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Abstract: Introduction: Currently, diseases such as polio, measles, neonatal tetanus and malaria are a major threat in Sub-Saharan
Africa (SSA) and present an enormous challenge to the public health in Kenya and the world. The Integrated Disease Surveillance and
Response (IDSR) strategy was adopted by WHO in 1998 to enable collection, analysis and interpretation of health data for a number of
disease under surveillance by WHO Member States in Africa. The strategy was adopted in Kenya in 2006 and rolled out in selected
Districts including Meru district. Aim: This study was to assess the knowledge and attitudes and the level of implementation of
integrated diseases surveillance and response in Meru County. Methods: A descriptive, cross-sectional survey was used among 368
health workers comprising of physicians, nurses, clinicians, laboratory staff and other related paramedical to elucidate surveillance
information from 7 health facilities. Three hundred and sixty eight Knowledge, Attitude and Practices (KAP) questionnaires were
administered. The data was organized and analyzed using SPSS version 23 from which frequencies statistics, tables, figures, pie charts
and bar charts were derived. Results: A total of 368 health workers including health administrators were interviewed. Average
knowledge was demonstrated on IDSR; however 92.9% of the respondents were not aware of priority diseases indicating low knowledge
to enhance reporting. Involved in implementation were the nurses 254(69%), followed by RCO 54(14.7%) and then doctors 30(4.5%).
Further, the study revealed an attitude gap to a level of 70.7%. Conclusion: The study found average knowledge, mild attitude and a
number of challenges that prevent IDSR strategy implementation. County governments of Kenya as well as public private partnerships
(PPP’s) have a great role to play in enabling success of IDSR implementation. The study recommends (PPP,s), adequate supply of
Standard case definitions and reminders in the facility while ensuring regular on job trainings.
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1. Introduction
Surveillance is an important component of disease prevention
and control programs especially in early detection of unusual
health events for effective and timely action (Doyle, 2002;
Weiss, Strassburg, & Fannin, 2002).
In 1998, the World Health Organization Africa regional
office, (WHO-AFRO) developed an Integrated Disease
Surveillance and Response (IDSR) strategic plan to collect
health data in regional body member’s states. The strategy
was to improve data collection infrastructure and emphasized
on analysis and use of that data to improve planning response
and control of diseases (Lukwago et al., 2013; Tesoriero et
al., 2008).
However, the effects of IDSR programme in Sub-Saharan
Africa have remained inadequate. This is partly due to
inefficiency by the health workers charged with
responsibility to collect data and use such information to
respond to emergencies and outbreaks of largely preventable
diseases (Lafond et al., 2014).
Additionally, communicable diseases such as cholera,
malaria, and tuberculosis remain the leading causes of
morbidity, mortality and disability in Kenya (Rubio-Cirilo

et.al, 2013). Therefore, poor health outcomes is a public
health problems affecting the Economic growth of a country
(Bloom & Canning, 2008). Although availability of basic
surveillance structures at national, provincial and district
levels is reported, affective implementation at county levels
remains poor WHO, (2009) and as reported by Ministry of
Health, 2013. In 2017 disease reporting rate stood at 60%,
leaving a very large gap of 40% unreported by the nine sub
counties in Meru County of Kenya (Meru, 2017).
“Unpublished”.
This study sought to assess knowledge and attitudes of health
workers on integrated disease surveillance and response
programme in selected health facilities in Meru County with
view to strengthen, generate and utilize surveillance data for
improved health care services in regional and sub-regional
health facilities.

2. Methods
This study was conducted in Meru County in the month of
June and August 2018. The study is a descriptive survey
using cross-sectional method (Levin, 2006, p. 24; Omair,
2015, p. 125).
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A. Study population
A population of 368 health workers comprising of
physicians, clinicians, nurses and paramedical personnel
including laboratory staff from the selected health facilities
were sampled using two stage sampling of health facilities
and staff to form the study population.
The inclusion criteria was that the health worker must be
qualified as approved by different medical regulations
boards and worked during time of the study. Enrolled
subjects had to consent and be willing to participate in the
study.
B. Sampling
A stratified sampling method was used taking into account
proportionate distribution to identify health facilities and
health workers for the study (Turner, 2003, p. 17). Because
there was need to have all cadre of health workers and health
facilities sample. 30% sample proportionate was used
between the strata. This was followed by simple random
sampling to maintain balance in each strata. The number of
elements from each stratum in relation to its proportion was
employed to attain population. The fishbowl draw with
replacement was used to ensure each health worker had
equal chances of being selected.
C. Data collection and analysis
Ethical clearance was issued by MUST Institutional
Research Ethics Review Committee (MIRERC). The
questionnaire was pre-tested in different health facilities in
Tharaka Nithi County, which neighbours Meru County and
assessment of the tool on its effectiveness. 368
questionnaires were administered to the healthcare workers
by 4 trained research assistants.

