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EXECUTIVE SUMMARY
In May 2011, the World Health Assembly (WHA) recognized the re-emergence of cholera as a
significant global public health problem and adopted resolution WHA 64.15, calling for the
implementation of an integrated and comprehensive global approach to cholera control.
Globally, the number of deaths from cholera rose from 4948 in 2009 to 7543 in 2010, an increase
of 52% with an overall case fatality rate (CFR) of 2.38%. Of the 32 countries that reported
deaths from cholera, 20 were on the African continent and accounted for 3397 deaths and 45% of
1
the global total .
In Kenya, cholera incidence has been on the increase since 2006, and outbreaks have been
increasing in numbers since 2007. In 2009, cholera was reported in 52 districts in all the
provinces of Kenya with more than 11,679 cases and with an overall case fatality rate of 2.3%.
More profound effects of the outbreaks were felt in the arid and semi-arid areas of the country
along Lake Turkana, Nyanza and Coast provinces as well as in prisons and the urban slums of
Nairobi. Cholera has also been reported in refugee camps in Kenya.
The Ministry of health had developed a cholera response plan in 2008, 2009 and 2010. However,
cholera incidence and case fatality continued to increase. It is with this realization that it was
deemed necessary for fighting cholera to adopt a multi-sector approach with well-coordinated
roles and functions of different partners.
The process of developing this Multi-sectoral Cholera Prevention and Control Plan 2011-2016
involved a consultative workshop with different local stakeholders and partners in 2010 which
was followed by a second workshop which involved both local and International partners in
April 2011. The plan identifies and strengthens the linkages among government departments,
multi and bi lateral development partners, Non-Governmental Organizations (NGOs), whose
activities contribute to the reduction of risk of cholera and prevention at local and national levels,
and regional initiatives such as the East African Community Health sector coordination and the
East African Public Health laboratories. Faith Based Organizations (FBOs) and the private sector
are also included in the coordination mechanism.
This plan intends to fight cholera in Kenya through a well-coordinated multi-sectoral approach
that emphasizes a continuous prevention effort rather than the traditional focus on outbreak
response only. Efforts will focus on cholera high risk areas that include those commonly affected
by floods and drought, low income urban areas, refugee camps, and cross border interventions.
The plan is structured in the following technical thematic areas:
1. Advocacy, Resource Mobilization, and Coordination
2. Laboratory , Risk Assessment, and Surveillance
3. Water , Sanitation, and Hygiene (WASH)
4. Disease Prevention and Health Promotion
5. Disease Outbreak Preparedness and Response

1 http://www.who.int/wer
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In order to overcome dependence on a central management system, the plan emphasizes the
strengthening of capacity at the district level to diagnose, manage, control and prevent cholera.
The fecal-oral route of cholera transmission is of primary concern and results in the secondary
cases and subsequent spread of the disease. Proper disposal of children’s feaces often a neglected
area in sanitation is also addressed. Ensuring safe water supply at the point of use, improving
sanitation, promoting hand-washing with soap and food hygiene are critical for both preventing
and controlling the disease. Increasing access to water, sanitation and hygiene (WASH) in high
risk areas is an important component of the plan, as well as an emphasis on community-based
service delivery.
As part of long term prevention, both the Kenyan community strategy with its disease
surveillance component and the sanitation strategy are taken into account in the plan. The
Ministry of Public Health and Sanitation has endorsed a variety of approaches to ensure safe
disposal of feces, including Community-led Total Sanitation (CLTS) and Open-Defecation Free
(ODF). Creation of demand for sanitation will be accompanied by efforts to ensure appropriate
necessary supplies that are feasible, desirable and affordable.
In addition to working with the Ministry of Water and Irrigation (MOWI) at the national level,
the plan identifies and engages the water service companies through the water boards at the local
level. The pollution and quality control department of MOWI will ensure access to safe water
supplies especially for high risk populations.
It is estimated that 8.5million children are currently enrolled in Kenya’s primary schools in
different parts of the country. Improving access to water, sanitation and hygiene in schools and
sensitizing children and teachers on basic hygiene, including hand-washing with soap, are key
components of the plan as well as the participation in the international days including global
hand washing day and world toilet day.
National stakeholders with mandates to undertake research are considered in the plan to generate
data and inform evidence based strategies and interventions in diagnosis, emergency
preparedness, management and prevention of cholera. The inclusion of the meteorological
department as a stakeholder in the plan is to facilitate and the sharing of climate data to enhance
better understanding of disease patterns for purpose of mitigating predictable weather related
disease outbreaks.
The detailed implementation plan prioritizes the activities under the above mentioned thematic
areas into short and long actions. The budget estimation for this five year plan is about Kshs.
1,196,400,000 (USD$ 12,614,600)
A monitoring and evaluation framework has also been structured into the plan where each
thematic area can be continuously monitored and evaluated. The budget estimation for
Monitoring and Evaluation is about Kshs. 94,700,000 (USD$ 998,700).
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1.0 Country Background
1.1 Geography
Kenya is located in the Horn of Africa at Latitude of 4.21 N and 4.28 South, longitudes of
34E and 42 E. Approximately 80% of the land area of Kenya is arid and semi-arid and only
20% is arable. The country is divided into forty seven administrative counties.
Map of Kenya showing Counties administrative boundaries and
neighboring countries
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1.2 Demography
The total population of Kenya in the 2009 population census was 38,610,097 million (KNBS,
2

2010) . Current estimates of fertility range from 3.1 to 5 births per woman. Kenya now has a
birthrate that is among the lowest in sub-Saharan Africa, at between 28 and 39 per 1,000
3

populations (2007 estimate) . At the same time, according to various 2005 to 2007 estimates,
life expectancy at birth has fallen to between 47 and 55 years. Current estimates place the death
rate at between 11 and 16 deaths per 1,000 populations and the infant mortality rate at 57 to 74
per 1,000 live births. The mortality rate among children under five was 120 per 1,000 births in
2004, up from 96 per 1,000 in 1970. The population is very young, with 42% under age 15 and
4

only 2.6 percent 65 or older. The median age is 18.6 years.
1.3 Socio-economic indicators

The country’s GDP (2010 est.) is approximately $32.16 billion with a growth rate of 5% in 2010.
Gross national income per capita (2010) was $780 (Atlas Method). Approximately 80% of the
land is either arid or semi-arid. The GDP per capita (2010 estimate) was $1600.
1.4 The Burden of Communicable Diseases
The national causes of morbidity have remained constant over the years with malaria as the
leading cause of morbidity followed closely by respiratory infections in the year 2005-7. Both
diseases account for more than 50% of the burden of the disease among outpatient cases, with
malaria alone accounting between 30% - 33% of these cases. Other leading causes of morbidity
include Diarrhoea diseases, skin infections and intestinal worms each accounting for between 5
% - 9%.

2

Kenya National Bureau of Statistics [KNBS], 2010

3

Kenya Demographic Health Surveillance 2008-2009
http://www.traveler-to-kenya.com/home/our-country/overview/population/

4
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1.5 Health System
1.5.1 Ministry of Public Health and Sanitation
At the National level, the Ministry of Public Health and Sanitation (MOPHS) provides overall
coordination and policy direction while the Provincial level coordinates and supervises health
care service delivery within the provinces. The District Health Management Teams (DHMT) are
the implementing unit of health care service delivery. There are approximately 5,129 Health
facilities (Hospitals, Health Centers and Dispensaries) in Kenya. The MOPHS consists of six
departments, each of which has several divisions and various programmes dealing with specific
disease prevention and control activities. Two of the six Departments are the Department of
Environmental Health and Sanitation which has seven divisions and the Department of Disease
Prevention and Control which is composed of nine health divisions. The division of Disease
Surveillance and Response is one of the divisions in this department. It is charged with
spearheading surveillance and outbreak response as well as disease preparedness and is currently
playing a lead role in implementing the Integrated Disease Surveillance and Response (IDSR)
Strategy.
1.5.2 Distribution of Health Services
Levels of Health Care Service Delivery as outlined in the National Health Sector Strategic
Plan (NHSSP) II
In a renewed effort to improve health service delivery, the Ministry of Health and stakeholders
have reviewed the NHSSP-I service delivery system in order to devise a new strategy (NHSSPII) for making it more effective and accessible to as many people as possible. The plan adopts a
broader approach—a move from the emphasis on disease burden to the promotion of individual
health, based on the various stages of the life cycle: pregnancy and the newborn (up to two
weeks of age); early childhood (two weeks to five years); late childhood (6-12 years); youth and
adolescence (13-24 years); adulthood (25-59); and the elderly (60+ years). Health services are
now provided according to different levels as detailed below: - Level 1 is the community level
and is the main priority for service delivery. At this interface between the health services and the
10

community, important gains can be reached to reverse the downward trend in health status.

