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Briefing Note – 19 March 2015 
Mozambique 
Cholera Epidemic 
 

 

Need for international 

assistance 

Not required Low Moderate Significant Urgent 

  X   

 Insignificant Minor Moderate Significant Major 

Expected impact   X   
 

 

Crisis Overview 
 

 As of 18 March, almost 6,000 cases of cholera, including 47 deaths, have been 

registered in five provinces, mainly in the north of the country, since first reported in 

December. Over 13–15 March, 353 new cases and three deaths were recorded 

countrywide.  

 The number of new cases is decreasing in all provinces but Zambezia, where the 

number of new cases in provincial capital Quelimane continues to rise. Existing 

capacities for treatment are limited and overstretched.  

 The most affected province, Tete, has not had a cholera outbreak since 2009, which 

means that a large proportion of the population does not have built-in resistance to 

the bacteria and is therefore more at risk of contracting cholera. 

 Mozambique regularly suffers outbreaks of cholera and diarrhoea during its 

October–March rainy season, but floods and heavy rains in December and January, 

and heavy rains in early March, have exacerbated the outbreak.  

 
Cholera cases recorded by region 

Affected provinces Tete Nampula Niassa Zambezia Sofala Total  

Resident pop. 1.78M 3.99M 1.17M 3.85M 1.64 M 12.43M 

Pop. density  

(people/km2) 
1,000 54.1 10.5 40.1 24 - 

Cholera cases 3,197 1,318 893 380 106 5,894 

Deaths 22 8 14 3 - 47 

Sources: Geohive, 2007 Census; Farmlandgrab 2013; ECHO 18/03/2015 

Key Findings 

 

Anticipated 

scope and 

scale  

 

The outbreak evolved over February; the progress of the 

epidemic has slowed but its spread continues. Populations in the 

most-affected province, Tete, are mobile, increasing the risk of 

further spread. Many rural and remote areas are not being 

reached by treatment, which further slows the containment of the 

epidemic.   

 

Priorities for 

humanitarian 

intervention 

 

 Treatment for severe cases in cholera treatment centres with 

IV fluids and antibiotics. 

 Wide availability of oral rehydration salts (ORS) to prevent 

dehydration for treatment of less severe cases. 

 Decentralise cholera treatment closer to the most affected 

communities to allow for quicker diagnosis and treatment of 

mild cases, which is key to reducing the severity of the illness 

in individual patients. 

 Continued surveillance to prevent further spread of the 

outbreak. 

 Adequate provision of safe and sufficient drinking water to 

reduce exposure and spread of the disease.  

 Enhance water, sanitation, and hygiene interventions and 

sensitisation. 

 Assess the feasibility of using oral cholera vaccines 

 

Humanitarian 

constraints 

 

 

 Destroyed bridges and inaccessible roads due to severe 

weather in December, January, and March hamper access, 

particularly to remote and rural communities.  

 Although decentralisation of treatment is needed, man power 

is lacking.  

 Treatment is only accessible relatively far from the hotspots. 

 

 

 

 

http://www.geohive.com/cntry/mozambique.aspx
http://farmlandgrab.org/uploads/attachment/ITR(1)%20Chap-3-eng.pdf
http://erccportal.jrc.ec.europa.eu/ECHO-Flash/ECHO-Flash-List/yy/2015/mm/1
http://www.acaps.org/
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Crisis Impact 
 

Current Caseload 

 As of 18 March, there are 5,984 cases of cholera, with 47 deaths. Tete province is 

most affected, with 3,197 cases, including 22 deaths. In Nampula, 1,318 cases with 

eight deaths were recorded and in Niassa 893 cases and 14 deaths. The latest 

province to be affected is Sofala, where cholera was confirmed on 1 March and 106 

cases have since been registered (ECHO 18/03/2015). Over 13–15 March, 353 new 

cases and three deaths were recorded countrywide (CARE 18/03/2015). 

