
Introduction

 { The Democratic Republic of the Congo (DRC), the fourth largest 
country by population in Africa, routinely experiences epidemics 
including 13 outbreaks of Ebola Virus Disease, the largest of which had 
3,317 cases and 2,287 deaths. For example, in 2023 DRC had: 

 y 41,351 cases and 352 deaths from cholera, 

 y 313,732 cases and 5,855 deaths from measles, and

 y 14,434 cases and 728 deaths from Mpox.

 { The 2018 Joint External Evaluation of International Health Regulation 
capacity recommended the use of electronic integrated disease 
surveillance and response (eIDSR) systems. 

 { DRC’s notifiable disease surveillance system (routine weekly reports 
from health facilities on priority diseases and immediate individual 
case reports) relies on paper reports and manual data compilation and 
lacks a systematic approach for capturing laboratory results.

Context and Aim 

 { To address the challenges, we 
are testing the use of the DHIS2 
software for aggregate weekly 
and case-based surveillance 
in Haut Katanga Province 
(pop. 7,751,217) to improve 
the timeliness, quality, 
availability, and use of 
surveillance data to detect 
outbreaks and respond 
effectively (see Exhibit 1). 

 { The current analysis aims 
to present and share results 
and lessons learned to 
inform current and future 
efforts to strengthen 
disease surveillance via eIDSR. 

Methods

 { We provided tablets, internet access, and training to head nurses 
and assistant nurses in 235 responsible health centers and hospitals 
(a responsible health center gathers data for facilities in its health 
area) in 15 of 27 health zones in Haut Katanga Province on the DHIS2 
Android application to submit immediate case notifications (Exhibit 2) 
and weekly aggregate surveillance reports. 

 { We also trained data managers from the public health laboratory in 
Haut Katanga on how to enter laboratory results for cases notified in 
the eIDSR. 

 { Because of resource constraints, we were not able to equip and train 
all health zones in the province; however, to help the province have 
a complete data set we trained health zone data managers to enter 
the data for their health areas in DHIS2 in the remaining 12 non-pilot 
health zones and provided a tablet and internet to facilitate this. 

 { The 15 pilot health zones began using the system to transmit weekly 
epidemiological reports and immediate case notifications of priority 
diseases in October 2022 and in the 12 remaining health zones in 
March 2023. 

 { The Provincial Health Office (DPS) and Health Zone Offices in the 15 
pilot health zones were also trained on how to analyze their data 
in DHIS2 including identifying data quality issues during the initial 
training in September 2022 and in May 2024.  

 { We conducted supervision visits 
to the 15 pilot health zones from 
February to August 2023 and 
continue to provide remote and 
in-person support to users in all 
27 health zones and the provincial 
health office through staff based in 
Kinshasa and Haut Katanga. 

 { We gathered the quantitative data 
for this analysis from the eIDSR 
DHIS2 system and qualitative data 
from supervision visits conducted 
from February to August 2023.

Findings

Among the 15 pilot health zones where health facilities reported their weekly epidemiological 
data using the DHIS2 Android application on tablets, on average 93% of expected reports were 
submitted. For the 12 non-pilot health zones that had to compile and enter all the data for 
their health areas, an average of 65% of expected reports were submitted (completeness) from 
August 2023 to April 2024 (Exhibit 3). 

Exhibit 3. Average Completeness of Weekly Reports, 15 Pilot and 12 Non-Pilot Health 
Zones, August 2023–April 2024
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For the 15 pilot health zones, 76% of weekly reports were submitted on time, compared to 18% 
for the 12 non-pilot health zones (timeliness) from August 2023 to April 2024 (Exhibit 4). The 
health worker strike from August to October 2023 negatively impacted reporting.

Exhibit 4. Average Timeliness of Weekly Reports, 15 Pilot and 12 Non-Pilot Health Zones, 
August 2023–April 2024
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In the 15 pilot health zones, immediate notification of priority diseases using an individual case 
form averaged 29% of the number of cases notified in the aggregate weekly report (Exhibit 5). To 
support the cholera outbreak from January to March 2024, we worked intensively to increase the 
number of cases individually reported. In some health zones, more cholera cases were notified 
by individual case form than in the weekly aggregate report.

