
 

0 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Iraq Health and WASH Cluster Acute 

Diarrheal Disease (including Cholera) 

Preparedness and Response Plan 
 
 
 
 
 
 
 
 
 
 

October 2018 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 



 

1 
 

Contents 

1. INTRODUCTION .............................................................................................................. 3 

2. DIARRHEAL DISEASE IN THE TARGET POPULATION: IDPS, REFUGEE, 

RETURNEES AND HOST COMMUNITY .............................................................................. 4 

2.1 Prevention and Control of Cholera Outbreaks .................................................................... 4 

2.2 Estimated Caseloads ........................................................................................................... 5 

3. COORDINATION, MONITORING AND EVALUATION ............................................. 6 

4. SECTOR PREPAREDNESS PLANS ................................................................................ 9 

4.1 Overall Preparedness .......................................................................................................... 9 

4.1.1 WASH Cluster .............................................................................................. 9 

4.1.2 Health Cluster ............................................................................................. 15 

4.2 Preparedness in camps ...................................................................................................... 19 

4.2.1 Action plan of health cluster ........................................................................ 20 

4.2.2 WASH Cluster in a camp ............................................................................. 23 

5. OUTBREAK ALERT PROCEDURES ............................................................................ 31 

5.1 Alert Notification .................................................................................................................. 31 

5.2 Alert Verification .............................................................................................................. 32 

5.3 Collection and Transport of Specimens ............................................................................ 32 

5.4    Outbreak Declaration and Investigation ............................................................................. 33 

6. RESPONSE PLAN ........................................................................................................... 34 

6.1 Scenario 1: Diarrhoea rates remain as they are, i.e. situation unchanged ......................... 34 

6.2 Scenario 2: Diarrhoea rates escalate ...................................................................................... 35 

6.3 Scenario 3: Cholera is confirmed ...................................................................................... 36 

6.4 Outbreak Response ................................................................................................................ 37 

6.5 Information Collection and Sharing ...................................................................................... 37 

ANNEXES: Tools and Technical References .......................................................................... 38 

ANNEX 1 Assessment and treatment of Cholera ....................................................................... 38 

ANNEX 2 Line listing form ........................................................................................................ 43 

ANNEX 3 Community based alert system. ................................................................................. 44 

ANNEX 4 Daily epidemiological data collection form from CTC/UTC/ORP in governorate 

of ………………… ........................................................................................................................... 45 

ANNEX 5 Summary of Joint work plan ..................................................................................... 46 

ANNEX 6 Environmental Health Management during cholera outbreaks ................................. 47 

ANNEX 7   Water quality control procedures and target ............................................................ 48 

ANNEX 8 – Guideline for Cholera NFI Kit distribution ............................................................ 49 



 

2 
 

ANNEX 9 WASH Standard in the CTC ..................................................................................... 50 

ANNEX 10 Key messages form .................................................................................................. 53 

ANNEX 11 Cholera case investigation form .............................................................................. 54 

ANNEX 12 Household disinfection ............................................................................................ 55 

ANNEX 13 Blitz operation against cholera ................................................................................ 56 

ANNEX 14 Post NFI distribution survey form ........................................................................... 57 

ANNEX 15 Installation of Oral Rehydration Point (ORP) ......................................................... 58 

ANNEX 16 Assessment of WASH conditions in Health Centers, CTC, and CTU .................... 60 

ANNEX 17 Assessment of WASH conditions in community .................................................... 64 

ANNEX 18 Assessment of WASH conditions in IDPS camp .................................................... 66 

ANNEX 19:  Assessment of WASH conditions in School ......................................................... 70 

ANNEX 20 Recommended Chlorine solutions concentrations per usage and per chlorine source74 

Annex 21 Camp Outbreak Control Team for each governorate – contact details (to be added by each 

camp) 74 

Annex 22 Specific site data – template form to be completed for each camp/site ...................... 74 

Annex 23 Recommendations from the cholera lessons learned meeting held on 2 April 2018 .. 75 

Annex 24 The Ministry of Health’s Annual Plan for Control of Diarrheal Disease ................... 77 

Reference documents and further information .......................................................................... 100 

 
 
 



 

3 
 

1. INTRODUCTION 
 
 

Cholera is endemic in Iraq, with periodic outbreaks recorded since 1966. Outbreaks typically follow seasonal 

increase in water contamination starting from July, with an increase in acute diarrhea (AD) and reach the 

peak in September. While the most notable large-scale outbreaks in Iraq are reported in the table below, it is 

important to underscore the endemic nature of cholera throughout the country before, during, and after the 

outbreaks mentioned in the table. 
 
 

Date Location (Governorate) and Scale 
  

2003 A total of 187 cholera cases, with no deaths, reported from Basra, Missan and Muthana. 
  

2007 Over 30,000 people experienced acute watery diarrhoea (AWD), among whom 4,659 reported as 

 cholera patients, including 24 deaths.  Outbreak was first detected in Kirkuk followed by 

 Sulaymaniyah.  The outbreak then spread to Erbil, Diyala and Salah al Din (Tikrit).  From 

 September until December, Baghdad reported 127 laboratory confirmed cases.  Sporadic cases were 

 also confirmed in Wassit, Anbar and Basrah. 
  

2008 Iraq reported 926 cholera cases including 11 deaths between mid-August and mid-September. Another 

 wave of cases mainly from Diwanyia resulted in a further 161 cases in mid-October. The last cholera 

 cases were reported in mid-December. 
  

2012 A cholera outbreak was reported in Sulaymaniyah in late September 2012, which resulted in 653 cases 

 Reported. 
  

2015 Outbreak declared mid-September following confirmation of case in Diwaniya. Outbreak resulted in 

 2868 cumulative cases with almost all the governorates reported confirmed case/s.  the most 

 affected governorates were Babylone, Baghdad, Diwaniya and Muthanna. 
 

 

The most recent cholera outbreak was officially declared on 15 September 2015 by the Ministry of Health 

(MoH), following laboratory confirmation of a suspected case from Diwaniya Governorate by the MoH 

Central Public Health Laboratory (CPHL). The CPHL identified the causative strain as Vibrio cholerae 01 

Inaba. Other governorates along the Euphrates River subsequently detected an increase in acute diarrhoea 

cases from early September (Epi Week 36). The cholera outbreak peaked during Epi Week 39, and resulted 

in 2868 cumulative cases (out of 119,983 samples from acute diarrhoea cases) confirmed at provincial 

laboratories as of 06 December 2015. Three-quarters of these cases were from eleven districts within 

Babylon, Baghdad, Diwaniya and Muthanna governorates, however all the governorates reported laboratory-

confirmed cases (Sulaimaniya reported only two imported cases). Furthermore, several neighbouring 

countries (Kuwait, Bahrain, Iran and Oman) reported a small number of cases linked to recent travel history 

in Iraq.  

 

According to the 2018 Humanitarian Needs Overview (UNOCHA), over 8.7 million Iraqis currently require 

some form of humanitarian assistance. Furthermore, as per the Iraq Humanitarian snapshot of 30 September 

2018, there are currently, at least 1.89 million people displaced across Iraq. The vulnerable populations 

remain concentrated in camps, informal settlements and within host communities which often pose the risk 

of exposure to and transmission of communicable diseases, including cholera because of crowded living 

conditions. Furthermore, people, who are living in newly retaken areas and returnees to East Mosul and other 

retaken towns and villages across Iraq may also be considered to be at risk of cholera due to infrastructure 

damages that limit access to safe water and sanitation as well as healthcare. As displacement protracts, people 

exhaust their income and assets, and their needs outpace the capacity of service providers to scale up 

activities. The health and water services in the country continue to be overwhelmed, with disruption in 
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delivery due to underinvestment, destroyed or damaged facilities, insufficient personnel, and lack of essential 

supplies.  