Levels 2 and 3 (dispensaries, health centers’, and maternity/nursing homes) handle activities
related predominantly to health promotion and preventive care as well as curative services.
Levels 4-6 (primary, secondary and tertiary hospitals) are primarily responsible for the curative
and rehabilitative components of the service delivery package.
1.5.3 Health status
Kenya developed a health policy framework 1994 to 2010 to guide the health policy. To support
st

implementation of the policy, the 1 Five-year National Health Sector Strategic Plan (NHSSP I)
- set out a number of strategies and activities to continue and strengthen the reform process,
including:
1. Strengthening governance;
2. Improving resource allocation;
3. Decentralization of health services and management;
4. Shift of resources from curative to preventive and PHC services;
5. Provision of autonomy to provincial and national hospitals; and
6. Enhancing collaboration with stakeholders under a SWAP modality.
However, the overall implementation of NHSSP I did not lead to improvements in most targets
and indicators of health and socioeconomic development as expected. As a result, health
outcomes stagnated or worsened, as shown by the increase in infant and child mortality,
underweight children, and the stagnation of other key indicators of health. There was also
declining utilization of health services in public facilities, an inadequate number of health
workers, and low contributions from the public sector to health (from USD $12/per person in
1990 to USD $6/per person in 2002). The 2

nd

National Health Sector Strategic Plan (NHSSP II,

2005 - 2010) was formulated with the aim of reversing the downward trends in health indicators
observed during the implementation of NHSSP I (1999-2004), applying the lessons learned and
searching for innovative solutions. It is designed to re-invigorate the Kenyan Health Policy
Framework (KHPF) whose objectives are to:

11

1. Increase equitable access to health services
2. Improve quality and the responsiveness of services in the sector
3. Improve the efficiency and effectiveness of service delivery
4. Enhance the regulatory capacity of MOH
5. Foster partnerships in improving health and delivering services
6. Improve financing of the health sector
1.5.4 Health care financing
The sources of healthcare financing in the country are: 1. Government (both central and local governments)
2. Faith based organizations,
3. NGOs
4. Private sector
5. Multi and bilateral donor agencies i.e. USAID, DfiD, UNICEF, GLOBAL FUND, WHO
Between 2003 and 2008, central government funding for the health sector increased by over 52%
from Kshs 21 billion to Kshs 35 billion. This increase is reflected in the table below: - Kshs in
Millions
2003/2004

2004/2005 2005/2006

Recurrent expenditure

16,004.71

2006/2007 2007/2008

17,605.18 19,000.00 22,234.00

25,940.00

Development expenditure 5,115.54

7,803.91

9,945.00

Total

25,409.09 28,943.17 32,066.24

21,120.25

9,943.17

9,832.24

35,385.00

The same trend is also reflected in the expenditures of local government on healthcare. During the
same period of time, this expenditure increased from Kshs 1.3 billion to 1.5 billion.

2.0 The General Cholera Situation
Cholera is caused by a bacterium called Vibrio cholerae. There are more than 60 cholera
bacteria; however, current outbreaks in Africa are caused by El Tor biotype of Vibrio cholera

12

serogroup 01. The serotype of El Tor biotype prevalent in Africa is Inaba. Vibrio cholerae 0139
serovar is the major causative agent of epidemics in Asia.
Between 1817 and 1961, six pandemics of cholera were recorded. The classical biotype was
responsible for the fifth and sixth pandemics and is believed to have been associated with the
earlier pandemics as well, although there is no hard evidence. The causative agent of the seventh
and current cholera pandemic, which began in 1961, is the Vibrio cholerae El Tor biotype.
Cholera has re-emerged as a major infectious disease in the recent past, with a global increase in
its incidence. In 1994 cholera cases were reported in 94 countries—the highest number of
5

countries ever recorded in a single year (World Health Organization, 1995) . One particularly
disturbing aspect of the global cholera picture in the 1990s has been the dramatic and unexpected
reappearance in January 1991 of epidemic cholera caused by V. cholerae O1 El Tor in Latin
6

America after a 100-year absence from the region (Tauxe & Blake, 1992) . In May 2011, the
World Health Assembly recognized the re-emergence of cholera as a significant global public
health problem and adopted resolution WHA 64.15, calling for implementation of an integrated
and comprehensive global approach to cholera control. Globally, the number of deaths from
cholera rose from 4948 in 2009 to 7543 in 2010, an increase of 52% with an overall CFR of
2.38%. Of the 32 countries that reported deaths from cholera, 20 were on the African continent:
1

these countries accounted for 3397 deaths and 45% of the global total .
Cross border movement and trade, especially of food products, require special attention to
prevent importation of diseases from one country to another. Thirty eight cholera cases
associated with consumption of shellfish from coastal waters in the Gulf of Mexico were
7

reported in the USA in the 15 years from 1973 to 1988 (Popovic et al., 1993) . Shellfish was the
vehicle of transmission of cholera from Latin America to the United States on five separate
occasions in 1991.

5

World Health Organization (1995). Cholera in 1994. Weekly Epidemiological Record, 70:201-208
Tauxe RV, Blake PA. (1992). Epidemic Cholera in Latin America. Journal of the American Medical
Association,267:1388-1390
7
Popovic T et al. (1993). Cholera in the Americas: foodborne aspects. Journal of Food Protection, 6:811-821
6
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Cholera remains a major public health problem in the African Region. Despite 36 years of
continuous experience in handling cholera, countries in Africa have not achieved as much
success as in countries on other continents. For the last several years, Africa has reported over
95% of global cholera cases and 99% of global cholera deaths. In 2009 alone, 29 countries in the
region reported 218,806 cases and 6379 deaths with case fatality rate of 2.9%.
Recognizing the public health importance of cholera, the fifty-seventh WHO Regional
Committee for Africa adopted the resolution AFR/RC57/3 on Resurgence of Cholera in the
WHO African Region: Current Situation and Way Forward. The resolution urges Member States
to mobilize resources for strengthening programmes for safe water and safe food practices and
environmental sanitation, thus ensuring improved coverage of these services; to put cholera
prevention and control among the priority agendas of governments; and to ensure multi-sectoral
coordination involving key stakeholders including the community, civil society, private sector,
8

nongovernmental organizations and partners .
From 1970, V. cholerae O1 El Tor has gradually spread to most of the continent with casefatality rates between 4% and 12%. From 1991 to 1996, the number of cases remained high and
9

ranged between 70, 000 and 160 000 (World Health Organization, 1997) . The largest proportion
of all reported cholera cases in 1994 (161,983 cases), and 42% of all cholera deaths (8,128)
10

reported globally that year, was in Africa (World Health Organization, 1995) . The global case
11

fatality rate (CFR) in 1994 was 2.8%, with Africa recording CFR of 5% During the conflict in
Rwanda followed by the large number of migrants, 12 000 people died as a result of outbreaks of
cholera and shigellosis, caused mainly by poor water-supply and sanitation facilities coupled
with inadequate use of oral rehydration therapy, use of inappropriate intravenous fluids, and
12

inadequate experience among health workers (Siddique et al., 1995) . In addition natural and
manmade disasters such as floods, drought and internal displacement of large populations
8
EB128/13 Add.1 Rev.1, 128th Session 20 January 2011
9
World Health Organization, (1997). Cholera in 1996. Weekly Epidemiological Record, 72:89-96
10

World Health organization, (2002).Guidelines for drinking water-quality: Microbiological agents in drinking
nd
water, 2 Ed.
11
Mary O’Mahony, (1998). Communicable disease: epidemiolody and control, John Wiley & Sons. Inc,, Australia
12
Siddique AK et al. (1995). Why treatment centres failed to prevent cholera deaths among Rwandan refugees in
Goma, Zaire. Lancet, 345:359-361
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increase the risk of cholera and other infections as a result of overstretched sanitation and water
supply services in the affected areas.
Kenya has been experiencing an upsurge of cholera cases since it was first reported in 1971 in
Turkana district. This outbreak was associated with the cholera pandemic originating in South
East Asia in the sixties. From 1974 to 1989, Kenya reported cases every year with an average
case fatality rate of 3.57%. Its largest epidemic started in 1997 in Nyanza Province and lasted
until 1999, with more than 33,400 notified cases. In 2007, the cholera outbreak affected 4
provinces: Rift Valley (West Pokot, Turkana), Coast (Kwale), North Eastern (Garissa, Wajir,
Mandera) and Nyanza (Kisumu, Bondo and Siaya). The cases in Kwale were reported since midFebruary, shortly after the end of the floods, whereas the rest of the districts reported cases from
late March 2007. As of 15 May 2007, a cumulative total of 625 cases have been reported with 35
deaths leading to a case fatality rate of 5.6%. In 2008, cholera outbreaks were reported from 4
provinces Nyanza (Suba, Migori, Homabay, Rongo, Siaya, Kisumu, Bondo, Nyando, Kisii
South), North Eastern (Mandera East, Mandera Central, Wajir), Western (Bunyala) and Rift
Valley (Naivasha, Nakuru). Nyanza was the most affected province with 771 cases and 53 deaths
being reported from 10 districts as of 31 March. The outbreak started in Suba district in
November 2007 and further spread to cover all districts in the lake basin. In Mandera East
district, 325 cases and 11 deaths (CFR 3.4%) were reported between 16 January and 14 March.
The main challenges were the cross border involvement of the outbreak with Ethiopia and
Somalia. From 27 November 2007, and as of 10 April 2008, the cumulative number of cases
nationwide was 1243 cases and 67 deaths. (WHO Global Task Force on Cholera Control April
13

