
household, while three belonged to different families. Occupational risk was evident, with two cases
being fishermen (n=2) and two livestock farmers (n=2). Three individuals had prior knowledge of
anthrax (n=3), while two (n=2) understood transmission routes, and only one was aware of preventive
measures. All assessed cases had consumed meat from animal carcasses and presented with skin le-
sions. All cases received antibiotic treatment.

The outbreak primarily affected males due to occupational exposure. Limited knowledge of anthrax
transmission and prevention, coupled with unsafe carcass handling, underscores the need for targeted
health education.

Introduction

. . : _ recognised as a significant public heath and
Anthrax is a zoonotic infectious disease

. : . economic burden, particularly in regions
caused by Bacillus anthracis, a soil borne P y <

. . . where livestock farming plays a centra role
poreforming gram positive bacterium (Doga

) in the economy and where close interactions
nay et al., 2023). Globally, anthrax is Y
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between humans and animals facilitate zoon-
otic transmission (Pittiglio et a., 2022). Hu-
man anthrax cases are primarily classified
into three clinical categories. the cutaneous
form, which accounts for approximately 95%
of reported cases worldwide; the gastrointes-
tinal form; and the pulmonary form (Hamp-
son et al., 2011). Transmission to humans oc-
curs mainly through contact with infected an-
imals or contaminated animal products, with
no evidence of person-to-person transmission
(McKendrick, 1980).

In sub-Saharan Africa, anthrax remains a
persistent challenge to both public and ani-
mal health, particularly in regionswith exten-
sive livestock farming. The disease affects
both domestic and wild herbivores, posing
significant risks to human health. Environ-
mental factors such astemperature, precipita-
tion, soil type and vegetation significantly in-
fluence the survival and distribution of B. an-
thracis spores, which can persist in the envi-
ronment for decades (Antonation et a.,
2016). During droughts or dry seasons, her-
bivores grazing close to the soil dueto scarce
pastures are at greater risk of anthrax spores
exposure, while water scarcity may drive
livestock herdsintowildlife zoneswhere soil
contamination levels with spores are higher
(Aladgjana et da., 2023). The intertwined
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challenges of anthrax control in sub—Saharan
Africa highlight the importance of integrated
strategies that address both environmental

and epidemiological factors.

In Zambia, anthrax is endemic, with out-
breaks frequently reported in the Luangwa
Valey and the Zambezi floodplains due to
the high interaction between livestock and
wildlife. Between January and November
2023, 684 suspected human anthrax cases, in-
cluding four deaths (CFR 0.6%), were re-
ported across nine provinces. Sinazongwe
Didtrict, in Southern Province , an area not
known for anthrax endemicity, emerged as
the epicentre, accounting for 287 cases (42%)
and two deaths (50%) of the total (WHO,
2023). The disease then spread to other towns
through consumption of infected meat from
the epicentre. We investigated an increase in
suspected anthrax cases in Sinazongwe dis-
trict to describe demographic and clinica
characteristics of cases; assess knowledge,
attitude and practices; confirm the outbreak
and recommend prevention and control
measures.

Methods

I nvestigation site

The study was conducted in Sinazongwe dis-

trict, a rural area in Zambia’s Southern Prov-



ince. The district covers an area of approxi-
mately 4813.6 km2 and has a human popula-
tion of approximately159055 and Livestock
population (cattle, goats and Sheep of ap-
proximately 146000(Census report, 2022).
The human population is predominantly ru-
ral, with over 70 percent engaged in livestock
rearing and Fishing as a primary livelihood.
The district is divided into 6 administrative
wards, with healthcare services provided by
34 healthcare facilities. According to the
Ministry of Health linelist from March 2024
to November 2024, Sinazongwe recorded
over 199 suspected anthrax cases, although
98% of these cases were not |laboratory con-
firmed. The distribution of cases was as fol-
lows: 15 cases (8%) in children under five
years, 38 cases (19%) in individuals aged 5-
15 years, and 146 cases (73%) in those over
15 years (IDSR 2023),