In June 2015, the Iraq Health and WASH Clusters, in consultation with the relevant line authorities, 

developed a joint Cholera Preparedness and Response Plan to set out the required stages to prepare for an 

acute diarrheal disease outbreak (cholera or dysentery) in the country. This plan has now been updated 

incorporating the lessons learned by the Government of Iraq (GoI), WHO, UNICEF and WASH and Health 

Cluster members in responding to and containing the cholera outbreaks in Iraq since 2015, with to the goal 

of improving prevention of and preparedness for future outbreaks. 
 
The purpose of this acute diarrheal diseases preparedness and response plan is to ensure a proactive and 
coordinated approach to cholera response across sectors and stakeholders for this season. The plan also 
includes information on generic response activities, roles and responsibilities in the event of an outbreak, and 
determines the needs and required resources to address them. 

2. DIARRHEAL DISEASE IN THE TARGET POPULATION: IDPS, REFUGEE, RETURNEES 

AND HOST COMMUNITY 
 

 

The health of IDPs, refugee, returnees and vulnerable host populations in Iraq has been threatened by several 

outbreaks of cholera since 2007, and most recently in 2015, due to poor environmental conditions, hygiene 

practices and inadequate clean drinking water. Despite improvements having been made in water and 

sanitation conditions, acute diarrheal diseases still remain among the most common causes of health 

consultations. For example, according to WHO’s Early Warning and Alert Response Network, whose 

reporting sites cover IDPs, refugees, returnees, and host communities, between 2015 and 2017, acute diarrhea 

ranked second in communicable disease reporting behind acute upper respiratory infection. Contrary to the 

non-camp population, the United Nations agencies in Iraq directly serve and are responsible for the camp 

populations. Thus, it is of great importance to address acute diarrheal diseases, including cholera, as a 

potential threat to the health of vulnerable populations.   

2.1 Prevention and Control of Cholera Outbreaks 
 

Measures for the prevention of cholera mostly consist of ensuring the provision of clean water and proper 

sanitation to populations potentially affected. Health education, good hygiene practices and food hygiene are 

equally important. In particular, systematic hand washing should be taught and practiced. Once an outbreak 

is detected, the usual intervention strategy is to reduce mortality by ensuring prompt access to treatment, 

proper case management and controlling the spread of the disease. 

 

Up to 80% of patients can be treated adequately through the administration of oral rehydration salts (ORS). 

Very severely dehydrated patients are treated through the administration of intravenous fluids, preferably 

Ringer lactate. Appropriate antibiotics can be given to severe cases to diminish the duration of diarrhea, 

reduce the volume of rehydration fluids needed and shorten the duration of Vibrio cholerae excretion. Routine 

treatment of a community with antibiotics, or "mass chemoprophylaxis", has no effect on the spread of 

cholera and can have adverse effects by increasing antimicrobial resistance. In order to ensure timely access 

to treatment, cholera treatment centers (CTC) should be set up among the affected populations whenever 

feasible. 

 

The provision of safe water, adequate sanitation and promotion of good hygiene practices in the context of 

IDPs is a difficult challenge but remains a critical factor in reducing the impact of cholera outbreaks. 

Recommended control methods from health service providers, including standardized case management, 

have proven effective in reducing the case-fatality rate. The regular collection of comprehensive surveillance 

data is of vital importance to guide interventions and adapt them to specific situations. 
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Cholera prevention and control is not an issue to be dealt with by the health sector alone. Water, sanitation, 

health and hygiene promotion, mass communication/community mobilization, and camp management and 

camp administration are also the important actors in the prevention and control of cholera. Therefore, a 

comprehensive, multidisciplinary approach should be adopted in a well-coordinated manner for dealing with 

potential cholera outbreaks in the refugee and IDP camps, as well as in the host community, including in 

informal settlements, collective shelters and other settlement types.  

2.2 Estimated Caseloads 
 

In order to guide the planning process, the following assumptions have been made to estimate the potential 
scenarios of an outbreak, assuming that the water supply and sanitation status during the outbreak will be 
as the current. 

 

Table 2: The estimation of the incidence of AWD cases in Iraq in 2018-2019 

 

Note: Attack rate was assumed 2% based on the average rate of the previous four years (700,000 per year 
for 34 million population) with disparity by governorates and international weeks: 
 

 Estimated Est. Expected cases  
Estimated population population at Attack Rates   

 risk    

     

Population in areas of Water scarcity 

(southern of Iraq)  2000,000 2% 40,000  

     

     

 Conflict affected areas (Returnees, off 
camp IDPs, hard to reach areas)   1,000,000 2% 20,000  

     

     

Internally displaced persons (IDPs) in camps 500,000 2% 10,000  

(Ninawa, Dohuk, Erbil, Kirkuk, Suli, Salah 

Alden and Anbar)      
Area endemic with cholera and those showed 

high cases in 2017 (Kirkuk, Suli, Babel, East and 

West of Baghdad)        2,000,000           2%               40,000  

Total 5,500,000  110,000  
     

 

As per the new cholera kits, the estimated need for central cholera kits (each kit to treat 100 admitted cases) 

will be 80 kits. Around 150 periphery kits will be estimated to be availed in camps and at-risk areas in the 

retaken areas. In addition, 200 community kits will be distributed within the health facilities at peripheral 

levels. As of October 2018, WHO has donated 65 community and peripheral modules of cholera kits and 

50 cholera kits to the Ministry of Health. In addition, WHO donated 5000 cholera rapid diagnostic tests to 

the MOH. 

 

UNICEF keep on covering the gaps of purification materials and supporting water and health quality control 

with water testing kits, so for 3750 tons of Chlorine gas, 2250 tons of Alum Sulfate, 250 of Calcium 

Hypochlorite, 3 million aqua tabs, 25 Chlorine and Alum dosing pumps, 17 Port water testing kit and 250 

chlorine /PH pool testers were distributed among concerned water and health entities in affected 

communities. While at national level UNICEF continued the institutionalization of Water Safety planning 

within Iraq water sector and at both water and health entities. 
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UNICEF also delivered 90,000 ORS sachets and 3 million aqua tabs to Basrah during the recent water crisis.   

Moreover, UNCIEF keep on distributing family and hygiene kits for more vulnerable population mainly for 

IDPs in camps, so far 25,000 IDPs families were reached in different camps in center and north of Iraq.  

3. COORDINATION, MONITORING AND EVALUATION 
 
 

The cholera taskforce (CTF) chaired by the Ministry of Health is a multisector coordination body at national 
level. CTF send orders local level through the Directorate of Health. The Cholera Command and 
Coordination Centre (C4) is a technical advisory body who assist the CTF as well as the governorate and 
local level coordination. There will be another high governorate political and technical (CTF) committees 
at governorate levels prior to the summer season. The figure below explains this command chain.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

  

C4: technical stakeholders 
active on the field provide 
guidance to CTF. 

CTF: Take decision on the action to be implemented and send order to governorate level 
Members: Health, Nutrition, WASH, Education, Communication, Municipality (from Government, 
National NGO, International NGO and UN). 

Governorate level coordination: Respect the guideline sent by 
the CTF  
Members: Health, Nutrition, WASH, Education, 
Communication, Municipality (from Government, National 
NGO, International NGO, UN). 
 

Camp level coordination: 
Respect the guideline from 
the district level Members: 
Health, Nutrition, WASH, 
Education, Communication, 
Municipality (from 
Government, National NGO, 
International NGO, UN) 

MOH 

DOH (Governorate Level of MOH) 

Public Health Officer (District level representative of MoH) 

 

Public Health Officer  
(Sub-district representative of MOH) 

 District level coordination: Respect the 
guideline from the district level  
Members: Health, Nutrition, ASH, 
Education, Communication, Municipality 
(from Government, National NGO, 
International NGO, UN). 

District level coordination: Respect the guideline from the 
governorate  
Members: Health, Nutrition, WASH, Education, 
Communication, Municipality (from Government, National 
NGO, International NGO, UN). 
 