2010) .
2.1 Treatment of water
Surface-water sources should generally be considered to be susceptible to fecal contamination
and, therefore, to contamination by V. cholerae. However, the organism can be easily eliminated
from drinking-water by appropriate treatment. It has long been accepted that slow sand filtration
is effective for removal of V. cholerae in drinking-water treatment. The biological processes that
are responsible for water disinfection occur more slowly at low temperatures, and ice formation
13

www.who.int/entity/cholera/countries/KenyaCountryProfile2010.pdf
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on filter surfaces has been associated with unacceptable deterioration in effluent water quality. In
Kenya, under the WASH programme, many technologies have been adopted for water treatment
at the point- of- use. These include chlorination, filtration, solar disinfection, and heat treatment.
More recently, the ultra violet rays as a technology for water purification are available in Kenya.
Other common treatment methods such as coagulation, flocculation, sedimentation, and rapid
filtration will significantly reduce numbers of V. cholerae, but should be seen as preparatory
treatments to be followed by disinfection. Most chemical disinfectants effectively eliminate V.
cholerae under normal operating conditions (principally concentration and time) provided that
water is clear (i.e. free of particulates). The same is true of physical disinfection methods, such as
the use of ultraviolet light. Recontamination of ―safe‖ water is a significant concern. When water

has to be collected by the community, there are several opportunities for recontamination, from
the use of contaminated containers, and during handling or extraction from storage for use. In
piped supply systems recontamination is also a significant risk, especially where the supply is
discontinuous or of low pressure and where there is appreciable leakage. To minimize the health
risks associated with recontamination, use of a residual disinfectant is recommended. Chlorinereleasing agents (such as calcium hypochlorite or bleaching powder) are very effective and less
expensive. In addition, water in the household should preferably be stored in a narrow-necked
container with a lid and served using a ladle that is clean and safely stored to avoid
contamination.
Water from a relatively protected source cannot be guaranteed to be free from contaminating bacteria
when actually consumed. In a typical urban setting in a developing country, where the water supply
is intermittent, drinking-water is collected and stored, in various ways, for one or more days in the
household. If the water is not handled correctly, the processes of collection and storage provide
ample opportunity for contamination. In addition, the residual chlorine in stored water is relatively
low, and the viability of V. cholerae is thus extended. It has been recently reported that V. cholerae
O1 and non-O1 can shift to a rugose form associated with the production of an exopolysaccharide
14

which promotes cell aggregation (Morris et al., 1993) . This
14 Morris JG Jr et al. (1993). Vibrio cholerae O1 can assume a rugose survival form which resists chlorination, but retains
virulence for humans. In: Abstracts of the Twenty-ninth Joint Conference on Cholera and Related Diarrheal Diseases.
Bethesda, MD, National Institutes of Health: 177–182.

16

rugose form resists both chlorine (even at levels exceeding 2 mg/litre) and other disinfectant in
potable water and is likely to contribute to the waterborne transmission of cholera (Rice et al.,
15

1992; Morris et al., 1993) . Contamination of drinking-water can also occur as result of waste
water influx in old or damaged network systems. Network maintenance must therefore be
considered as a further preventive measure against cholera.
2.2 Cholera in the Environment
Several surveys have been conducted to study the environmental distribution of V. cholerae in
diverse areas in the world. From these results it is clear that V. cholerae is widely distributed in
temperate and tropical aquatic environments. Its distribution is affected by various biotic factors
including the inorganic and organic contents of water and sediments, pH, fluctuating
temperature, salinity).
It has been suggested that the control of cholera epidemics is too big a task for a national
diarrheal diseases control programme. Although this may be true in the case of extensive
epidemics, it should not be forgotten that large outbreaks of this kind are often the result of initial
delays in detection and containment. A properly organized national control programme provides
the framework for quick detection and prompt containment and is the best means of ensuring
preparedness for cholera control. Some strengthening of existing human and material resources
may be required, but this is much easier than ad hoc efforts to fight a large and widespread
epidemic.
2.3 Clinical Presentation and Diagnosis
Cholera infection is most often asymptomatic or results in a mild gastroenteritis. Approximately
one in 20 (5%) infected persons will have severe disease characterized by acute, profuse watery
diarrhea, described as ―rice-water stools,‖ and vomiting, leading to dehydration. Signs and

symptoms of dehydration include tachycardia, loss of skin turgor, dry mucous membranes,
hypotension, and thirst. Additional symptoms, including muscle cramps, are secondary to the

15 Rice EW et al. (1992). Chlorine and survival of ―rugose‖ Vibrio cholerae. Lancet, 340:740.
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resulting electrolyte imbalances. If untreated, volume depletion can rapidly lead to hypovolemic
shock and death
2.4 Case Detection and Management
Most cholera infections are asymptomatic or mild, and indistinguishable from other mild
16

diarrhoea. In its severe form the following signs and symptoms characterize cholera :
 Onset is typically sudden, 



Diarrhoea is profuse, painless and watery, with flecks of mucus in the stool ("rice water"
stools). The presence of blood in stools is not a characteristic of cholera, 



Vomiting may occur, usually early in the illness, 



Majority of patients are afebrile, children are more often febrile than adults, 



Dehydration occurs rapidly (up to 1000ml/hour of diarrhoea may be produced), 



All complications result from effects of loss of fluids and electrolytes in stool; and 



Vomitus; muscle cramps, acidosis, peripheral vasoconstriction, and ultimately renal and 







circulatory failure, arrhythmias and death may occur if treatment is not given timeously.
An important intervention for timely detection and response to cholera is a functional
surveillance system. Integrated Diseases Surveillance and Response (IDSR) has been adopted as
a framework for strengthening the multi-disease surveillance system in Kenya and other
countries in AFRO. IDSR is a comprehensive framework for strengthening national capacities
for carrying out surveillance, laboratory and response systems. It is also the framework whereby
17

African countries are implementing IHR (2005)

requirements for surveillance. IDSR makes

explicit the skills, activities and technical elements necessary at each level of the health system
for detecting, reporting, investigating, confirming, and responding to priority disease threats. In
the IDSR framework, activities for conducting disease surveillance are specified for each level of
the health system. These activities include the core functions of surveillance which are: case and
event identification; reporting suspected cases, conditions or events to the next level; analysing
and interpreting data; investigating and confirming suspected cases, outbreaks or events; ensure
preparedness for prevention and control of public health threats; respond to public health events;
16
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communicate and provide feedback; and ensure consistent monitoring and evaluation of the
disease surveillance system. This framework assists in ensuring, among other things, that all
necessary functions and capacities have been identified when plans of action are developed.
Addressing the human resource and systems development improvements in epidemiological
surveillance and response capacities is critical for contributing to the early detection and
response to cholera and other acute threats to local communities.
Modes of Transmission
Toxigenic V. cholerae are free-living organisms found in fresh and brackish water. Cholera
infections are most commonly acquired from drinking water in which V. cholerae is found
naturally or into which it has been introduced from the feces of a symptomatic or
asymptomatically infected person. Other common vehicles include contaminated fish and
shellfish, produce, or leftover food that has not been properly reheated. Transmission from
person-to-person, including to healthcare workers during epidemics, has been documented but is
uncommon.
During epidemics, toxigenic V.cholerae O1 or O139 can be isolated from the local fresh water as
18

well as from patients (Khan et al., 1984; Ghosh et al., 1994)

but disappears from the

environment after the epidemic subsides. Since the early epidemiological work in 1853 in
19