Study design and population

To investigate the suspected anthrax out-
break, we conducted a descriptive case series
study. The study focused on five active sus-
pected human anthrax cases reported from
Nabukowa and Sikaneta Health Posts.
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Data Collection

Data were collected using a structured ques-
tionnaire on Kobo Collect Tool, a mobile-
based data collection application. The ques-
tionnaire captured demographic information,
clinica history, knowledge, attitudes, and
practices (KAP) related to anthrax. It also in-
cluded details on the health services provided
to the cases, such as laboratory investiga-
tions, treatment received, and follow-up care.
The data collection process involved inter-
viewswith the five active cases. Clinical data
were collected from health facility records,
and community-level data were obtained
through discussions with healthcare provid-

ers and community leaders.

Sample Collection

Human, animal and soil samples were col-
lected and transported to Zambia National
Public Health Institute Reference Laboratory

for confirmation.

SINAZONGWE DISTRICT MAP
SHOWING HEALTH FACILITIES

|||||||||||||

Figure 1 Map of the Investigation Site in Snanzongwe District



Data Analysis

The collected data were analysed descrip-
tively to summarize the demographics, KAP,
and health services provided to the cases.
Frequencies and proportions were used to an-
alyse categorical variables; each case was de-
scribed in detail while narrative synthesis
was used to describe community-level find-
ings. Laboratory tests were conducted to con-

firm anthrax.

Ethical Considerations

Permission to investigate was obtained from
Zambia National Public Hedth Institute,
Southern Provincial Health Office and Sina-
zongwe District Health Office. All partici-
pants provided both verbal and written in-
formed consent before participating in the
study. Anonymity and confidentiality of the
participants data were strictly maintained

throughout the investigation.

Results

Demogr aphic and clinical characteristics
of cases

This investigation revedled that more males
than females were affected, with mgority of
those affected being below 40 years (Table 1)
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Table 1: Demographic Characteristics of suspected
cases of Anthrax, Snazongwe district, 2024. (N = 5).

Demographic char- Frequency (%)
acterigtic

Sex

Male 4 (80%)
Female 1(20%)
Agegroup

<40 3 (60%)
>40 2 (40%)
Place of residence

Lusinga 2(40%)
Taobonte 1 (20%)
Siavwemu 1 (20%)
Chande 1(20%)
Occupation

No occupation 1 (20%)
Livestock farmer 2 (40%)
Fishermen 2 (40%)
Marital status

Single 2 (40%)
Married 2 (40%)
Separated 1(20)
Level of education

Primary 5 (100%)
Religion

Christianity 5 (100%)

Clinical symptoms observed

All five cases (n=5, 100%) presented with
characteristic skin lesions and swelling
around the lesion, consistent with cutaneous
anthrax, along with body weakness. Addi-
tionally, three cases experienced headaches,
while two had fever. Muscle aches and vom-
iting were reported in one case each. None
of the five cases had any underlying medical
conditions (Figure 2 and 3).



Figure 2 Anthrax skin lesions of some of the cases assessed
during investigations

2

Number of

Clinical presentation

Figure 3 Figure 3: Signs and symptoms of Anthrax among
suspected cases, Snazongwe district 2024

Knowledge, Attitudes, and Practices
(KAP)

During community sensitization meetingsin-
volving 54 community members, 31 mem-
bers (57.4%) attributed the anthrax cases to
the consumption of contaminated carcasses.
Another 10 members (18.5%) believed that

poor animal vaccination coverage in live-
stock was the primary cause, while 8 mem-
bers (14.8%) pointed to improper disposal of
carcasses as a contributing factor. Addition-
aly, 5 members (9.3%) expressed no opinion

on the matter.