C4: Field visit to 
provide technical 
advice to local 
cholera manager 
and CTF. Collect 
information for 
decision making 
by CTF. 
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The CTF and the coordination bodies at Governorate and District level focus their efforts on preparedness 
activities during the periods before the epidemic. During the epidemic they focus on response. Below is 
provisional proposed actions plan for the CTF. Later the CTF and the local coordination bodies will meet 
to validate a term of reference that will lead their actions at national, governorate, and district level. 
 
Regarding the monitoring and evaluation of the cholera management, the service in charge of M&E of the 
health centers can be in charge. A skilled person from the existing staff will be designated to take care of 
the collect and management of the data in district, governorate, and at federal level. 
 

Table 2: Key Actions of the Cholera Task Force 

 

Action plan of the CTF 
Actions Responsible 

Persons  

Contact of 

persons 

responsible 

Resources needed Time to 

complete 

Indicator of 

completion 

Status & 

Observations 

Cost ($) 

Complete a 

vulnerability matrix 

at district level - and 

below if helpful, and 

update it regularly in 

advance of the 

cholera risk 

assessment for 2018. 

MoH with the 

support of 

Unicef and 

WHO 

  Financial resource. 

Epidemiologist, 

Public Health and 

WASH specialist to 

design the matrix 

and train the 

information 

collectors. M&E 

specialist for data 

compilation 

Quarters 1 

and 3 

The matrix is 

completed 

Risk assessment 

mission from 

WHO visited 

Basra, Thi-Qar 

and Missan 

governorates in 

October 2018. 

Other at-risk areas 

to be assessed by 

national capacity. 

Resource available 

in Thi-Qar and 

Missan but not in 

Basra. 

  

Take initiative to 

encourage private 

sector to set 

sustainable 

commercial supply 

chain of cholera 

relate commodities 

such as Aquatabs, 

ORS 

MoH/Pharmacy 

Directorate 

  No special resource 

is need 

Quarters 1 

and 3 

The number of 

Aquatabs and 

ORS 

distribution 

created 

Not completed. 

Resource available 

  

Allocate financial 

resources to 

undertake intensive 

prevention activities 

before and during 

the known cholera 

period. 

MoH   Advocacy by 

trained staff from 

WHO and Unicef 

Quarters 1 

and 3 

The increase 

rate of the 

budget line 

allocated to 

cholera 

emergency 

preparedness 

and 

management 

WHO conducted 

cholera lab 

detection training 

and case 

management 

training covering 

18 governorates. 

 

UNICEF trained 

1,200 different 

level medical and 

paramedical staff 

at primary health 

care center level in 

2017 on proper 

care management 

of AWD, while in 

2018, similar 

training provided 
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for 200 staff, and 

another 

refreshment 

training planned 

for last quarter of 

2018 for 300 PHC 

staff and 300 

hospital staff in 

Basrah. 

Furthermore,  

300 health 

promoters will be 

trained to deliver 

outreach health 

promotion 

activities in high 

risks areas in 

Basrah. UNICEF 

also delivered 

90,000 ORS 

sachet and 

3 million aqua tab 

to Basrah during 

the recent water 

crisis.   

 

 

Advocate to include 

cholera in future 

proposals and 

projects, as it 

represents a key 

element in HRP 

2018 

MoH, UNICEF, 

and WHO 

  Trained personnel 

in advocacy 

Quarters 

1,2,3 &4 

The number of 

advocacy action 

undertake and 

their outcome 

Not 

completed/Resour

ce available 

  

Conduct rapid 

assessments of risk 

communications, 

social mobilization 

and community 

engagement 

capacities in high 

risk governorates & 

support to establish 

committees in 

governorates with 

non 

WHO & MOH  Financial and 

human resources to 

conduct rapid 

assessments and 

trainings for teams 

Quarters 1 Number of 

committees 

trained and set 

up by 

governorate, 

number media 

practioners, 

rapid risk 

assessments 

conducted  

Not started. 

Discussions in 

progress with the 

MOH on how to 

proceed.  

 

Coordinate the 

cholera response 

activities making 

sure that all the 

affected areas 

receive adequate 

response 

CTF     Quarters 

2&4 

The number of 

number of alerts 

that receive 

adequate 

response in less 

than 24 hours 

    



 

9 
 

Establish M&E 

service for the 

follow up of the 

cholera response. 

This can help future 

improvement 

MoH with the 

support of 

UNICEF and 

WHO 

  Trained staff in 

M&E 

Quarters 1 

and 3 

The periodic 

reports on the 

monitoring and 

evaluation of 

preparedness 

and emergency 

responses 

Not 

completed/Resour

ce available 

  

 

4. SECTOR PREPAREDNESS PLANS 
 
 

This chapter will review the overall preparedness for WASH and Health clusters before focusing on the 
specific case of camps. 

4.1 Overall Preparedness 
 

This section describes what, who, when, necessary resource, and the cost of each action to be completed 
by WASH and Health cluster partners. 

4.1.1 WASH Cluster 

 

Table 3: Preparedness Actions Plan for WASH Cluster 
 

Action plan for WASH Cluster 

Actions Responsible 

Person 

Contact of 

persons 

responsible 

Resources 

needed 

Time to 

complete 

Indicator of 

completion 

Status & 

Observations 

Cost ($) 

Review of National 

and WASH cluster 

technical capacities 

in terms of 

preparedness and 

response 

MoH with the 

support of 

UNICEF 

 Financial 

resource to 

organize the 

review of 

capacity 

Quarter 1&3 The updated 

preparedness and 

response updated 

plan is available 

Ongoing. Resource 

available 

 

Develop a strategy 

and plan of action 

to reach minimum 

WASH Standards 

of safety and 

quality sanitation 

(sewage, solid and 

liquid waste 

management) at 

household and 

community level 

along with a clear 

line of funding. 

MoH, the 

Ministry of 

Environment 

(MoE), 

MMPW 

(MoHRM) 

(DoW) and 

Governorates 

with the 

support of 

UNICEF and 

WHO 

 Financial 

resource to 

organize the 

meeting. 

Trained staff to 

design the 

strategy and 

plan and to 

ensure its 

implementation  

Quarter 1&3 A strategy 

document, and 

plan are made 

jointly by the 

MoH MoE, the 

MoB, the 

MMPW (DoW), 

and the 

Governorates for 

improvement of 

sanitation 

(sewage, solid 

and liquid waste 

management) at 

household and 

community level 

along with a 

clear line of 

funding. 

Not completed. 

Resource available 

Resources 

unavailable 

UNICEF has 

conducted water 

management strategy 

at national level and 

need to adopt this 

study 
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Action plan for WASH Cluster 

Actions Responsible 

Person 

Contact of 

persons 

responsible 

Resources 

needed 

Time to 

complete 

Indicator of 

completion 

Status & 

Observations 

Cost ($) 

Identification and 

monitor the sewage 

collection and 

management. 

Enforce the law 

prohibiting the 

dumping of sewage 

in farms or in 

rivers. Promote 

environmental 

friendly final 

treatment of waste  

Jointly MoH, 

MoE, MMPW 

(DoW) and 

Governorates, 

with the 

support of 

UNICEF and 

WHO 

 Trained staff 

from MoH, 

MoE, MMPW 

(DoW) and 

Governorates, 

to monitor the 

sewage 

collection and 

management 

and enforce the 

law against 

trespassers 

 The number of 

monitoring with 

report. The rate 

of reduction of 

sewage dumping 

in rivers and 

farms 

Not completed. 

Resource available 

 

Enforce legislations 

and activate WatSan 

law in Iraq including 

treatment of medical 

waste and waste 

water prior disposing 

into river 

 

Procure and pre-

position chlorine 

including Aquatabs 

(in type and 

quantity sufficient 

to be determined) 

in the district in at 

risk areas 

MoH with the 

support of 

UNICEF 

 Financial 

resource to 

make the 

procurement 

and logistics to 

preposition 

Quarter 1&3 The number of 

type and quantity 

of chlorine 

procured. The 

list of the 

districts in which 

the chlorine is 

prepositioned 

and the quantity 

and types 

preposition in it 

district 

Not completed. 