London by John Snow and later laboratory investigation by Robert Koch (1884) , it has been
known that water is important in the transmission of cholera. Water from public sources was
implicated in the previous six pandemics. In the present (seventh) pandemic, properly treated
public water supplies are not generally considered to be a risk factor. The recent epidemic in
Latin America was said to have been exacerbated by the failure of the authorities to chlorinate
water supplies.
Cholera is communicable in the duration of stool-positive stage. Asymptomatic carrier status
may persist for several months. When suspected cases of cholera are detected at a health facility,
the nearest referral facility or designated local health officer should be notified immediately. The
18
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Provincial Department of Health should then be notified to investigate and confirm the diagnosis.
Upon confirmation, the National Department of Health should be notified since cholera is a
notifiable disease. Either the Provincial or National Department of Health should proactively
inform the community via the media, of the cholera threat and measures to be taken to prevent
the outbreak from spreading. The National Communicable Disease Officer should then inform
the Senior Management of the outbreak of the disease and the steps being taken to contain and
control the outbreak. The opportunity should be used to motivate for improved water and
sanitation through provision of safe water supplies and the building of toilets or latrines.
Case Reporting
According to the IHR regulations National Health Authorities should report the first suspected
cases of cholera to the World Health Organization as rapidly as possible. Laboratory
confirmation should be obtained at the earliest opportunity and also reported to WHO. Weekly
reporting is required where cholera is confirmed. Reports should include the number of new
cases and deaths since the previous report plus the cumulative totals for the current year by
province or other applicable geographic division. Additional demographic information should be
provided, if available. Once the presence of cholera in an area has been confirmed it is not a
requirement to confirm all subsequent cases. Neither the treatment of individual cases nor the
notification of suspected cases needs laboratory confirmation of the presence of Vibrio cholerae
01. Monitoring of an epidemic should include laboratory confirmation of a small proportion of
20

cases on a continuing basis.

The use of antisera is one of the most rapid and specific methods of identifying V. cholerae01,
even though it is not necessary for treatment purpose. Most important, however, is to be able to
confirm outbreaks for fast response at the lowest possible level. The use of the rapid tests is ideal
only in an epidemic situation as the sensitivity and specificity may still need improvement.
Cholera patients should be evaluated and treated quickly. ORS solution, combined with
intravenous rehydration for those with severe dehydration, has been shown to reduce mortality
rates to <1%. Early administration of oral rehydration solution (ORS) is the mainstay of cholera
20
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treatment and should begin as soon as symptoms develop, continue while the patient seeks
medical care, and be maintained until hydration returns to normal in the health-care facility
Early case detection with well-guided case management will contribute greatly to reduction in
case fatality and will support the prevention of transmission. Good management of cholera cases
will also reduce the risk of nosocomial infection within facilities and cholera care centers.
Simple improvement in hygiene practices as well as safe water supply, food safety and safe
disposal of human waste are simple but effective method to prevent cholera.
Up to 80% of patients can be treated adequately through the administration of ORS
(WHO/UNICEF ORS standard sachet). Very severely dehydrated patients are treated through the
administration of intravenous fluids, preferably Ringer’s lactate solution. Appropriate antibiotics
can be given to severe cases to diminish the duration of diarrhoea, reduce the volume of
rehydration fluids needed and shorten the duration of V. cholerae excretion. For children up to
five years of age, supplementary administration of zinc has proven effective in reducing the
duration of diarrhoea and the duration of subsequent diarrhoea episodes. In order to ensure
timely access to treatment, cholera treatment centers should be set up among the affected
populations whenever feasible.
ORS can successfully treat 80% of cholera cases while appropriate antibiotics can reduce the
duration of purging. For children below 6 months of age, zinc should added as part of the
treatment as provided in the cholera management guide.
2.5 Cholera Vaccine
WHO has never recommended the use of the parenteral cholera vaccine because of its limited
protective efficacy (45% for 3 months) and its unsuitability for public health purposes. The
previously licensed oral, live, attenuated single-dose vaccine (CVD 103-HgR) is no longer being
produced. WHO’s guiding principle on the use of oral vaccines is that cholera control should be
a priority where the disease is endemic. Given that 2 (Whole-cell recombinant B subunit vaccine
(Dukoral), Variant WC/rBS (Morvac and Shanchol)) safe and effective oral cholera vaccines are
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available, immunization should be used with other prevention and control strategies in areas
21

where the disease is endemic and in areas at risk for outbreaks.

The WC/rBS vaccine (Dukoral, Crucell, Leiden, Netherlands) consists of killed whole-cell V.
cholerae O1 with purified recombinant B subunit of cholera toxoid; each dose must be diluted in
1.5 dl of bicarbonate buffer. It is administered to adults and children aged >6 years in 2 doses; it
is also administered to children aged >2 years and <6 years in 3 doses. For both regimens, the
minimum time recommended between doses is 7 days and the maximum time is 6 weeks.
Protection may be expected 1 week after the second dose. WHO official recommendations for its
use in complex emergencies have been issued, and state regular operational research is necessary
to determine the vibrio genetic characteristics and to assess effectiveness of interventions and
drug susceptibility. Community-based research to better understand better the community
perceptions of disease and willingness to adopt specific behavioral changes will further inform
and improve strategic interventions and approaches for cholera prevention.
3.0 The Cholera Situation in Kenya
3.1 Cholera Trends in Kenya
According to the Ministry of Public Health and Sanitation(MOPHS), the number of cholera
outbreaks has been on the ascendancy since 2006 and remains a public health concern and a
threat currently. Cholera outbreak was controlled in the country from 2000 to 2006. The country
has seen re-emergence of Cholera being reported every year in increasing trends since 2007 as
can be seen in the figure below. These trends indicate translation of Cholera to an endemic
disease. Re-emerging of Cholera in the African region has been, recognized by WHA 60.11
resolution as feature associated with challenges in social development and global warming.
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Cholera trends in Kenya, 1998-2010
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According to the Ministries of Public Health and Sanitation case definition (Integrated Disease
Surveillance and Response Guideline (IDSR)); there is a trigger for action if one case of cholera is
22

confirmed. In 2009 , Kenya reported 11,769 cholera cases including 274 deaths (CFR 2.33%) .

Cholera outbreak trend analysis conducted by WHO and MOPHS projected doubling or
tripling of cases and deaths in 2010 if more concerted efforts are not in place. This indicates
that success in the implementation of this plan lies on the involvement of other sectors beyond
health. In 2010 3188 cases of cholera were reported with many cases being reported in from the
23

prisons .
As a result of the poor response to disease outbreaks and poor supply of essential drugs and
supplies for cholera and other disease management, Kenya adopted the Integrated Disease
Surveillance and Response in partnership with WHO, CDC, World Bank, AMREF, UNICEF and
GTZ among others. The training started in 2004 and the scaling up was done in 2005. Currently
147 districts out of the 149 are submitting their weekly report on the 18 diseases including
cholera.
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3.2 Geographical Distribution of Cases in Kenya
The outbreak has more profound effects in the arid and semi-arid
areas of the country (Northern Kenya) especially

in districts

along Lake Turkana, Nyanza and Coast provinces as well as
the prisons and the urban slums of Nairobi. There is a
constant threat of disease outbreaks in these areas whereas
there is low demand for services as compared to the

rest of

the country. In the northern parts of the country, only 14.3% of the population lives within
5km of health facility as against country average of 52.3%, and some live as far as 70
kilometers. Public health services are largely supplemented by NGOs and FBOs; there are very
few health facilities and high staff attrition. In addition there is irregular supply of essential
drugs. Availability of safe water and latrine coverage is also less than 10% in some of the areas.
The population in the area is predominantly nomadic with little water and poor hygiene and
sanitation practices. The situation in Marsabit, Moyale and Turkana districts in particular
are complicated because the outbreaks concurrently occur in both nearby districts in Kenya
and Ethiopia where there had been a chronic outbreak of acute watery diarrhea across the border
over the years.
3.3 Overview of existing surveillance and response system
In Kenya, communicable diseases present a large threat to the well-being of communities and
account for 75% of the disease burden. Surveillance data guides health personnel and the
community in the decision-making needed to implement proper strategies for disease control and
leads to activities for prevention. Kenya adapted an Integrated Disease Surveillance and
Response (IDSR) strategy that progressively built a strong multilevel surveillance and response
system with 18 priority diseases/conditions, including cholera, since the year 2000. Furthermore,
through sentinel surveillance, other priority conditions, such as pediatric bacterial meningitis,
Rotavirus and Influenza are monitored. A disaster operation center has been established at the
Ministry of Public Health and Sanitation to link with the crisis management center in the office
of the Prime Minister and the health sector response framework which are connected to the
counties and districts health teams and the disaster steering groups. This plan will benefit from
24

this establishment and therefore it will be useful to empower the center with the capacity for
emergency response for cholera among other disasters.
Most private health facilities notify the National Disease Surveillance and Response services
where reports are monitored and appropriate action is taken. Thus the overall surveillance system
captures reports from most of the private facilities.
24