 The current cholera epidemic began on 25 December 2014. On 27 January, the 

Ministry of Health officially declared a cholera outbreak (IFRC 20/02/2015). The number 

of reported cases increased rapidly over February, infecting about 3,500 people and 

killing 37 (MSF 28/02/2015). From 22 February–7 March, new cholera cases have 

decreased except for in Quelimane, Zambezia, where the caseload is increasing 

(UN Country Team, 13/03/2015). In Zambezia, the outbreak has been limited to Quelimane 
(AllAfrica 17/03/2015). 

 Currently, the hotspots in Tete are the slums located along the river. It is very difficult 

to build latrines, as the slums are built on hard rocky terrain (MSF 28/02/2015). Contrary 

to the other provinces, Tete has not had a cholera outbreak since 2009, which 

means that a large proportion of the population does not have built-in resistance to 

the bacteria and is therefore more at risk of infection (MSF 28/02/2015). 

 

Regional Impact 

On 13 February, the first case of cholera was detected in Malawi. As of 13 March, there 

have been 88 cases, including two deaths, in Malawi, all linked to the outbreak in 

Mozambique. In late February, cases were also confirmed in Zimbabwe, with 14 

reported as of 13 March (OCHA 13/03/2015).  

 
Vulnerable Groups Affected 

Cholera is spread through contaminated water, which is why the most affected 

communities are usually those who have poor access to sanitation (MSF 28/02/2015). 

Particularly vulnerable are children, especially under five years of age, pregnant women, 

and people living in areas beyond the reach of humanitarian workers or the Ministry of 

Health.  

 
 

 

 

Humanitarian and Operational Constraints 

Access is a major concern in Tete, Nampula and Zambezia provinces, following heavy 

rains in early March. Several areas in Zambezia are inaccessible due to blocked roads 

(WFP 17/03/2015). In Nampula, 24 roads are inaccessible (UN Country Team 13/03/2015). In 

Tete, capacity remains limited despite road repairs (WFP 17/03/2015). 

Decentralisation of treatment has not yet begun, partly due to the difficulty of finding 

staff, and treatment is only accessible relatively far from the hotspots (MSF 28/02/2015).  

 

Aggravating Factors 
 

Previous Disasters 

Mozambique is particularly vulnerable to highly variable rainfall and cyclical natural 

disasters (USAID 03/2010). Heavy rains and floods in Mozambique over December– 

January affected about 327,330 people (58,797 families) and temporarily displaced 

about 56,260 people. Over 4–8 March 2015, heavy rains over central and northern 

areas affected at least 144,880 people in Nampula and Cabo Delgado. 56,000 displaced 

people remain in accommodation centres or resettlement shelters mainly in Nampula 

and Zambezia (UN Country Team 13/03/2015). The mobility of displaced people increases 

the risk of spreading the epidemic. The full impacts of the rains is still to be assessed, 

as many areas in Nampula are not accessible (UN Country Team, 13/03/2015). 
 

WASH: Flooding increased breeding sites for mosquitos, and increased the risk of 

waterborne diseases. Although no information is available, wells and boreholes are 

likely contaminated by floods. 
 

Food security: Floods have caused extensive damage to crops, livestock and 

infrastructure (Southern African Research and Documentation Center 12/03/2015). Pockets of 

displaced households affected by floods near the central and northern river basins are 

experiencing Stressed acute food insecurity (IPC Phase 2), which may last until June 
(FEWSNET 02/2015).  
 

Displacement: Tete is a regional travel hub. The recent mining boom in and around 

Tete has fostered economic migration, and people are very mobile across the borders 

between Mozambique, Malawi, and Zimbabwe. This high mobility increases the risk of 

the epidemic spreading (MSF 28/02/2015). 
 