Resource available 

 

Impose the 

standard of the 

dosage type of 

Aquatab to be 

distributed or sold 

in Iraq, and include 

this in policy.  

MoH with the 

support of 

Unicef and 

WHO 

 WASH 

specialist to 

advise the 

MoH 

according to 

safe water 

containers used 

for storage in 

the targeted 

population 

 

Quarter 1&3 The standard of 

the dosage type 

of Aquatab to be 

distributed or 

sold in Iraq is 

known 

Not completed. 

Resource available 

 

 

Make write the 

instructions on 

Aquatabs use be 

printed on the 

package in local 

language and 

pictorially to 

ensure access to all 

users. 

MoH with the 

support of 

UNICEF and 

WHO 

 Staff from 

UNICEF, 

WHO, NGO 

trained in 

advocacy to 

lobby at the 

MoH. Staff 

trained in 

communication 

to follow up 

that the 

Aquatabs 

package has 

instruction 

Quarter 1&3 The package of 

Aquatabs has the 

instruction 

accessible to all 

users on how to 

use it 

Not completed. 

Resource available 
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Action plan for WASH Cluster 

Actions Responsible 

Person 

Contact of 

persons 

responsible 

Resources 

needed 

Time to 

complete 

Indicator of 

completion 

Status & 

Observations 

Cost ($) 

accessible to 

all users  

Set water testing 

standards  

MoH with the 

support of 

UNICEF and 

WHO 

  Quarter 1&3 The standards 

for water test is 

available 

Not completed. 

Resource available 

Resource 

unavailable 

Plan for joint 

collaboration and 

coordination with 

MoH in order to 

carry out joint 

testing of water 

quality and put 

uniform standards 

and identify the 

concerned/ agreed 

lab 

 

Plan and 

implement jointly 

water testing 

campaigns  

 

MoH DoW, 

MoB, with 

support of 

UNICEF and 

WHO 

 Personnel Quarter 

1,2,3&4 

The joint water 

testing planning 

is available. 

Report of the 

joint 

implementation 

of the plan is 

available 

The resources 

needed are available 

 

Manage and share 

test result. 

Remove the 

administrative 

regulation that are 

harmful to sharing 

the result 

MoH with 

support of 

UNICEF and 

WHO 

 Software, 

trained 

personnel  

Quarter 1&3 The number of 

results share by 

week 

The resources 

needed are available 

The need to get 

approval from both 

entities prior sharing 

results to agencies 

 

Develop an 

inventory of key 

water sources and 

update regularly 

their status at 

district level, 

particularly in 

cholera endemic 

and at-risk areas. 

 (MoH, 

MoHRM, 

DoW, MoB, 

Governorate 

etc.) with 

support of 

UNICEF. 

 WASH 

Specialist to 

supervise the 

inventory 

process and 

train the 

volunteers that 

will be used. 

and financial 

resources to 

pay the 

volunteers 

doing the 

inventory 

Quarter 1&3 The inventory 

document is 

available 

Not completed. The 

resources needed are 

available. 

The need to get 

approval from both 

entities prior sharing 

results to agencies 
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Action plan for WASH Cluster 

Actions Responsible 

Person 

Contact of 

persons 

responsible 

Resources 

needed 

Time to 

complete 

Indicator of 

completion 

Status & 

Observations 

Cost ($) 

Ensuring 

disinfection of all 

drinking water 

sources (testing at 

source and end user 

for MoB)  

 

DoW, 

MoHRM & 

MoB for water 

disinfection 

MoH for 

control 

 Chlorine, 

trained 

personnel, pool 

tester, reagents 

(DPD),  

Quarter1,2,3&4 Water quality at 

source respects 

the national 

standard  

Depend on allocated 

budget for 

procurement of 

chlorine and/ or 

bleaching powder as 

we as other dosing 

pumps at water 

projects 

 

Elaborate 

distribution 

strategy and 

policies for a 

common and 

comprehensive 

response: 

disinfection tablets, 

hygiene kits, jerry 

cans 

MoHRM, 

DoW & MoB 

with the 

support of 

MoH & 

UNICEF. 

 Personnel to 

draft the 

distribution 

policy and 

strategy 

Quarter1,2,3&4 The policy and 

strategy to 

distribute 

Households 

water treatment 

are available 

Unavailability of 

hygiene kits and 

clean jerry cans, only 

UN agencies are 

carrying out 

provision and 

distribution of CRIs 

 

 

Organize a 

distribution of 

chlorine tablets to 

households in 

quantity enough to 

cover their needs 

during the cholera 

season This 

distribution should 

be organized 

through the 

Primary Health 

Centres (PHCs) 

with the 

supervision of local 

administrative 

authorities and 

according to the 

size of each 

household. 

DoW & MoB 

with the 

support of 

MoH & 

UNICEF 

 Financial 

resource to 

procure the 

Aquatabs. 

Logistics and 

trained staff to 

distribute the 

Aquatabs 

Quarter1,2,3&4 The number of 

households that 

has received 

Aquatabs. The 

number of 

Aquatabs 

distributed 

The resources 

needed are available 

 

This is mandate of 

MoH only 

 

Advocacy for 

HWTS systems in 

risk areas 

according to the 

type of water 

supply networks, 

householders and 

raw water quality 

 

UNICEF  Trained 

personnel in 

advocacy 

Quarter1,2,3&4 The number of 

advocacy action 

undertake and 

their outcome 
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Action plan for WASH Cluster 

Actions Responsible 

Person 

Contact of 

persons 

responsible 

Resources 

needed 

Time to 

complete 

Indicator of 

completion 

Status & 

Observations 

Cost ($) 

Assess current 

WASH situation in 

PHC and improve 

it to meet the 

minimal WASH 

standards in order 

to cope with 

cholera cases. 

Regularly update 

this assessment 

document and use 

it to develop a 

sustainable and 

adequate WASH in 

CTU/CTC/Health 

Centres program. 

MoH/ with the 

support of 

UNICEF 

 Trained 

personnel in 

WASH in 

health facilities 

and M&E 

Quarter1,2,3&4 The data about 

the WASH 

conditions in the 

PHC 

Not completed/ 

Resources are 

available 

 

Take the necessary 

steps to have at 

least 2 health 

educators in each 

CTU/CTC/Health 

center to educate 

the public in the 

facility about 

cholera prevention. 

MoH/ with the 

support of 

UNICEF and 

WHO 

 Trained staff in 

health 

promotion 

Quarter1,2,3&4 Each 

CTC/UTC/ORP 

has at least 2 

health promoters 

Not completed/ 

Resources are 

available 

 

Assess current 

WASH situation in 

all the schools in 

cholera at risk 

areas and establish 

the needs of each 

of these schools to 

have sustainable 

and adequate 

WASH conditions. 

Regularly update 

the assessment and 

use it to develop 

WASH in school’s 

program for these 

education facilities.  

MoH and the 

Ministry of 

Education 

(MoEd) joint 

committee 

with the 

support of 

UNICEF and 

WHO 

 Trained 

personnel in 

WASH in 

school and 

M&E 

Quarter1,2,3&4 The data about 

the WASH 

conditions in the 

schools and how 

to improve to 

meet the 

minimum 

standard is 

available 

Not completed/ 

Resources are 

available 

 

Have agreement on 

common messages 

for cholera 

prevention,  

 

 

MoH, 

UNICEF, and 

WHO 

 Trained 

personnel in 

communication 

Quarter 1&3 The number of 

messages 

validated 

Not 

completed/Resources 

are available 
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Action plan for WASH Cluster 

Actions Responsible 

Person 

Contact of 

persons 

responsible 

Resources 

needed 

Time to 

complete 

Indicator of 

completion 

Status & 

Observations 

Cost ($) 

Conduct a study to 

identify the 

messages, 

channels, broadcast 

times, and other 

factors in the 

Cholera risk 

communication 

strategy that are 

effective in order to 

amplify them.  