The International Health Regulations (IHRs)

were initiated with the aim of prevention of

disease transmission between countries through the land border entries, international airports and
sea ports. Under the regulations, a case of the following diseases is unusual or unexpected and
may have serious public health impact, and thus shall be notified {Smallpox, Poliomyelitis due
to wild-type poliovirus, Human influenza caused by a new subtype, Severe acute respiratory
syndrome (SARS)}, and an event involving the following diseases have demonstrated the ability
to cause serious public health impact and to spread rapidly internationally{Cholera, Pneumonic
plague, Yellow fever, Viral hemorrhagic fevers (Ebola, Lassa, Marburg), West Nile fever, Other
diseases that are of special national or regional concern, e.g. dengue fever, Rift Valley fever, and
meningococcal disease.
Through the WHO, the global alert and response support member states for the implementation
of national capacities for epidemic preparedness and response including laboratory capacities
and early warning alert and response systems. Cholera as one of the notifiable disease is reported
and the information on cholera within countries is shared between member states; this enhances
cross country prevention and control
3.3.1 Priority risks and diseases (all hazards)
The 18 priority diseases in the country noted above, are divided into three broad categories: (a) Epidemic prone diseases – cholera, dysentery, plague, yellow fever, typhoid fever,
meningococcal meningitis, measles and other Viral Hemorrhagic Fevers (VHFs)

24 World Health Organization (2008), International Health regulations, 2nd Ed.
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(b) Diseases earmarked for eradication/elimination –leprosy, poliomyelitis, drancunculus and
Neonatal Tetanus (NNT)
(c) Diseases of other public health importance – malaria, new Acquired Immuno-Deficiency
Syndrome (AIDS) cases, childhood pneumonia, childhood diarrhea, Tuberculosis (TB) and
Sexually Transmitted Infections (STI).
The list for other diseases has not been developed.
3.3.2 Procedure for Notification in Kenya
The Public Health Act (Chapter 242 of the Laws of Kenya) outlines procedures for notification.
Any practitioner who attends to a case of infection or condition which requires notification is
supposed to immediately inform the Director of Medical Services within 24 hours.
3.3.3 Confirmation of events
Diagnosis of most bacterial, parasitic and viral infections is done at the district level e.g. typhoid,
cholera, meningococcal meningitis, shigellosis, Tuberculosis (TB), Human Immuno-Deficiency
Virus (HIV) and malaria. The country has central reference laboratories such as National Public
Health laboratories (NPHLS) and Kenya Medical Research Institute (KEMRI). KEMRI has
various centers’ dealing with specific pathogens e.g. center for viral research, Centre for
microbiology research, national influenza center and the national polio and measles laboratories.
Chemical events are mainly confirmed by the government chemist while food events such as
poisoning are handled by NPHLS, the government chemist and the Kenya Bureau of Standards.
Zoonotic events such as Rift Valley fever, avian influenza are confirmed at the central
Veterinary laboratories which are in Kabete and KEMRI laboratory. In addition, there are several
other Veterinary laboratories at regional levels. Events involving potential exposures to radiation
are regulated by the National Radiation Protection Board.
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3.3.4 Emergency supplies and response
There is poor supply of contingency cholera treatment and other essential drugs at the district
levels. The KEMSA routine is slow and only ideal for routine ordering of drugs. It is therefore
essential that emergency cholera drugs and supplies be stocked at district level especially in the
high risk areas.
Rapid response to public health events within the stipulated 48 hours is currently at about 80%.
Over the years, the Ministry has trained rapid response teams at all levels including international
ports of entry. Procurement and distribution of personal protective equipment, has been
accomplished. The Ministry supported establishment of an isolation facility (negative pressure)
at Kenyatta National Hospital for highly infectious agents but there is limited capacity in other
Health facilities. Reference laboratories at KEMRI have been upgraded to be able to confirm
highly infectious agents like VHFs and H1N1 influenza.
3.3.5 Cholera management as a disaster
The Ministry of Public Health and Sanitation, Ministry of Medical Services, World Health
Organization, UNICEF, USAID, CDC and many NGO Partners have been supporting
Government efforts to respond to these emergencies. The Health and Nutrition Sector
Committee with the two Ministries of Health have been revitalized to facilitate coordination of
all partners. The two Ministries of health are represented in the Crisis management Forum under
the Office of the President. A disaster operations center is in the process of establishment in the
Ministry of Public Health and Sanitation to link up with the Crisis Management Centre in the
Office of the Prime Minister and also the health sector response framework linking up with

the provinces and districts health teams and District Disaster Steering groups. Sensitization and
awareness workshops have been conducted for the major stakeholders in the North Eastern and
Rift Valley provinces. Health Sector Partners support the district teams at the lower levels.
Through the crisis response, Treasury released about Kshs 300 million in 2009/2010

financial year for Cholera response activities mainly for purchase of drugs and supplies and
support for districts heath teams.
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3.4 Local Initiatives for Cholera Prevention
Kenya has adopted two key strategies that will contribute to the reduction and prevention of
diarrhoea diseases generally and cholera in particular if the cholera control plan is integrated into
the strategies. Under the Ministry of Public Health and Sanitation, the sanitation strategy which
was developed to implement the sanitation policy has adopted several approaches which have
proven to be useful in improving sanitation coverage at different levels.
The second is the Community strategy where small units of about 20 household are put under the
care of a volunteer community health worker in a primary health care concept where it is
possible to monitor the health of every individual at the household level. The CHW (Community
Health Worker) is required to make monthly report on the achievement which encourages the
community members to improve their sanitation. This strategy will strengthen the infection
prevention at the household level and will reduce the case fatality rate by ensuring early
detection and case management of cholera and other diseases.
For an effective prevention of cholera the Water Sanitation and Hygiene promotion must address
the following key concerns:
1. Most of the high priority areas where cholera occurs, there is poor access to safe drinking
water, it is therefore important that access to water is enhanced as a continuous process rather
than as a response to emergence situation such as disease outbreaks;
2. Sanitation coverage in Kenya is known to be less than 50%. This situation is even worse in
high risk areas where the latrine coverage is very low. There is need to ensure that the
communities are adequately sensitized so that they can provide the most basic safe, fecal
disposal method which is acceptable and a study recently carried out in Kenya indicate that
hand washing using soap is only practiced in less than 10% of the population (WSP World
Bank). This practice needs to be enhanced through proper behavior change communication
which should be incorporated in routine health promotion.
In developing countries where, water is scarce, central treatment of water is not effective; this is
due to low pressure at the high density population outlets. This is due to higher demand than the
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available supply as well as old and broken piping systems. It is therefore important to adapt
acceptable treatment at point of use. This will include disinfection through the use of solar and
chlorination as well as filtration and boiling.
Ready to eat food should be protected and made safe through proper cleaning. This can be
enhanced by routine inspection of food premises and school feeding programs.
3.4.1 School Water Sanitation and Hygiene
The introduction of Universal Primary Education resulted in a rapid increase in the number of
children in primary schools from 5.9 million pupils in 2002 to 7.2 million pupils in 2003, and
about 8.2 million pupils (2007). This trend is expected to continue, straining hygiene and
sanitation facilities in schools. Kenya has over 18,000 public primary schools and a large number
of non-formal schools offering primary school curriculum. Improving sanitation at this level and
adopting hygiene practices such as hand-washing at the critical times will contribute to the
reduction of risk of cholera outbreaks. The four main critical issues related to primary school
water, sanitation and hygiene infrastructure and practice as highlighted by the Ministry of
Education (MOE) and development partners included:
1. Lack of water and sanitation infrastructure, particularly in poor districts and informal
urban settlements. Most public schools do not meet the minimum water, sanitation and
hygiene standards.
2. Lack of investment, poor enforcement, limited awareness of construction standards and
inadequate maintenance. This combination of factors has contributed to poor water,
sanitation and hygiene facilities and practices.
3. Overcrowded schools leading to inadequate supervision of student hygiene behaviors and
overstressed water and sanitation facilities.
4. Regional and cultural discrepancies in needs, appropriate solutions and barriers to
effective and sustainable school water, sanitation and hygiene.
Most schools do not have a provision for separate toilet facility for specific classes; the very
young share facilities with older pupils and often face inappropriate ergonomic considerations.
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Floors in most sanitation facilities in primary and secondary schools are poorly maintained, wet
and dirty while walls are smeared with feces and gravitis. Other considerations including
privacy, proximity to the other facilities, and access for the physically handicapped and waste
disposal need to be corrected.
Hand-washing facilities are mainly absent in most public schools, and schools fails to provide an
enabling environment for hand washing. The provision of safe water and sanitation facilities in
schools is an important component in improving learning outcomes but good facilities need to be
linked with an improvement in crucial behavioral change, particularly hygiene and latrine
maintenance to be effective and sustainable.
The only known route of transmission of cholera is the fecal oral route. Improving the sanitation
standard of the community, ensuring good hygiene practices such as hand washing at critical
times and safe drinking water and food will go along away in reducing the incidence of cholera
in Kenya. These should be part of a continuous long-term prevention strategy and not just in
response to epidemics.
3.4.2 Cholera: a wider perspective beyond health
Cholera outbreaks in Kenya are regarded as only of concern to the health community rather than
a condition influenced by multiple sectors and this limits the attention given to the problem.
Cholera outbreaks also have implications on the economy, tourism and trade and the financial
burden caused by the disease including resources that could be expended elsewhere Absenteeism
from work and school are also by-products of cholera outbreaks, reducing production and
performance. Given that cholera has an impact on multiple-sectors; efforts to control it should
include all relevant partners, including those outside the health sector.
3.5 Health Promotion
Health promotion as a preventive measure for all diseases is not well provided for in the national
budget. As a result the Division of health promotion in the MOPHS responds to outbreaks on an
emergency basis reducing the effectiveness and sustainability of the interventions.
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There are very few professionals that are officially trained as Health Promotion Officers. Instead,
they come from different backgrounds, such as nursing, public health and clinical services and
are then trained for one year on health education and communication. Most of these officers are
engaged in the national programmes and brought into health promotion in times of urgent need.