From the cases assessed, three (n=3; 60%) re-
ported knowing what anthrax is, while two
(n=2; 40%) were unaware. Similarly, two
cases (n=2; 40%) knew how anthrax istrans-
mitted, but three (n=3; 60%) did not. Only
one case (n=1; 20%) was aware of anthrax
prevention methods, while the majority (n=4;
80%) lacked knowledge of preventive
measures. All cases (n=5, 100%) admitted to
consuming meat from animal carcasses prior
tofalingill (Figure5).
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Figure 4 Knowledge among cases at Nabukowa Health Post,
Snazongwe district, 2024.



Confirmation of the outbr eak

Only one sample was collected from five ac-

tive cases and yielded a negative resullt.

Discussion

Laboratory analysis of soil, animal, and hu-
man samples from the 2024 anthrax outbreak
in Sinazongwe District yielded negative re-
sults. However, affected individuals exhib-
ited classic cutaneous anthrax symptoms,
consistent with global epidemiological pat-
terns, where cutaneous anthrax accounts for
over 95% of human cases(McKendrick,
1980).. Notably, al reported cases had a his-
tory of consuming meat from anima car-
casses, a well-documented risk factor for an-
thrax transmission (Mwakapeje et a., 2018).
This indicates that exposure likely occurred
through ingestion of contaminated meat,
leading to infection despite the absence of la-
boratory confirmation. These findings high-
light the need for a more comprehensive sur-
veillance approach, integrating clinical diag-
nosis, epidemiological evidence, and labora-
tory confirmation to enhance anthrax detec-

tion and response

The anthrax outbreak predominantly affected
males, a pattern commonly observed in pre-
vious outbreaks where occupational exposure

plays a significant role (Hendricks et al.,
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2022). Menaremorelikely to engagein high-
risk activities such as livestock handling,
slaughtering, and butchering, increasing their
likelihood of exposure to Bacillus anthracis
spores (Doganay et al., 2023). The affected
age range reflects that both adolescents and
adults are vulnerable, particularly those en-
gaged in agriculture and animal-related live-
lihoods, as documented in similar outbreaks
in sub-Saharan Africa (Ogunleye et a.,
2023).

Occupation was acritical determinant of risk,
with livestock farmers and fishermen ac-
counting for 80% of cases. These findings
align with reports from Ethiopia and Zimba-
bwe, where anthrax outbreaks were linked to
occupations involving direct animal contact
(Antonation et a., 2016). In fishing commu-
nities, contamination of water sources with
anthrax spores has also been proposed as a
possible transmission route, warranting fur-
ther investigation (Islam et al., 2013)

The investigation highlighted substantial
knowledge gaps regarding anthrax transmis-
sion and prevention. While 60% of individu-
als from affected communities recognized
anthrax as a disease, only 40% understood
how it spreads, and just 20% were aware of

preventive measures. This is consistent with



previous research indicating that communi-
ties were anthrax is endemic often lack accu-
rate information, leading to unsafe behav-
iours (Traxler et al., 2019).

A major risk factor in this outbreak was the
consumption of mesat from animal carcasses,
which al cases admitted to before devel oping
symptoms. This aligns with findings from
other outbreaks in Zambia and Uganda,
where cultural and economic factors contrib-
ute to the continued consumption of meat
from dead animal s despite known health risks
(Woodset al., 2004). Strengthening risk com-
munication and food safety measures is es-
sential to addressing this issue.

While the majority of community members
attributed the outbreak to eating contami-
nated meat from dead animals, a minority
number attributed it to poor animal vaccina-
tion while some linked it to improper carcass
disposal. Similar misperceptions have been
documented in other anthrax-endemic re-
gions, where communities often fail to recog-
nize the role of preventive veterinary
measures (Turner et al., 2014). Addressing
these knowledge gaps through culturally ap-
propriate education campaigns is crucial for

long-term prevention.
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Given the significant knowledge gaps identi-
fied, targeted risk communication campaigns
were emphasized. Previous interventions in
anthrax-endemic areas have demonstrated
that community education significantly re-
duces high-risk behaviors (Sitali et a., 2017).
While initial sensitization efforts reached 54
individuals, scaling up to broader community
coverage is necessary. Key messages should
focus on the risks of consuming meat from
dead animals, safe handling of animal prod-
ucts, and the importance of reporting sudden
livestock deaths.