 

MoH, with the 

support of 

UNICEF and 

WHO 

 Financial 

resource to 

conduct the 

study. Trained 

personnel in 

communication 

and in M&E 

Quarter 1&3 The report on the 

study 

Not 

completed/Resources 

are available 

 

Design and 

implement water 

related disease 

prevention 

campaigns through 

community based 

approach and using 

messages with 

positive outcomes 

in risk 

communication 

because people 

tend to assimilate 

positive news 

better 

MoH with the 

support of 

UNICEF and 

WHO 

 Trained 

personnel in 

communication 

Quarter 

1,2,3&4 

The number of 

campaigns 

implemented 

Not 

completed/resources 

are available 

 

Use the polio 

mobilizers in the 

communication 

campaigns for 

cholera prevention. 

MoH with the 

support of 

UNICEF and 

WHO 

 Trained 

personnel in 

communication 

to follow up 

and guide the 

activities of the 

polio 

mobilizers. 

Financial 

resource to pay 

the polio 

mobilizers 

Quarters 

1,2,3&4 

The number of 

polio mobilizers 

kept and 

involved in the 

communication 

for cholera 

prevention 

Not 

completed/resources 

are available 

 

Design and 

implement cholera 

prevention 

communication 

campaign for 

schools 

MoH with the 

support of 

UNICEF and 

WHO 

 Trained 

personnel in 

communication 

Quarter 

1,2,3&4 

The number of 

campaigns 

implemented 

Not 

completed/resources 

are available 

 

Create a joint body 

to develop a 

strategy and plan 

for better water 

DoW and 

MoH with the 

support of 

 Financial 

resource to 

Before the 

epidemic 

A strategy 

document, and 

plan are made 

jointly by the 

Not completed. 

resources are 

available 
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Action plan for WASH Cluster 

Actions Responsible 

Person 

Contact of 

persons 

responsible 

Resources 

needed 

Time to 

complete 

Indicator of 

completion 

Status & 

Observations 

Cost ($) 

resource 

management at 

community level 

UNICEF and 

WHO 

organize the 

meetings 

MoH and the 

MMPW (DoW) 

for better water 

resource 

management at 

community level 

Advocate for 

Collaboration and 

coordination with 

other related entities 

(MoH) and to share 

test results to 

agencies from source 

to HH level 

4.1.2 Health Cluster 

 Table 4: Preparedness Action plan of health cluster        

Action plan of health cluster 

Actions Responsible 

Person 

Contact of 

persons 

responsible 

Resources 

needed 

Time to 

complete 

Indicator of 

completion 

Status & 

Observations 

Cost 

($) 

Set a surveillance 

system in all the 

health facilities and 

in at risk areas 

MoH with 

the support 

of WHO 

  Incentive to 

motivate the 

community 

health 

volunteers 

Quarters 

1,2,3&4 

The number of 

call received 

from 

community 

health volunteer 

and health 

workers doing 

surveillance 

Partially 

completed. 

Resource 

available 

  

Train a team of at 

least 3 persons per 

health facility in at 

risk areas in 

epidemiological 

investigation 

(interview with 

cholera patients) 

and data collection 

and management 

MoH with 

the support 

of WHO 

  Trained 

persons in 

public health 

Quarters 1&3 The number of 

persons trained 

EWARN 

focal point 

trained. Case 

management 

training also 

addressed epi 

investigation 

& 

surveillance. 

Resource 

available 

  

Collect and share 

the cholera 

epidemiologic data 

including line 

listing (age, time, 

place) on daily 

basis so (See data 

collection form in 

annex) 

MoH with 

the support 

of WHO 

  Trained staff 

in data 

collection 

and 

management 

Quarters 2&4 The number of 

data report 

collected and 

send per day (it 

should be 1 per 

day) 

Resource 

available 

  

Estimate the 

medical supply 

need (CTC, CTU), 

and local source of 

procurement 

MoH with 

the support 

of WHO and 

UNICEF 

  Medical 

Doctor with 

experience in 

cholera 

epidemic 

management 

Quarters 1&3 The report on 

the estimation 

of the health 

needs is 

available 

Not 

completed. 

Resource 

available 
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Make available 

adequate stock of 

medical materials at 

the health care 

facilities in at risk 

areas according to 

the estimation of 

the number of cases 

MoH with 

the support 

of WHO and 

UNICEF 

  Financial 

resource to 

buy the 

materials 

Quarters 1&3 The inventory 

of the material 

in stock is 

available 

Not 

completed. 

Resource 

available 

  

Make available 

adequate stock of 

equipment at the 

health care facilities 

in at risk areas 

according to the 

estimation of the 

number of cases 

MoH with 

the support 

of WHO and 

UNICEF 

  Financial 

resource to 

buy the 

materials 

Quarters 1&3 The inventory 

of the material 

in stock is 

available 

Not 

completed. 

Resource 

available 

  

Make available 

adequate stock of 

infection prevention 

and control 

materials at each 

health care centres 

in at risk areas 

according to the 

needs 

MoH with 

the support 

of WHO and 

UNICEF 

  Financial 

resource to 

buy the 

materials 

Quarters 1&3 The inventory 

of the PPE in 

stock is 

available 

Not 

completed. 

Resource 

available 

  

Prepare medical 

materials, human 

resources, and 

logistics ready to be 

deployed in at risk 

areas without health 

facility. 

MoH with 

the support 

of WHO and 

UNICEF 

  Medical and 

logistic staff 

trained in 

cholera cases 

management. 

Financial 

resource to 

buy the 

materials, 

Logistic 

resource for 

deployment 

Quarters 1&3 The number of 

medical staff 

and logistic 

materials in 

standby for 

deployment in 

remote at risk 

areas 

Not 

completed. 

Resource 

available 

  

Train clinical staff 

on case definition, 

standard case 

management. 

MoH with 

the support 

of WHO and 

UNICEF 

  Medical 

Doctor 

Quarters 1&3 The number of 

staff trained 

Not 

completed. 

Resource 

available 

  

Develop strategic 

plan for the 

community based 

treatment of acute 

diarrhea 

MoH with 

the support 

of WHO and 

UNICEF 

  Medical 

Doctors 

Quarters 1&3 The strategic 

plan for the 

community 

based treatment 

of acute 

diarrhea cases 

is available 

Not 

completed. 

Resource 

available 
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Build community 

level case 

management 

(especially in areas 

at risk without 

health facility), 

surveillance, and 

reference to health 

center if needed 

MoH with 

the support 

of WHO and 

UNICEF 

  Medical 

Doctor with 

experience in 

cholera 

epidemic 

management, 

community 

volunteers, 

financial 

resources and 

communicati

on materials 

Quarters 1&3 The number of 

community 

empowered for 

community 

case 

management 

Not 

completed. 

Resource 

available 

  

Train staff in 

infection prevention 

and control 

MoH with 

the support 

of WHO and 

UNICEF 

  Medical 

cadres 

Quarters 1&3 The number of 

staff trained 

Not 

completed. 

Resource 

available 

  

Set referral system 

(including 

transportation) and 

train clinical staff 

on referral protocol 

MoH with 

the support 

of WHO and 

UNICEF 

  Trained 

clinical staff 

in cholera 

standard case 

management, 

community 

health 

volunteers 

Quarters 1&3 The referral 

system is 

available 

Not 

completed. 

Resource 

available 

  

Train laboratory 

staff to apply the 

WHO guidelines in 

testing the stool 

samples for cholera 

among suspected 

cases during the 

outbreak 

MoH with 

the support 

of WHO and 

UNICEF 

  WHO staff to 

provide 

training to 

MoH staff on 

guidelines in 

testing the 

stool samples 

for cholera 

Quarters 1&3 The number of 

staff trained 

Completed. 

Resource 

available 

  

Make available 

adequate stock of 

laboratory 

equipment for 

faeces sample 

collection and 

testing 

MoH with 

the support 

of WHO 

  Financial 

resource to 

buy the 

materials. 