4.0 Stakeholder analysis and areas of operation
Cholera prevention and control requires a multi-sectoral approach. While diagnosis, management
and prevention are functions within the ministry of health, sustainability of interventions in the
long-term depends on the involvement of different partners to undertake their different roles. It is
equally important that cholera control activities are approached from a pro-active basis, as a
routine rather than emergency response. There is need to ensure that the population is served
with safe drinking water and that they can ensure the safety of their food. Improved sanitation at
all levels including adoption of hygiene practices in school and at home is paramount to a
sustainable cholera control plan.
A well guided case detection and management procedure from the district to the national level
will ensure rapid response and quick intervention which will also contribute to prevention of the
spread of cholera and other diseases. This plan brings on board all the development partners and
stakeholders involved in different aspects of cholera i.e. management, emergency response,
research, surveillance among others
4.1 Ministry of Education
The Ministry of Education focuses primarily on school health programmes and can play an
important role in strengthening cholera preparedness and response in national school health
curricula. Regular treatment of school population to get rid of different parasitic infections and
health education is conducted at the primary school level which is aimed at behavior changes and
adaptation of hygiene practices. They also collaborate with the Ministry of Public health and
sanitation in implementing the school health policy.
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4.2 The Ministry of Public Health and Sanitation (MOPHS)
The mandate of MOPHS is to support the attainment of the health goals of the people of Kenya
by implementing priority interventions in public health, guided by the strategic framework
provided from the Medium-Term Plan 2008–2012. The primary responsibilities of the MOPHS
in cholera prevention and control include coordination of interventions (Division of Disease
Surveillance and Response), laboratory confirmation, case investigation, formulation of policies
and guidance, support for WASH activities (Department of Environmental Health and Division
of Health Promotion), and regular training of staff at all levels of the health system.
4.3 Ministry of Water and Irrigation
The Ministry’s primary functions include ensuring water regulation, increasing access to water,
participating in emergency response, supporting the role of water companies in provision of safe
water, and water quality monitoring. In this plan the ministry of water and irrigation links the
cholera control to the water service providers at the local level. It is also recommended that the
plan utilizes the water quality monitoring and control capacity that is available at the ministry
and some provincial towns.
4.4 Kenya Medical Research Institute (KEMRI)
The mandate of KEMRI is to conduct research in human health; to co-operate with other
organizations and institutions of higher learning in training programmes and on matters of
relevant research; to liaise with other institutions within and outside Kenya carrying out research
and related activities; to disseminate and translate research findings for evidence-based policy
formulation and implementation; to co-operate with the Ministry of Public Health and Sanitation,
the National Council for Science and Technology and the Medical Science Advisory Research
Committee on matters pertaining to research and policy.
4.5 World Health Organization in Kenya (WHO –KE)
WHO is the advisory and coordinating agent and authority for health within the United Nations’
system. In Kenya, WHO is responsible for providing leadership on health matters, advising on
the priority national health agenda, setting norms and standards, articulating evidence-based
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policy options, shaping research agenda and stimulating generation of knowledge, providing
technical support and monitoring and assessing health trends. Apart from coordinating
international efforts to control outbreaks of diseases, WHO also supports implementation of
disease prevention and control programmes.
4.6 Center for Disease Control and Prevention (CDC-KE and CDC-Atlanta)
CDC is dedicated to protecting health and promoting quality of life through the prevention and
control of disease, injury, and disability. It is the premier United States agency involved in health
promotion, prevention, and preparedness and a global leader in public health. The CDC’s core
activities in cholera prevention and control include: surveillance for disease; investigation of
cholera outbreaks; laboratory confirmation of Vibrio cholerae; risk assessments; consulting on
the development of water quality surveys and water safety plans; surveys on ORS availability
and use in the community; surveys of knowledge attitudes and practices; consulting on the
development of health promotion materials; development of training materials and courses for
clinicians and community health workers; laboratory based trainings, including cholera rapid test
kit trainings; environmental sampling and testing training (e.g. identification of Vibrio cholerae
in water; providing infection control in health facilities; raising awareness on health promotion in
schools and churches; implementation of water, sanitation and hygiene programs through
community groups, faith based organizations, schools, health facilities, and other venues;
epidemiological and laboratory support for refugee camps in Kenya (Dadaab and Kakuma); and
technical assistance to other sub-Saharan countries experiencing cholera, including countries
neighboring Kenya. CDC-KE supports the MOPHS cholera prevention and control efforts and
where feasible aims to expand/scale-up prevention programs to other areas of the country, while
evaluating the impact on disease risk. CDC with funding from USAID has been a key technical
partner in the design and implementation of the IDSR strategy and is also a partner with the
Kenya FELTP (see FELTP description below).
4.7 Population Services International (PSI)
PSI is a leading global health organization with programs targeting malaria, child survival, HIV,
reproductive health and non-communicable disease. The core activities in Kenya include health
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promotion through a variety of media, social marketing of a variety of health products and
supporting rapid response to outbreaks.
4.8 The Kenya Field Epidemiology and Laboratory Training Program (FELTP)
The Kenya Field Epidemiology and Laboratory Training Program (FELTP) is designed to train
leaders in applied epidemiology and public health laboratory management, while providing
epidemiologic services to national and sub-national health authorities in Kenya and beyond.
Some of the core activities of the Kenya FELTP include conducting the Nairobi water quality
survey, providing training in environmental testing, conducting outbreak investigations, and
surveillance and supporting IDSR training.
4.9 Kenya Red Cross Society
The Kenya Red Cross Society is constitutionally mandated with the responsibility of assisting
the Kenyan Government to carry out humanitarian work in times of peace or conflict and during
natural disasters, such as drought, famine, and floods. Their core activities include rapid response
to outbreaks, distribution of cholera kits to high risk groups, and emergency preparedness.
4.10 The Safe Water and AIDS Project (SWAP)
SWAP is a non-governmental organization based in Western Kenya that engages HIV support
and self-help groups to promote and sell water treatment and other health products as an income
generating activity that also benefits the wider community. SWAP has programmes in Nyanza,
Western and Rift Valley Provinces. Their core activities with respect to cholera include a rapid
outbreak response element. The rapid response teams have responded to over a dozen cholera
outbreaks in Kenya; 1 shingella outbreak; 1 typhoid outbreak; and 2 flooding emergencies since
September 2006. The rapid outbreak response includes training of personnel from the Ministry of
Public Health and Sanitation, Red Cross, local government personnel, NGO personnel,
schoolteachers, and others; and distribution of water treatment and hygiene products.
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4.11 Medical Emergency Relief International (MERLIN)
Merlin has worked in Kenya since 1998 and is engaged in emergency preparedness and response in
Turkana district, training of health workers, training CHWs on hygiene; support the CLTS approach
for sanitation improvement, and promoting household water treatment and safe storage.