Seasonal information: The rainy season ends in March, and cholera outbreaks are 

most common during the rainy season (WHO 2013). 

http://erccportal.jrc.ec.europa.eu/ECHO-Flash
http://reliefweb.int/sites/reliefweb.int/files/resources/MDRMZ01102%5B1%5D.pdf
http://reliefweb.int/sites/reliefweb.int/files/resources/Mozambique-UNRCO-Situation%20Report%205_Final.pdf
http://allafrica.com/stories/201503170068.html
http://www.msf.org/article/cholera-mozambique-worrying-situation
http://www.msf.org/article/cholera-mozambique-worrying-situation
http://reliefweb.int/sites/reliefweb.int/files/resources/OCHA_ROSA_Cholera_Map_A4_13March2015.pdf
http://www.msf.org/article/cholera-mozambique-worrying-situation
http://www.msf.org/article/cholera-mozambique-worrying-situation
http://www.msf.org/article/cholera-mozambique-worrying-situation
http://www.msf.org/article/cholera-mozambique-worrying-situation
http://reliefweb.int/sites/reliefweb.int/files/resources/logistics_cluster_mozambique_floods_situation_update_150317.pdf
http://reliefweb.int/sites/reliefweb.int/files/resources/Mozambique-UNRCO-Situation%20Report%205_Final.pdf
http://reliefweb.int/sites/reliefweb.int/files/resources/logistics_cluster_mozambique_floods_situation_update_150317.pdf
http://www.msf.org/article/cholera-mozambique-worrying-situation
http://www.msf.org/article/cholera-mozambique-worrying-situation
http://www.washplus.org/sites/default/files/mozambique2010.pdf
http://reliefweb.int/sites/reliefweb.int/files/resources/Mozambique-UNRCO-Situation%20Report%205_Final.pdf
http://reliefweb.int/sites/reliefweb.int/files/resources/Mozambique-UNRCO-Situation%20Report%205_Final.pdf
http://reliefweb.int/report/madagascar/late-rains-floods-dampen-regional-food-security-situation
http://reliefweb.int/sites/reliefweb.int/files/resources/Mozambique_FSOU_2015_02.pdf
http://www.msf.org/article/cholera-mozambique-worrying-situation
http://www.who.int/cholera/countries/MozambiqueCountryProfile2013.pdf


     
 ACAPS Briefing Note: Epidemic 

        

3 

 

Background Information on Cholera 

 
A cholera outbreak typically lasts between one and three months (MSF 28/02/2015).  

 
Cause and Symptoms 

Cholera is an acute intestinal infection caused by ingestion of food or water 

contaminated with the bacterium Vibrio cholerae. It has a short incubation period, from 

less than one day to five days. Symptoms include copious, often painless, watery 

diarrhoea that can quickly lead to severe dehydration and death if treatment is not 

promptly given. Vomiting also occurs in most patients. If left untreated cholera can kill 

within hours (WHO, 29/07/2014). 

 
Treatment  

80% of cholera cases can be successfully treated with oral rehydration salts. Very 

severely dehydrated patients require intravenous fluids as well as appropriate antibiotics 

to diminish the duration of diarrhoea, reduce the volume of rehydration fluids needed, 

and shorten the duration of V. cholerae excretion (WHO 29/07/2014).  

 
Previous Outbreaks in Mozambique 

Cholera has been present in Mozambique since 1973. In 1992, 1993, 1998, 1999 and 

2004, cholera in Mozambique represented between one-third and one-fifth of all cholera 

cases reported in Africa (IRIN 15/03/2009). Most notably, in 1998 an outbreak that started 

in Beira City reported 42,672 cases and 1,353 deaths (CFR 3.2%), after a storm that 

affected the area destroyed already poor sanitary facilities (WHO 15/07/2013). In 2008, an 

outbreak in Zimbabwe that spread to Botswana, Mozambique, South Africa, and Zambia 

registered almost 99,000 cases and 4,300 deaths; in Mozambique the epidemic spread 

to ten of 11 provinces, with almost 9,600 cases and 120 deaths (WHO 23/02/2009). In 2009, 

19,679 cases, including 155 deaths, were reported from all provinces and Maputo City 

(WHO 15/07/2013). 

 

Risk Factors 

Cholera transmission is closely linked to inadequate environmental management. 