Skilled staff 

to lead the 

procurement 

Quarters 1&3 The quantity of 

laboratory 

products 

available in 

stock 

Ongoing. 

Resource 

available 

  

Train staff in 

sample collection 

and lab testing 

MoH with 

the support 

of WHO 

  Financial 

resources to 

organize the 

training. 

Skilled staff 

to train 

Quarters 1&3 The number of 

staff trained 

Ongoing. 

Resource 

available 

  

Make available 

adequate stock of 

antiseptics, 

disinfectants, and 

soap 

MoH with 

the support 

of WHO and 

UNICEF 

  Financial 

resource to 

procure 

Quarters 1&3 The quantity of 

products 

available in 

stock 

Not 

completed. 

Resource 

available 
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Set a vaccination 

plan (depend on the 

request of the 

MOH) 

MoH with 

the support 

of WHO and 

UNICEF 

  Financial 

resource to 

procure 

vaccine, 

store, and 

vaccinate 

people 

Quarters 1&3 The quantity of 

vaccine 

available in 

stock. The 

number of 

persons 

vaccinated 

Not 

completed. 

Resource 

available 

  

Register OCV in 

Iraq 

MoH with 

the support 

of WHO and 

UNICEF 

  No special 

resources is 

needed 

Quarters 1&3 OCV is 

registered in 

Iraq. The 

incentives 

offered for 

OCV 

commercializati

on in private 

pharmacies 

Not 

completed. 

Resource 

available 

  

Plan for appropriate 

water supply, 

sanitation facilities, 

bathroom, and cloth 

washing facilities in 

the health center 

MoH with 

the support 

of WHO and 

UNICEF 

  Financial 

resource and 

skill human 

resource in 

WASH to 

fixe existent 

facilities or 

to build new 

ones 

Quarters 1&3 The number of 

health facilities 

with adequate 

WASH 

infrastructure 

identified 

Not 

completed. 

Resource 

available 

  

Make available 

adequate stock of 

WASH related 

equipment 

(Chlorine, hands 

washing facilities, 

foot bathing 

equipment, 

pulverization 

equipment, 

MoH with 

the support 

of WHO and 

UNICEF 

  Financial 

resource and 

skill human 

resource in 

WASH to 

procure the 

equipment 

Quarters 1&3 The quantity of 

WASH related 

equipment in 

stock 

Not 

completed. 

Resource 

available 

  

Plan for safe 

disposal of waste 

(e.g. incineration, 

pits), 

disinfection of all 

non-disposal 

supplies and 

equipment 

MoH with 

the support 

of WHO and 

UNICEF 

  Financial 

resource and 

skill human 

resource in 

WASH to 

fixe existent 

facilities or 

to build new 

ones 

Quarters 1&3 Available 

functional 

waste 

management 

facilities 

Not 

completed. 

Resource 

available 

  

Train at least 3 

hygienists per 

health facility in 

disinfection (both in 

the community and 

in the health 

centres), chlorine 

solutions 

preparation, and 

health centres waste 

management 

MoH with 

the support 

of WHO and 

UNICEF 

  Financial 

resource to 

organize the 

training. Skill 

human 

resource in 

WASH to 

train the 

hygienist 

Quarters 1&3 The number of 

hygienists 

trained 

Not 

completed. 

Resource 

available 
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Communicate on 

awareness for 

treatment rights 

among 

communities where 

health facility use is 

low 

MoH with 

the support 

of WHO and 

UNICEF 

  Communicati

on Specialist 

and financial 

resource to 

organize the 

training 

Quarters 

1,2,3&4 

The number of 

communication 

campaign 

organized and 

documented 

through report 

Not 

completed. 

Resource 

available 

  

Conduct trainings 

of risk 

communications 

and social 

mobilization 

committees and 

media practioners 

in epidemic prone 

governorates  

MOH & 

WHO 

 Financial and 

human 

resources to 

conduct the 

trainings  

Quarter 1 Number of risk 

communication 

committees 

established and 

or trained, 

number of 

media 

practioners 

trained in 

disease/outbrea

k/health 

reporting  

Not started, 

discussion 

started with 

MOH 

 

Communicate on: a) 

the lifesaving 

potential of 

rehydration solution, 

b)how to use ORS and 

how to prepare 

homemade 

rehydration solution 

(in case ORS is not 

available) locally 

MoH with the 

support of 

WHO and 

UNICEF 

  Communication 

Specialist and 

financial 

resource to 

organize the 

training 

Quarters 

1,2,3&4 

The number of 

communication 

campaign 

organized and 

documented 

through report 

Not completed. 

Resource 

available 

  

 

 

 

Develop SOPs and 

terms of reference 

(TORs) indicating 

how information 

will be developed, 

who clears the 

information, who 

speaks, etc. for 

consistent 

messaging. 

 

 

 

 

MOH, WHO 

& UNICEF 

  

 

Human 

resources 

(communicat

ion teams 

and financial 

for printing 

the final 

copies 

 

 

 

 

Quarter 1 

 

 

 

 

SOPs 

developed, 

endorsed, rolled 

out and 

disseminated 

 

 

 

Not started  

 

 

4.2 Preparedness in camps 
 

The need to focus in the particular case of camps is led by the fact that the condition of life of the IDPs or 
refugees has specificity and is different from the general situation that was discussed above. 
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4.2.1 Action plan of health cluster 

4.2.1.1 Disease Surveillance 
 
The table below describes the actions of the Health cluster in the area of disease surveillance in a camp 

 

Table 5: Action plan for health cluster in camp for diseases surveillance 
Action plan for health cluster in camp for diseases surveillance 

Actions Responsible 
Person 

Contact of 
persons 
responsible 

Resources 
needed 

Time to 
complete 

Indicator of 
completion 

Status & Observations Cost ($) 

Strengthen 
functioning disease 
Early Warning 
System network. 
Especially include 
strategies to actively 
detect the community 
cases using 
community health 
volunteers 
(EWARN) 

MoH with 
WHO and 
UNICEF 

  Qualified staff 
in 
epidemiology 

Quarters 
1&3 

Alert system 
is set and 
tested 

Completed and 
additional 
training/refresher 
training up-to-
date/Resources are 
available 

  

Expand EWARN to 
all of the health 
facilities in all 
hosting governorates, 
with all Health 
Cluster partners 

MoH with 
WHO and 
UNICEF 

  Decision 
makers at 
MoH 

Quarters 
1,2,3,&4 

The EWARN 
is tested with 
positive 
results using 
at random 
chosen health 
facilities 

Not 
completed/Resources 
are available 

  

Collect, share and 
analyse timely 
EWARN reports 

MoH with 
DoW, MoB, 
WHO and 
UNICEF 

  Trained staff in 
basic data 
management 

  The number 
of data 
shared and 
analysed by 
day 

Ongoing/Resources are 
available 

  

Take required actions 
after the analysis of 
the epidemiological 
data collected and 
shared EWARN 

MoH with 
DoW, MoB, 
WHO and 
UNICEF 

  Decision 
makers of 
MoH, DoW, 
MoB, Unicef, 
and WHO 

  The number 
of actions 
taken 

Resources are available   

Timely generate, 
investigate, and 
respond to alerts with 
a multidisciplinary 
team established and 
led by the Health 
Cluster. 

MoH with 
DoW, MoB, 
WHO and 
UNICEF 

  Trained staff 
of the health 
facilities, 
Trained 
community 
health 
volunteers 

Quarters 2 
& 4 

The number 
of generated 
alerts and the 
number of 
investigated 
alerts and 
response 

Resources are available   

Tested samples at 
governorate public 
health laboratories 
for confirmation. 
Send 10% of 
negative samples to 
Baghdad (in line 
with the National 
Plan). 