4.12 United Nations Children's Fund (UNICEF)
The United Nations Children's Fund (UNICEF) - works for children's rights, their survival,
development and protection. UNICEF core functions include sponsoring health, nutrition and
WASH programming including, support for health worker training. UNICEF’s efforts in WASH
including its support for the development of the sanitation strategy, have greatly contributed to
cholera prevention and control in Kenya.
4.13 United States Agency for International Development (USAID/Kenya)
Due largely to the President's Emergency Plan for AIDS Relief, the Kenya health program is one
of USAID's largest in the world. To reduce the spread and impact of HIV/AIDS nationwide, it
integrates prevention and treatment of other diseases, especially malaria and tuberculosis, and
improvements in maternal and child health, family planning, reproductive health, and WASH
activities. USAID Kenya’s Maternal and child health program is also focusing on prevention and
management of diarrheal diseases in children under five through creating awareness on
prevention among communities, promoting appropriate treatment among service providers and
coordination at national level. In addition, USAID is working to strengthen Kenya's health
system overall by improving policy, logistics, health-worker effectiveness, and monitoring and
evaluation. The Kenya Global Health Initiative strategy is focusing on leadership, governance
and capacity building of the Kenyan health system for greater sustainability.
4.14 The Office of U.S. Foreign Disaster Assistance (OFDA)
OFDA is the office within USAID responsible for providing humanitarian assistance in response
to international crises and disasters. OFDA finances multiple activities in Turkana and other high
risk districts in Kenya.
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4.15 Médecins Sans Frontières (MSF)
Médecins Sans Frontières is an international organization for medical humanitarian aid with a
special emphasis on medical emergency response. In relation to cholera, MSF is involved in
quick response with good experience in managing cases in difficult areas with poor health
infrastructure.
4.16 Kenyan Health Training Institutions
Many of the middle level colleges and the Universities are now offering health-related training
courses and are providing the human resources for health. It is recommended in this plan that
they include a good foundation for the understanding of cholera prevention and control. The plan
should ensure that cholera is included in the curriculum of all institutions.
5.0 THEMATIC TECHNICAL WORKING GROUPS
For the development of a more comprehensive multi-sectoral cholera preparedness and response,
the following five technical thematic areas were identified:
1) Advocacy, Resource Mobilization, and Coordination,
2) Laboratory, Risk Assessment, and Surveillance,
3) Water, Sanitation, and Hygiene (WASH),
4) Disease Prevention and Health Promotion, and
5) Disease Outbreak Preparedness and Response
The technical thematic working groups were initiated during the April 2011 Consultative
Meeting held in Nairobi. Members chose the thematic groups from which to work on depending
on their areas of expertise. Time was allocated during the meeting for the group work, and then
the deliberations of each group were presented in plenary where all people gave more inputs. The
Kenya Cholera prevention and Control plan 2010 was availed to all thematic groups. Each
thematic group formulated goal and related objectives, identified the priority actions that should
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be part of a strategic program that could be drawn from the 2010 Cholera Prevention and Control
plan. The groups identified the outstanding needs or gaps (not mentioned in the 2010 plan), that
should be included in a 3-5 year cholera plan.
The Thematic groups continued to work after the consultative meeting to refine their components
of the plan.
5.1 Advocacy, Resource Mobilization and Coordination
Thematic goal
The goal of this thematic area is to enhance effective multi-sector co-ordination through existing
local and national structures and resources.
Thematic specific objectives:
1. To raise the profile and implications of cholera within and beyond the health sector.
2. To strengthen information sharing.
3. To strengthen coordination by establishing a functioning cholera coordination mechanism
at all levels of health services delivery
4. To mobilize resources for the different cholera prevention and control activities.
5. To strengthen cross boarder coordination.
Thematic gaps Identified
1. The need to clearly define the scope and functions of an integrated approach to disease
surveillance and response and how to best coordinate them.
2. The need to clearly define the focal persons to be responsible for coordination of cholera
control activities at all levels, including service delivery.
3. The need to seek Ministry of Health endorsement and commitment to support all aspects
of cholera control.
4. The need for key departments of the Ministry of Public Health and Sanitation such as
Environmental Health and Child Health to deploy more personnel to the cholera control
programme.
5. The need for advocacy to be a functional role of the Coordination thematic working
group.
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6. The need to coordinate research to avoid duplication among research partners and to
ensure that priority research is based on national needs aimed at providing evidence to
improve interventions.
7. The need to better understand the effects of climate on cholera incidence and possibility
of predicting outbreaks for the purpose of preparedness.
5.2 Laboratory, Risk Assessment, and Disease Surveillance
Thematic goal
The goal is to strengthen district capacity for prompt case detection, confirmation and

management
The specific objectives:
1. Identify and address risk factors that contribute to cholera outbreaks in Kenya
2. Ensure a comprehensive IDSR implementation in all counties, especially those counties
with high risk districts for cholera
3. Strengthen the National Laboratory coordinating mechanism for cholera and other public
health functions.
Thematic gaps identified
1. The National Laboratory coordinating mechanism is weak.
2. There is need to integrate cholera into the East African Public Health Laboratories
project.
3. There is need to strengthen the diagnostic capacity in cholera high risk areas.
4. Research to enhance sensitivity of rapid test kits
5.3 Water, Sanitation, and Hygiene (WASH)
Thematic goal
The thematic goal is to ensure the availability of safe water and safe human waste disposal using
appropriate locally feasible and acceptable technologies.
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The Specific objectives:
1. To develop targeted strategy to increase access to sanitation
2. To develop targeted strategy to increase access to safe drinking water.
3. To develop WASH behavior change strategy that is implemented year round at all levels.
Thematic gaps identified
1. The Department of Environmental Health is the custodian of the water sanitation and
hygiene Inter Agency Coordinating Committee (ICC). The Committee has five thematic
technical working groups which contribute a great deal to the prevention of cholera in
Kenya. There is need to strengthen collaboration between the Department of
Environmental Health and the DDSR from the national to the district level.
2. In the water supply area, the WASH thematic working group has tended to work with the
Ministry of Water and Irrigation at the national level. It is necessary to engage the service
provider at the local level especially those serving the high risk populations through the
pro-poor water projects.
3. At the national level, the Ministry of Water and Irrigation operates a monitoring unit which
addresses water quality, conservation and pollution prevention. There is need to invite this
unit to join the WASH thematic group at the national level to enhance coordination.
4. It is estimated that there are about 8.5 million pupils in the primary schools in Kenya. This
is a large population that needs special attention. Providing good sanitation and
encouraging good hygiene practices will prevent cholera and there will be a multiplier
effect through the pupils influence in their homes.
5.4 Disease Prevention and Health Promotion
Thematic goal
The goal is to strengthen cholera prevention and health promotion in high risk areas.
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The specific objectives
1. To assess the knowledge and practices on cholera.
2. To review and evaluate existing health promotion interventions and institutional
frameworks on cholera prevention and control.
3. To develop best practices on cholera prevention.
4. To scale up cholera prevention and control practices.
5. To evaluate the feasibility of cholera vaccine introduction for high risk groups.
Thematic gaps identified
1. There is a need for the Division of Health Promotion to have a continuous plan of action
for its activities in addressing prevention of the different diseases in the country including
cholera.
2. The current approach is responsive rather than preventive promotion. Prioritize
sensitization campaigns on cholera prevention in high risk areas
3. Inadequate personnel trained in health promotion to cover all districts.
4. The department lacks adequate funding to sustain a continuous health promotion
campaign throughout the year.
5. Should avoid emergency response to disease outbreaks by continually conducting
prevention campaigns.
5.5 Disease Outbreak Preparedness and Response
Thematic goal
The goal is to reduce the cholera case fatality rates to less than 1% at all levels.
The specific objectives:
1. To strengthen the level of preparedness to respond to cholera outbreaks at all levels.
2. To reduce health care settings infection transmission.
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Thematic gaps identified
1. Need for stakeholder