Typical at-risk areas include places where the minimum requirements of safe water and 

sanitation are not met. Where cholera bacteria are present or introduced, the disruption 

of water and sanitation systems, or the displacement of populations to places with 

inadequate WASH facilities, can increase the risk of transmission (WHO 29/07/2014). 

Cholera Vaccines 

Although effective control measures rely on prevention, preparedness, and response 

(WHO 02/2014), oral cholera vaccines of demonstrated safety and effectiveness have 

recently become available. In 2011, the oral cholera vaccine Shanchol has been pre-

qualified by WHO. This vaccine has shown an efficiency of 85% in a vaccinated 

population (> 1 year) and of 65% at 5 years. The vaccine is given orally in two doses 

with an interval of at least 15 days. Cholera vaccines’ use in emergency situations 

remains a challenge and must be complemented by sustainable WASH programs in 

“cholera hot spots” eventually (UNICEF, 20/10/2014). Some countries have used oral 

cholera vaccines to immunise populations considered to be at high risk for cholera 

outbreaks. Work is ongoing to investigate the role of mass vaccination as a public health 

strategy for protecting at-risk populations (WHO 29/07/2014) 

 

 

Key Characteristics of Mozambique   

 

Demographic profile: Population 26.47 million (World Bank). 31% live in urban areas and 

69% in rural areas. 54% of the population live below the poverty line (ADRA). Density: 

31.4 people per square kilometre (UN DATA 2012). 

Food security: 255,300 people are food insecure (OCHA 2013). 

Nutrition: 44% of children under five are stunted (UNICEF), GAM is 4% and SAM 0.9% 

(UNHCR 2008).  19% of the population is undernourished (WHO 2013). 

Health: Life expectancy at birth is 50.2%; under-five mortality rate: 142 per 1,000 live 

births; maternal mortality ratio is 550 per 100,000 live births (OCHA 2013). Under-five 

mortality rate due to diarrhoeal disease is 13.6% (WHO 2004). 

WASH: Population with access to improved water source (2015): 84% urban; 37% rural 
(MSF 28/02/2015). Population with access to proper sanitation facilities (2010): 38% urban; 
5% rural (WHO 2013). 

Light and cooking: Urban population using solid fuels: 89%; rural population using 

solid fuels >95%; Population using wood for cooking: 84%; Population using coal: 13% 
(Clean Cook Stoves). 

Literacy: Female literacy stands at 36%, male literacy at 74% (Clean Cook Stoves). 

 

 

 

http://www.msf.org/article/cholera-mozambique-worrying-situation
http://www.msf.org/article/cholera-mozambique-worrying-situation
http://www.who.int/topics/cholera/en/
http://www.who.int/mediacentre/factsheets/fs107/en/
http://www.irinnews.org/report/83638/mozambique-worst-cholera-outbreak-in-a-long-time
http://www.who.int/cholera/countries/MozambiqueCountryProfile2013.pdf
http://reliefweb.int/report/angola/africa-weekly-emergency-situation-update-vol-2-no-8
http://www.who.int/cholera/countries/MozambiqueCountryProfile2013.pdf
http://www.who.int/mediacentre/factsheets/fs107/en/
http://www.who.int/mediacentre/factsheets/fs107/en/
http://reliefweb.int/sites/reliefweb.int/files/resources/Cholera%20regional%20update_W39_2014%20West%20and%20Central%20Africa%20%282%29.pdf
http://www.who.int/topics/cholera/vaccines/en/
http://data.worldbank.org/country/mozambique
http://adramozambique.org/en/osanzaya.html
http://data.un.org/CountryProfile.aspx?crName=mozambique
http://www.unicef.org/mozambique/child_survival_4895.html
http://www.unhcr.org/4b75185f9.pdf
http://www.who.int/cholera/countries/MozambiqueCountryProfile2013.pdf
http://www.washplus.org/sites/default/files/mozambique2010.pdf
http://www.msf.org/article/cholera-mozambique-worrying-situation
http://www.who.int/cholera/countries/MozambiqueCountryProfile2013.pdf
http://www.cleancookstoves.org/countries/africa/mozambique.html
http://cleancookstoves.org/country-profiles/28-mozambique.html
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Response Capacity 
 

Local and National Response Capacity 

The Government authorities together with partners are coordinating the containment 

actions, especially in Quelimane, in order to control the outbreak and prevent its spread 

to districts in which communities resettled due to floods would be severely affected (UN 

Country Team, 13/03/2015). Mozambique has reactivated its multi-sectoral technical group 

to combat diarrheal disease (OCHA 13/03/2015). 