MoH, WHO 
and UNICEF 

  Trained staff 
of the 
laboratories 
facilities, 
materials and 
reagents 

Quarters 2 
& 4 

The number 
of sample 
tested 

To be completed in case 
of cholera 

  

Discuss the disease 
situation, response, 
gaps and review the 
action plan in weekly 
Health Cluster 
meetings 

Health Cluster 
leader with the 
members 

  Financial 
resources to 
organize the 
meeting 

Quarters 2 
& 4 

The number 
of meeting 
with report 
per month 

Ongoing. Resource 
available 
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4.2.1.2 Cholera Prevention and Control in a camp 
 
The table below describes the actions of the Health cluster in the area of Cholera Prevention and 
Control in a camp 
 

Table 6: Actions plan of health cluster for Cholera Prevention and Control in a camp 

Action plan of health cluster for  Cholera Prevention and Control in a camp 

Actions Responsible Person Contact of 

persons 

responsible 

Resources 

needed 

Time to 

complete 

Indicator of 

completion 

Status & 

Observations 

Cost ($) 

Lead of an inter-cluster 

Cholera Taskforce on 

Cholera control and 

monitoring of all elements 

of cholera response and 

reporting 

Chief of the inter-cluster 

Cholera Taskforce with 

the support of the cluster 

member 

  The cluster 

members and 

financial 

resource to 

organize the 

meeting 

Quarters 

2 & 4 

The number of 

meeting and 

report of 

meeting 

completed 

Resources 

are available 

  

Develop situation analysis 

report and share with 

DoH, BHRA and WASH 

Cluster partners. 

Chief of the inter-cluster 

Cholera Taskforce with 

the support of the cluster 

member 

  The cluster 

members and 

financial 

resource to 

organize the 

meeting 

Quarters 

2 & 4 

Situation 

analysis report 

Resources 

are available 

  

Map the camps and off-

camp sites, and identify 

the Cholera Treatment 

Centre (CTC) 

establishment sites and 

geographic catchment 

areas. 

Chief of the inter-cluster 

Cholera Taskforce with 

the support of the cluster 

member 

  The cluster 

members and 

financial 

resource to 

organize the 

meeting 

Quarters 

2 & 4 

The mapping 

of the CTC is 

available 

Resources 

are available 

  

Share referral pathway and 

provide guidance to all 

health actors, local 

authorities, Camp 

Management, and WASH 

Cluster for implementation 

and use 

Chief of the inter-cluster 

Cholera Taskforce with 

the support of the cluster 

member 

  The cluster 

members and 

financial 

resource to 

organize the 

meeting 

Quarters 

2 & 4 

A document 

explaining the 

referral path is 

available 

Resources 

are available 

  

Establish cholera working 

groups at each camp and 

off-camp site to ensure 

location-specific SOPs and 

contingency plans are 

developed, with all actors 

aware of agreed 

procedures. 

Chief of the inter-cluster 

Cholera Taskforce with 

the support of the cluster 

member and WASH actor 

at camps and the local 

levels 

  Trained Staff 

in 

coordination. 

Resource to 

organize the 

meeting 

Quarters 

2 & 4 

The number of 

cholera 

working 

groups 

established 

Resources 

are available 
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Strengthen coordination 

for risk communication 

efforts to prevent 

duplications and 

harmonized community 

engagement efforts and 

messages on prevention 

and control measures  

Risk communications and 

social mobilization 

committees with support 

from WHO and UNICEF 

communication specialists 

  Trained 

committee 

teams to 

coordinate 

efforts and 

messaging 

Quarter 1  Mapping of 

risk 

communication 

partners 

working in the 

camps with 

clear areas of 

support, agreed 

up messages 

disseminated 

to communities  

Not started, 

resources not 

allocated  

 

 

4.2.1.3  Case Management at PHCs 

The table below describes the actions of the Health cluster in terms of case management at PHCs 
serving camps 
 
 

Table 7: Actions of health cluster in case management at PHC level 

Actions plan of health cluster for Case Management at PHCs serving camp 

Actions Responsible 

Person 

Contact of 

persons 

responsible 

Resources needed Time to 

complete 

Indicator of 

completion 

Status & 

Observatio

ns 

Cost 

($) 

Mobilize the required number and 

type of personnel to manage cholera 

cases according to bed capacity. 

MoH with 

the support 

of WHO and 

UNICEF 

  HR specialist and 

financial resources to pay 

the recruitment process 

and the salary of the 

recruited staff 

Quarters 

2 & 4 

The number 

of staff 

recruited 

    

Train all health personnel working in 

PHCs on cholera case management, 

prevention and control measures. 

Make treatment protocols and other 

guidelines available in all PHCs. 

MoH with 

the support 

of WHO and 

UNICEF 

  Trainers and financial 

resources to organize the 

training 

Quarters 

2 & 4 

The number 

of staff 

trained 

    

Organize PHCs in compliance with 

WHO standards and with full 

consideration to infection prevention 

and control procedures. Support from 

WASH actors may be required to 

ensure the required water and 

sanitation infrastructure is provided 

in line with WHO standards at 

identified sites. 

MoH with 

the support 

of WHO and 

UNICEF 

  Cholera Health and 

WASH 

Quarters 

2 & 4 

The % of 

PHC that 

adhere to 

WHO 

standards 

Resources 

are 

available 
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Make stockpiled cholera kits 

available at the PHC to initiate the 

response, 

MoH with 

the support 

of WHO and 

UNICEF 

  Trained medical and 

WASH staff in cholera 

management 

Quarters 

2 & 4 

The 

reduction of 

the 

incidence 

Resources 

are 

available 

  

Enforce the rational use of antibiotics 

for cholera patients and rigorous 

patient monitoring. 

MoH with 

the support 

of WHO and 

UNICEF 

  Experienced medical 

personnel in cholera 

management to retrain 

the staff and enforce the 

respect of the protocol 

Quarters 

2 & 4 

The ratio 

quantity of 

antibiotic 

used/choler

a case 

Resources 

are 

available 

  

Maintain line list for patients, 

monitor and report daily admissions 

with outcomes (cured and deaths) in 

the PHC. 

MoH with 

the support 

of WHO and 

UNICEF 

  Medical staff and data 

management staff 

Quarters 

2 & 4 

The line list 

exists and is 

updated 

Resources 

are 

available 

  

 

4.2.2 WASH Cluster in a camp 
 

The tables below describe the necessary actions in term of coordination, preparedness 
that WASH cluster need to take in a camp regarding cholera 

4.2.2.1 Coordination 
 

Table 8: Coordination actions plan of WASH cluster in a camp 
 Coordination actions plan of WASH cluster in a camp    
         

Actions  Persons Contact of Resources Time to Indicator of Status & Cost 

  responsible persons needed complete completion Observation ($) 

  & persons responsible      

  associated       

Contribute to inter-cluster  WASH  Financial Quarters Report on Resource  

Cholera Taskforce led by  Cluster  resource 2 & 4 the WASH available  
Health on control and  chief with  to  cluster   

monitoring all elements of  the support  organize  contribution   

cholera response and  of the  the     

reporting  members  meeting     

Disseminate output  WASH  Financial Quarters The number Resource  

information and guidance  Cluster  resource 2 & 4 of output available  
with WASH Cluster partners  chief with  to  disseminated   

on a weekly basis.  the support  organize  with cluster   

  of the  the  partners   

  members  meeting     

Coordinate the WASH-  WASH  Financial Quarters The number Resource  

related activities decided by  Cluster  resource 2 & 4 of activities available  

the Cholera Taskforce  chief with  to  coordinated   

  the support  organize     

  of the  the     

  members  meeting     

Maintain strong and regular  WASH  No Quarters The number Resource  

communication with the  Cluster  special 2 & 4 of decision available  

health sector and apply an  chief with  resource  taken and   

inter-sectorial approach for  the support  needed  executed in   

Cholera management.  of the    coordination   

  members    with the   

      health sector   
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4.2.2.2 Preparedness 
 