mapping for those

involved in outbreak response, both

(geographically and in terms of their existing capacity).
2. Need for regular updates and training for all staff involved in disease outbreaks response.
3. Emergency contingency treatment and supplies for cholera to be stocked at the peripheral
levels and especially high risk districts.
6.0 IMPLEMENTATION PLAN
It is anticipated that this plan will be implemented in five years and would remain effective for
cholera control for that period. For the purpose of prioritizing the implementation, the plan has
been divided into immediate and long term activities. Immediate activities are those that need
implementation in the first and second year, while long term activities would be activities that
are continuous and may need to be repeated every year such as health promotion and disease
surveillance as well as those that might take longer time such as establishing satellite
laboratories.
A monitoring and evaluation framework has also been structured into the plan where each
thematic area can be continuously monitored for improved levels of achievement of specific
thematic indicators as well as a mid-stream and end evaluation of the plan, which will inform the
next plan. However, the key indicators will be reduced incidence of cholera, improved case
management and response with less than 1% case fatality.
For an effective cholera control plan there is need for multi-sector approach involving
government ministries, development partners, and the non-governmental organizations, with
each stakeholder having a well-defined role. This approach calls for a strong coordination
mechanism to ensure that stakeholders undertake their responsibility both technically and
geographical area of coverage. The ministry of Public Health and Sanitation and the Division of
Disease surveillance and response(DDSR) in collaboration with the Ministry of Medical Services
and key development partners such as WHO, USAID, CDC form the main coordination
mechanism.
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A national cholera taskforce with members of the coordinating team and other relevant
government ministries such as ministry of Water and Irrigation, Office of the president
(Provincial administration), Ministry of special programmes, and Ministry of Education as well
as organization involved in cholera will provide support for coordination.
There may be overlaps between the different thematic areas such as WASH, Disease Prevention,
and Health Promotion in the implementation plan which will have positive implication
The budget estimation for this plan is about Kshs. 1,196,400,000 (USD$ 12,614,600). It is
recommended that the Division of Disease Surveillance and Response identify and prioritize
activities of high impact in the short term and the long term activities.
All the thematic areas have specific core indicators which will form the basis of monitoring and
evaluation for this plan. Tools need to be developed for long term and short term evaluation. It is
estimated that about Kshs. 94,700,000 (USD $ 998,700) will be required to address monitoring
and evaluation for the thematic areas for the 5 years.
7.0 CONCLUSIONS
Implementation of the Cholera prevention and control plan will mitigate cholera outbreaks and
reduce the case fatality. The prevention of cholera in Kenya will have a marked impact on the
general well-being of the community, socially and economically, by reducing the disease burden
especially among the high risk communities in the cholera prone areas. To raise the profile of
cholera beyond the health sector, a well-publicized launch of the plan will be done in due course.
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THEMATIC AREAS IMPLEMENTATION MATRIX
Theme
1

Goal

Advocacy, Resource Mobilization, and Coordination
To enhance effective multi-sector co-ordination through existing
local and national structures and resources
Objective

1.1 To raise
the profile
and
implications
of cholera
within and
beyond the
health sector

Activities

Core
Indicators

IMPLEMENTATION BUDGET PER YEAR(‘000)

Stakeholders

1ST

2ND

3RD

4TH

5TH

Total
Budget
(‘000)

1.1.1
Sensitization
meetings with
MOE for school
health, Ministry
of tourism for
international
travels, political
leaders and
FBOs for
congregational
links for
behavior change

Number of
partners
sensitized to
participate in
cholera
control
activities

WHO, DDSR,
MOPHS, MOMS,
Ministry of
tourism, FBOs,
MOE

500

500

1,000

1.1.2 Develop
strategic plan
for advocacy

Advocacy/
strategic
plan with an
implementati
on plan

WHO, DDSR,
MOPHS, MOMS,
Ministry of
tourism, FBOs,
MOE

1,500

500

2,000

1.1.3 Identify a
cholera
goodwill
ambassadors
and champions

Names of
champions
and
ambassadors
and list of
activities

DDSR, WHO,
MOMS, Ministry
of Tourism

300

300

1.1.4 Launching
of cholera plan

Launch
report

All partners,
Cholera Task force

300

300
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1.2
Strengthenin
g information
sharing

1.2.1 Quarterly
sharing of
cholera
information
(requires
internet, smart
phones) both
intra-sectoral
and across
sectors
1.2.2 Develop a
regular disease
control (e.g.
IDSR)
publications to
disseminate
articles on
various topics
including
cholera
1.2.3 Establish a
multi-sectoral
mechanism for
information
sharing

1.2.4 Training
secretariat on
both scientific
and public
communication

Number of
high risk
areas with
internet,
smart
phones, and
computers
provided

Number of
publications
per year(3
releases
every year)

1,000

1,000

1,000

1,000

1,000

5,000

1,000

1,000

1,000

1,000

1,000

5,000

MOPHS & other
partners, National
Coordinating
Committee

A welldeveloped
information
sharing
mechanism
and
information
shared
Number of
secretariat
staff trained
in scientific
and public
communicati
on skills

800

500
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500

200

200

1,300

200

200

1,300

1.2.5 Annual
surveillance
conference to
various players
to present their
work

1.3 To
strengthen
coordination
by
establishing a
functioning
cholera
coordination
mechanism
at all levels
of health
services
delivery

1.3.1
Establishment
of a
coordination
task force
1.3.2 Identify
key partners and
individuals
undertaking
cholera
activities at all
levels
1.3.3 Define the
scope and
functions of the
coordinating
mechanism of
cholera
including the
multi-sectoral
partnerships and
responsibilities.

Number of
presentations
during the
annual
conferences
and number
of
stakeholders
participating

800

A functional
task force
and list of
members
and partners

MOPHS, MOMS,
Red Cross, MSF,
WHO, CDC/Ke,
USAID

Documented
functions
and roles of
cholera
coordination

MOPHS, MOMS,
CDC/WHO,
USAID

800

800

800

4,000

500

500

500

1,500

500

500

500

1,500

100
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800

100

1.3.4 Establish
linkages with
focal persons
from WASH
committees

1.4 To
Mobilize
resources for
the different
cholera
prevention
and control
activities

1.3.5 Improve
co-ordination
mechanisms at
all levels during
outbreaks
1.4.1 To ensure
availability
of
funds
for
cholera
prevention and
control
from
government and
development
partners
1.4.2 Lobby for
commitment of
funds for
cholera
prevention and
control from all
key sectors

Identified
focal persons
in different
components
of WASH
including
hygiene
promotion,
school
health,
sanitation,
research,
household
water, and
waste
management
.
Reports on
monitoring
of responses
during
outbreaks

MOPHS, USAID
AND OTHER
PARTNERS

500

200

200

200

200

1,300

Cholera task force,
DDSR

200

200

200

200

200

1,000

1,000

1,000

1,000

1,000

1,000

5,000

300

300

300

300

300

1,500

Funds
available and
used on
cholera
prevention
and control

MOPHS and
partners

Allocated
funds and
used at
different
levels

MOPHS, MOMS,
WHO,
CDC/USAID,
Other stakeholders
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1.5
Strengthen
cross border
coordination

1.4.3 Establish a A functional
resource
resource
mobilization
mobilization
plan
plan
1.5.1 Liaise
Minutes of
with existing
regional
structures e.g.
meetings and
EAC, IGAD,
agreements
ECSA, UNHCR
1.5.2 Monitor
incoming
Surveillance
refugees for
reports from
cholera
refugee
prevention in
camps
collaboration
with UNHCR
1.5.3 Advocate
Functional
for
cholera
strengthening of
control plan
the health-desks
at regional
in the existing
health desks
bodies
Total Budget estimates

Theme

500

MOPHS, Ministry
of Regional affairs,
Development
partners

500

1,000

1,000

1,000

1,000

1,000

1,000

5,000

5,000

5,000

5,000

5,000

5,000

25,000

1,000

1,000

1,000

1,000

1,000

5,000

17,300

11,700

14,700

11,700

12,700

68,100

Laboratory, Risk Assessment, and Disease Surveillance

2
Goal

MOPHS, and all
partners

To strengthen district capacity for prompt case detection,
confirmation and management
Core
Objective
Activities
Stakeholders
Indicators
2.1 Identify
risk factors
that
contribute to
cholera
outbreaks in
Kenya

2.1.1 Develop
and implement
a tool for risk
assessment

Developed risk
assessment
tool and
implemented

2.1.2 Conduct
risk assessment
using multisectoral

Identified high
risk areas
(Cholera risk
map)

IMPLEMENTATION BUDGET PER YEAR (‘000)
1ST

300

2ND

3RD

4TH

5TH

Total
Budget
(‘000)

300

MOPHS/DDSR

23,200
7,600
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15,000

approach
2.1.3 Conduct
specific risk
assessment
among refugees
and internally
displaced
persons
2.1.4 Conduct
analytical
studies to
identify cholera
risk factors

2.2.1 Train
DHMT and
health facility
staff on IDSR
2.2 Ensure a
comprehensi
ve IDSR
implementati
on in all
counties

Quick and
effective
response to
cholera
outbreaks in
refugee camps
and IDPs
Cholera risk
factors
identified
Publications
and reports on
research
Number of
districts with
trained
DHMTs
implementing
IDSR
guidelines
Number of
Health
facilities with
trained staff
and
implementing
IDSR guide

2.2.2 Conduct
routine support
supervision at
all levels.

Identified gaps
and
improvements
undertaken

2.2.3 Finalize
and disseminate
IDSR TG and
tools to district
level.

IDSR tools
disseminated
and
implemented

UNHCR, CARE,
MOPHS

4,000

4,000

MOPHS/KEMRI
/CDC

MOPHS and
IDSR

4,000

4,000

4,000

7,600

7,600

16,000

DDSR and
MOPHS

800

5,000
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20,000

16,000

800

800

800

800

4,000

5,000
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