The data was entered and analyzed using SPSS software
version. 23. All statistics were analyzed at 95% CI (Israel,
1992, p. 1). The results were presented in form of
descriptive statistics such as frequencies and percentages,
tables, figures, pie charts and bar charts.

3. Results
a) Respondent charaterristics
All the 368 respondents were interviewed. Majority of the
respondents 183(49.7%) were aged between 41- 50 years.
Most respondents; 195(29.1%) had attained a diploma,
130(19.4%) had a degree while others had masters or
certificate level of education. Regarding the job cadre,
majority of the respondents were nurses 254(69%) followed
by 54(14.7%) registered clinical officers (RCO) and
30(4.5%) Medical doctors.
b) The level of IDSR implementation
In respect to the level of IDSR strategy implementation at
different health facilities; majority of the respondents
166(45%) indicated great extent 40-60% which is
unsatisfactory level. In regard to whether health workers
faced challenges in implementation of IDSR most of them
260(70.65%) stated that they faced challenges. Lack of
“airtime” (Phone call fees) in phones designated at health
centers was highly reported 200(43%), as the main challenge
leading to non-reporting. In respect to measures to improve
IDSR implementation effectiveness; on job training was
largely mentioned 175(29.6%) followed by incorporation of
IDSR strategy in KMTC training and universities 167
(28.2%) Table 1. Below

Table 1: IDSR Implementation

c) Healthworkers Knowledge level on IDSR strategy
Regarding knowledge of IDSR strategy, 120(27%)
respondents understood what it entails. However, Majority

of respondents 342(92.9%) were not aware of how many
priority diseases are on surveillance in Kenya. Concerning
the diseases notifiable in Kenya, most health workers
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reported measles 160(26.7%). Majority of the respondents
97(26.4%) were not aware of about Standard case
definitions (SCD’s). However, the study found that most of
the respondents were aware of tools used in reporting.

Figure 1: Challenges faced in implementation
Table 2: Health Worker Knowledge on IDSR

d) Attitude on integrated disease surveillance and
response
Regarding easiness of IDSR implementation, majority of the
respondents 248(67.4%) concurred with the statement that
IDSR is a complicated process. On the other hand, majority
of the health workers 260(70.6%) agreed that, monitoring
disease was not an essential part of their work. In regard to
whether monitoring surveillance and response is important
for actions to strengthen the system; a total of 300(81%)
respondents agreed. Among the respondents 324(88%)
agreed with the statement. This indicates the need for change
of attitude and inclusive training of the healthcare providers
on reporting of the diseases.
Figure 2: Responses on Priority diseases under IDSR
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4. Discussion
Prevention is better than cure. Integrated disease
surveillance and response has been characterized by poor
reporting and has not been maximally utilized. This is due to
gaps in implementing the guidelines for instance in some
cases monthly reporting forms are not consistently used;
outbreak logs unavailability, and poor supervision WHO
(2009). In this study, the healthcare providers are on
average aware and willing to implement IDSR system but
they seem incapacitated by a number of factors. Lack of
consistent internal communications is among them. The data
on education level shows that most respondents are able to
learn the subject of concern. It also indicates that the
respondent understands the importance of reporting and its
consequences despite the low reporting outcomes. This
study finding is consistent with that of (Birkhead et al.,
2015; Juru et al., 2015 & Lafond et al., 2014) who
emphasized on knowledge creation to for effective and
sustained surveillance reporting.
The patients usually have the first contact with the nurses
and RCO who are placed in all the health facilities in Meru
County. These health professionals are expected to have the
first data from patients regarding IDSR. It is therefore
imperative that the healthcare providers be equipped not
only skills but also mobile phones loaded with “airtime” to
enable quick and consistent reporting. The findings of
(Jinadu, Adebiyi, Sekoni, & Bamgboye, 2018) that lack of
enough staff, financial shortages, overworked staff and lack
of communication are major barriers to effective IDSR
implementation are related to this study. Healthcare
providers recognizes the need for training since IDSR
strategy is not known to many in Meru. Similarly, the study
of (Iwu, Diwe, Duru, & Uwakwe, 2016) also found that
health workers were confronted with many setbacks such as
lack of training on reporting, forms, resources such as
airtime and staff demotivation.
Further, full knowledge of Standard Case definition (SCD)
is lacking among the Healthcare providers and the managers
which may hinder consistency of surveillance reports
derived from the hospitals. Majority of the Health workers
had negative perception on the IDSR strategy and that
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