Animal vaccination remains the most effec-
tive strategy for anthrax prevention. In April
2024, 125,592 animals in Sinazongwe were
vaccinated, achieving 86% coverage (Minis-
try of Fisheries and Livestock, 2024). How-
ever, reaching the remaining 14% of unvac-
cinated livestock is necessary for comprehen-
sive control. Strengthening veterinary sur-
veillance and expanding vaccination cam-
paigns will be crucia in preventing future
outbreaks and public protection (Turner et
al., 2014)).

Surveillance must be improved to detect and
respond to anthrax cases in both human and
animal populations. Strengthening laboratory

capacity for timely diagnosis, increasing



sample collection rates, and integrating hu-
man-animal health surveillance can enhance
outbreak preparedness (Sitali et al., 2017).

Conclusion

The anthrax outbreak in Sinazongwe District
was linked to the consumption of contami-
nated meat, with all affected individuals pre-
senting with characteristic skin lesions and
receiving treatment. Most cases were in-
volved in fishing or livestock farming, and
while some had basic knowledge of anthrax,
awareness of its transmission and prevention
was limited. Surveillance efforts were inade-

quate, with minimal sample collection.

Community engagement identified key fac-
tors contributing to the outbreak, including
carcass consumption, poor vaccination cov-
erage, and improper disposal of infected ani-
mals. These findings underscore the need for
strengthened public health measures, includ-
ing enhanced surveillance, targeted commu-
nity education, and improved livestock vac-

cination strategiesto prevent future outbreaks
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Summary of outbreaks
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Figure 1 Quarter 4 Suspected Measles Cases by province Figure 2 Map showing the distribution of suspected Measles cases,
(Source elDSR, 2024) Quarter 4, 2024.

A total of 652 suspected measles cases were reported in Quarter 4, 2024, representing a slight decrease
from the 731 cases reported in Quarter 3, 2024. Of note, Northern Province recorded the highest number
of suspected cases, increasing from 250 in Q3 to 532. While Muchinga recorded the second highest num-
ber of cases with 67, this was a significant decline from the 200 cases reported in Q3. Lusaka also expe-
rienced major reduction, with cases decreasing from 83 in Q3 to 8. Eastern and Copperbelt recorded zero
cases, with Eastern experiencing the most notable decrease from 52 casesin Q3.

Despite the overal decline, the surge in suspected cases in Northern Province remains a concern, under-
scoring the urgent need to strengthen immunization coverage and implement targeted vaccination cam-

paigns.
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Figure 3 Quarter 4 Suspected Anthrax Cases by province (Source: Figure 4 Map Showing the distribution of Suspected Anthrax Cases,
elDSR, 2024). Quarter 4, 2024.

A total of 236 suspected Anthrax cases were reported across six provincesin Quarter 4, 2024. Thisrepresents
asignificant increase from the 166 cases recorded in Q3. Western Province recorded the highest number of
cases with 126. Southern Province followed with 92 cases, though this marks a slight decline from the 132
cases recorded in Quarter 3. Eastern and L usaka Provinces each reported 8 cases, while North-Western Prov-
ince recorded 2. With the continued rise in cases, the public is urged to take precautions, including sourcing

meat from reliable vendors, thoroughly cooking meat, and promptly reporting any sick animals.
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A total of 6,839 suspected Bilharzia cases were reported across al ten provincesin Quarter 4, 2024, mark-
ing an increase from the 6,548 cases recorded in Quarter 3, 2024. North-Western Province reported the
highest number of cases with 1,377, surpassing Eastern Province, which recorded 1,322 cases. Southern
Province followed with 979 cases, while Central and Lusaka Provinces also reported high numbers at 916
and 881 cases, respectively. Other significantly affected provinces included Western (643), Luapula (415),
and Muchinga (179), while Northern Province recorded the lowest number of cases at 49. Thereis a need
to intensify the distribution of Information Education and Communication (IEC) materials and community

engagement in the affected provinces to promote the adoption of hygiene and sanitation practices.
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Figure 7 Quarter 4 reported suspected Typhoid Fever Cases per prov-

ince (Source: elDSR, 2024). Figure 8 Map showing the distribution of suspected Typhoid Fever

Cases, Quarter 4, 2024.