International Response Capacity 

In cooperation with the Government, UN agencies and NGOs are responding to the 

outbreak, through the provision of funding, technical expertise, and treatment centres. 

The Health Ministry has been working with UNICEF and the World Health Organisation 

(WHO) to set up cholera treatment centres, and guarantee supplies of clean drinking 

water in cholera-hit areas, particularly Tete city (Mozambique News Agency 23/02/2015). MSF 

has built and co-manages three cholera treatment centres with a combined capacity of 

350 beds with the Mozambican Ministry of Health, and provides support to three smaller 

treatment units, which opened in early March (MSF 18/03/2015).  

 

Information Gaps and Needs 

 

No information is available regarding the current health, nutrition, and WASH situation 

and needs.  

 

Lessons Learned 

 

 The WASH response, and especially the protection of water sources from 

contamination, must be optimised in the early stages of an epidemic. Primary 

prevention is centred on promoting access to safe water at home, better hygiene 

practices to avoid secondary transmission, and clean sanitation facilities. Main 

activities are chlorination at collective water sources or distribution of products for 

individual water treatment, dissemination of prevention messages for safe funeral 

practices, and dissemination of messages on good hygiene practices during an 

epidemic, especially related to hand-washing (UNICEF, August 2011). With training, 

adequate supplies and treatment facilities, hospitalised case fatality rates of <1% 

can be reached.  

 Secondary transmission is decreased through disinfection, decontamination, 
appropriate measures of isolation, quarantine, and prevention of nosocomial 
transmission (UNICEF, 08/2011).  

 Level of community surveillance and detection at entry point of epidemic 
resumptions with sentinel and early-warning systems remains key, as well as cross-
sectoral steering of a non-generic response based on the analysis of cholera 
transmission context dynamics to reduce the spread of the epidemic (population 
gatherings, drinking water, within socio-professional groups, households and CTC, 
funerals) (UNICEF, 28/07/2014).  

 Hard-to-reach rural area must be taken into consideration when planning a 
response (MSF, 27/02/2015). 

 The use of oral cholera vaccine is being considered to prevent the spread of the 
outbreak to IDP camps. If implemented, vaccination should cover as many eligible 

people as possible, and should be conducted as quickly as possible (WHO 03/03/2015). 

 

http://reliefweb.int/sites/reliefweb.int/files/resources/Mozambique-UNRCO-Situation%20Report%205_Final.pdf
http://reliefweb.int/sites/reliefweb.int/files/resources/Mozambique-UNRCO-Situation%20Report%205_Final.pdf
http://reliefweb.int/sites/reliefweb.int/files/resources/OCHA_ROSA_Cholera_Map_A4_13March2015.pdf
http://reliefweb.int/report/mozambique/president-nyusi-meets-cholera-emergency-group
http://www.doctorswithoutborders.org/article/tackling-cholera-mozambique
http://www.humanitarianresponse.info/fr/system/files/LakeChadBasinCholeraWashStudy.pdf
http://www.humanitarianresponse.info/fr/system/files/LakeChadBasinCholeraWashStudy.pdf
http://www.unicef.org/cholera/files/Cholera_regional_update_W29_2014_West_and_Central_Africa.pdf
http://www.msf.org/article/cholera-mozambique-worrying-situation
http://reliefweb.int/report/malawi/who-intensifies-support-cholera-outbreak-malawi-and-mozambique


 
 
 
 
 

 ACAPS Briefing Note: Epidemic 

        

5 

 

Map of Affected Area 

 
  