Exhibit 5. Percentage of Immediately Notifiable Diseases Entered in eIDSR Using 
Individual Case Form Compared to Cases Reported in Weekly Aggregate Report, 15 Pilot 
Health Zones, November 2022–April 2024

7.1%

77.3%

35.1%

0

20

40

60

80

100

Nov-22 Jan-23 Mar-23 May-23 Jul-23 Sep-23 Nov-23 Jan-24 Mar-24 Apr-24

Pe
rce

nt
ag

e o
f C

as
es

 N
ot

ifi
ed

 In
di

vid
ua

lly

The cholera outbreak and response efforts in January–March 2024 led to cholera being the 
condition with the highest number of individual case reports in the eIDSR (Exhibit 6).

Exhibit 6. Number of Immediate Case Notification Forms Compared to Aggregate Cases 
Entered in eIDSR, 15 Pilot Health Zones, by Disease, November 2022–April 2024
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To support the cholera outbreak from January to March 2024 we worked intensively to increase 
the number of cases individually notified that had laboratory results. This resulted in an overall 
increase in laboratory reporting in February 2024 (Exhibit 7).

Exhibit 7. Percentage of Cases With Laboratory Results in eIDSR for Individually Notified 
Cases in the 15 Pilot Health Zones, November 2022–April 2024 

Findings (continued)

Challenges

 { Parallel reporting of weekly aggregate data in eIDSR and the existing surveillance system 
burdens health workers and makes uptake of the eIDSR system more difficult. 

 { Nurses not entering case notification forms for immediately notifiable diseases or entering 
them late. 

 { Laboratory results in eIDSR not matching number of cases with lab tests. Reasons include 
inadequate staffing and oversight to ensure lab results are entered, use of older versions of 
case forms for acute flaccid paralysis (polio),  and not including the unique identifier from 
eIDSR on case reports accompanying lab samples.

 { Lack of eIDSR data analysis and review at health zone and provincial levels. Lack of timely and 
complete data for the 12 non-pilot health zones made it difficult to analyze data in eIDSR for 
the entire province. In addition, data errors were not corrected in some cases.  

 { Health worker strike, lack of motivation, and turnover of personnel leading to new staff not 
trained on the eIDSR system. 

 { Ongoing provision of internet credits and replacement of tablets to sustain the system post-
project.  

Opportunities

 { Leveraging the CDC GHS laboratory-strengthening project led by ICAP to strengthen 
laboratory results reporting. ICAP’s training of health personnel on collecting, packaging, and 
transporting laboratory samples will include instructions on completion of the eIDSR case 
notification with the unique identifier to facilitate laboratory results reporting. 

 { Engagement by DPS leadership can improve reporting in the eIDSR, as demonstrated recently 
when the DPS issued a letter to all health zones to report their data in the eIDSR system. 

 { As eIDSR data become more complete and timely, opportunities to transition from the 
existing manual system to eIDSR increase.

Innovative Contribution to Policy and Practice

 { The eIDSR system integrates laboratory results 
with case data to strengthen surveillance and 
response.  

 { The DPS used the eIDSR system during the 
recent cholera outbreak to generate line lists 
automatically, demonstrating its utility over the 
current system. 

 { Use of electronic reporting from responsible 
health centers in the 15 pilot health zones 
improved the timeliness of surveillance data 
compared to the 12 non-pilot health zones that 
had to compile and enter data for their health 
facilities. 

 { Use of dashboards in the eIDSR helped draw 
attention to health zones and areas with excellent and low reporting (Exhibit 8).

 { The eIDSR system is integrated in the national DHIS2 platform and is used nationally in DRC. 
It could be scaled up to additional provinces. The collection of surveillance data using DHIS2 
that connects directly to the national health information system is an innovation that could 
help DRC improve its health security by ensuring the availability of timely, quality data for 
public health decision making. 
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Exhibit 1. Map of the DRC With Haut 
Katanga Province Highlighted in Red 
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Exhibit 1. Map of the DRC 
With Haut Katanga Province 
Highlighted in Red