A total of 1,286 suspected Typhoid Fever cases were reported across nine provinces in Quarter 4, 2024,
marking a sharp increase from the 451 cases recorded in Quarter 3. Lusaka Province reported the highest
number of cases at 954, continuing an upward trend. North-Western Province recorded 145 cases, a signif-
icant rise from 74 in Q3, while Eastern and Central Provinces reported 104 and 33 cases, respectively.
Muchinga (21), Western (16), and Luapula (11) Provinces also recorded cases, whereas Southern Province
remained free of reported cases. Given the surge in suspected cases, strengthening sanitation, ensuring ac-
cess to clean or boiled water, promoting handwashing, and reinforcing safe food handling practices remain
critical in preventing Typhoid Fever.
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Figure 9 Quarter 4 reported maternal deaths per province (Source: Ma-
ternal Child Health Unit (Ministry of Health), 2024)

Figure 10 Map showing the distribution of reported Maternal deaths
by province, Quarter 4, 2024.

to 17 in the previous quarter.

In the fourth quarter of 2024, atotal of 152 maternal deaths were reported, a slight increase from the 150
deaths recorded in the third quarter of 2024. L usaka Province continues to report the highest number of
deaths with 34, followed by Southern Province with 21 deaths and Copperbelt Province with 17 deaths.
Notably, Muchinga Province experienced an increase from 5 deaths in Quarter 2 to 10 deaths in Quarter
3, 2024. Conversely, Luapula Province saw a decline in deaths, reporting 8 cases in Quarter 4 compared
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Figure 11 Quarter 4 reported suspected AFP per Province (Source:

elDSR, 2024).

Figure 12 Map showing the distribution of AFP cases, Quarter 4,
2024.



In the fourth quarter of 2024, atotal of 73 suspected Acute Flaccid Paralysis (AFP) cases were reported
across al ten provinces, marking a decrease from the 124 cases recorded in Quarter 3. Western Province
recorded the highest number of cases with 16, followed by Southern Province with 14. Lusaka Province
maintained its Q3 figure of 11 cases, while Copperbelt reported 7 cases.

Muchinga (6), Central (5), Eastern (5), and Luapula (5) Provinces recorded moderate case numbers,
whereas North-Western Province (3) and Northern Province (1) reported the lowest. This decline under-
scores the importance of sustaining robust AFP surveillance systems and ensuring rapid case investiga-

tions to maintain progress in disease detection and control.

Summary Report Priority Diseases, Conditions and Events , Quarter 4, 2024.

. . Week 27 - 39
Disease/Event/Condition Suspected Tested Confirmed
AFP 73 55 0
Anthrax 236 44 3
Cholera 181 92 18
COVID-19 3,974 3,364 425
Dog Bite 7,121 - 7,121
Dysentery 19,981 1,179 245
Schistosomiasis (Bilharzia) 6,839 2,392 598
Malaria 2,458,626 2,394,364 1,096,252
Maternal Deaths* 152 - 152
Measles 652 477 24
Meningitis (Neisseria) 205 148 10
Monkey Pox 33 22 3
Tuberculosis 144,070 134,577 5,870
Typhoid Fever 1,286 889 51

*Data not extracted from el DSR

Data used was extracted from el DSR on 30" January, 2025.

About el DSR

The Electronic Integrated Disease Surveillance and Response System (el DSR) is a disease surveillance system
that is used to continuously and systematically collect, analyse, interpret, and visualize public health data. Data
is collected at facility level and captured by district surveillance officers. The data reported in this bulletin was
extracted from the system (except were indicated otherwise) on the aforementioned date.
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