Table 9: Preparedness actions plan of WASH cluster in a camp   

                                                                           Preparedness actions plan of WASH cluster in a camp 

Actions Persons 

responsible and 

persons 

associated 

Contact of 

persons 

responsible 

Resources 

needed 

Time to 

complete 

Indicator of 

completion 

Status & 

Observations 

Cost ($) 

Provide vulnerable 

households with two 

20 liters safe water 

storage containers and 

toilet jugs, soap and 

disinfectant  

WASH cluster, 

WASH officer 

 Financial 

resource  

Quarters 

1,2,3&4 

Quantity of WASH 

NIF kits distributed 

Resources 

are 

unavailable 

 

 

Clearly label drinking 

water tanks and 

sanitation/handwashing 

tanks  

 

Wash officer 

responsible for 

the camp 

 Stickers  Quarters 

1,2,3&4 

The % of tank 

labelled 

Resources 

are available 

 

Have agreement and 

approbation on 

procedures for 

disinfecting areas and 

materials soiled with 

faeces and vomit  

 

MoH with the 

support of 

Unicef and 

WHO 

 Financial means 

to organize the 

meeting on the 

subject 

Quarters 1 &3 The document on 

procedures for 

decontamination is 

approved 

Resources 

are 

available/not 

completed 

 

Assess disposal of 

greywater against Iraqi 

standards and take 

adequate measures in 

case it is necessary 

 

Wash officer 

responsible for 

the camp 

 WASH 

Specialist 

Quarters 1 &3 All the greywater 

are adequately 

disposed of and in 

accordance with 

Iraqi standard 

Resources 

are 

available/not 

completed 

 

Assess all sceptic tanks 

and cesspools. 

Dislodge if needed, 

repair/decommission if 

presenting a public 

health risk 

Wash officer 

responsible for  

the camp 

 Financial 

resources to 

complete the 

work 

Quarters 

1,2,3&4 

The number of 

sceptic tanks and 

cesspools improved 

and the number 

remaining to be 

improved 

Resources 

are available 

 

Disinfectant 

of septic 

tanks before 

and during 

epidemic 

 

Assess procedures used 

by contractors for 

dislodging and ensure 

safe disposal according 

to Iraqi standards 

Wash officer 

responsible for 

the camp 

 Skilled staff in 

sanitation 

To completed 

before, during 

and after the 

cholera 

outbreak 

Report of the 

assessment  

There are 

gaps from 

WASH 

cluster due to 

shortages in 

resources 

and/ or 

security 
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                                                                           Preparedness actions plan of WASH cluster in a camp 

Actions Persons 

responsible and 

persons 

associated 

Contact of 

persons 

responsible 

Resources 

needed 

Time to 

complete 

Indicator of 

completion 

Status & 

Observations 

Cost ($) 

Assess WASH 

facilities in health 

structures, Primary 

Health Centres, and 

provide corrective 

measure where 

necessary 

 

MoH and 

UNICEF Wash 

officer 

responsible for 

the zone 

 Car to visit the 

facilities to be 

assessed 

Quarters 1&3 Report on the need 

to improve WASH 

conditions to the 

standard level for 

each facility visited 

Resources 

are available 

 

Define mitigation 

measures for self-built 

latrines  

Wash officer 

responsible for 

the camp  

 No special 

resource is 

needed 

Quarters 1&3 Report on the 

measures to 

improve the self-

built latrines  

Resources 

are available 

 

Preposition chlorine 

products (HTH, 

NaDCC…) and WASH 

Cholera kits (soap, 

Aquatabs,) and other 

contingency materials 

(sprayers, safety 

equipment for 

operators, …) 

MoH with 

support of 

UNICEF and 

WHO 

 Financial 

resource to buy 

and distribute 

the materials 

Quarters 1&3 Report on the 

quantity of material 

dispatched at each 

area 

Resources 

are available 

 

Design awareness 

campaigns through 

community based 

approach 

MoH with 

support of 

UNICEF and 

WHO 

 Financial 

resource to fund 

the design 

Quarters 1&3 The document on 

the designed 

campaign  

Resource are 

available 

 

Have agreement on 

key messages through 

community based 

mechanisms to ensure 

efficiency and 

relevance 

MoH with 

support of 

UNICEF and 

WHO 

 Financial 

resource to fund 

the pre-tests 

Quarters 1&3 Report on the pre-

tests 

Resource are 

available 

 

Pre-identify mass 

media systems and 

suppliers  

MoH with 

support of 

UNICEF and 

WHO 

 Financial 

resource to fund 

the preselection 

meeting 

Quarters 1&3 Report on the pre-

identified mass 

media 

Resource are 

available 

 

Design, pre-test, obtain 

approval and print in 

sufficient numbers 

specific WASH 

Cholera IEC materials 

MoH with 

support of 

Unicef and 

WHO 

 Financial 

resource to fund 

the design, the 

pre-test and the 

printing of 

specific WASH 

Cholera IEC 

materials 

Quarters 1&3 The report on the 

material designed, 

pre-test, and printed 

Resource are 

available 
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                                                                           Preparedness actions plan of WASH cluster in a camp 

Actions Persons 

responsible and 

persons 

associated 

Contact of 

persons 

responsible 

Resources 

needed 

Time to 

complete 

Indicator of 

completion 

Status & 

Observations 

Cost ($) 

Train WASH field 

staff on cholera 

prevention, 

disinfection 

procedures, 

communication 

techniques, use of IEC 

materials, and referral 

pathways 

 

MoH with 

support of 

UNICEF and 

WHO 

 Financial 

resource to fund 

the training 

Quarters 1&3 The number of 

persons trained 

Resource are 

available 

 

Train religious and 

community leaders, 

community health 

workers, public places 

stakeholders on how to 

keep people safe at 

gatherings  

MoH with 

support of 

UNICEF and 

WHO 

 Financial 

resource to fund 

the training 

Quarters 1&3 The number of 

persons trained 

Resource are 

available 

 

Train food providers 

on environmental 

health and food safety  

 

MoH with 

support of 

UNICEF and 

WHO 

 Financial 

resource to fund 

the training 

Quarters 1&3 The number of 

persons trained 

Resource are 

available 

 

Train drug vendors and 

traditional healers on 

recognizing signs of 

dehydration and orient 

patients to health 

assistance  

MoH with 

support of 

UNICEF and 

WHO 

 Financial 

resource to fund 

the training 

Quarters 1&3 The number of 

persons trained 

Resource are 

available 
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4.2.3 The Camp Outbreak Control Team (OCT) 
 

For an effective response, outbreak investigations require a range of skills and expertise and 

coordination of many sectors. These include, but are not limited to: team leader or surveillance 

coordinator, camp management, local authorities, clinician, sector specialists (health, water, 

sanitation, hygiene and nutrition), laboratory personnel, health officers representing NGOs, 

logistician, health educators and/or communication specialists. The functions of the OCT are 

to: coordinate human and material resources (surveillance, treatment, information 

management, risk communication), strengthen surveillance (staff training, updated line list, 

daily review of indicators such as attack rates and case-fatality rates), investigate alerts, 

implement and evaluate control measures/interventions, coordinate with partners, stakeholders 

(media, donors, health staff, and community), communicate findings, disseminate results. Any 

alert will be verified within 24 hours and responded to within 72 hours with the involvement 

of WHO, DOH and camp management.  

 

Table 1: Activities of the OCT in camps 

                                                                                   Action plan of the OCT in a camp  

Actions Responsible 

Persons 

Contact of 

persons 

responsible 

Resources 

needed 

Time to 

complete 

Indicator of 

completion 

Status & 

Observations 

Cost ($) 

Identify in the camp 

areas and set cholera 

(CTC) and oral 

rehydration points 

(ORP) (See Cholera 

Guideline - WHO) 

 

The camp 

manager with 

the support of 

local 

representative 

of MoH, and 

the other 

organizations 

actives in the 

camp 

 Materials to set 

the CTC and 

ORP 

Quarters 

2 &4 

The existence 

of a functional 

CTC and ORP 

in the camp 

Resources 

are available 

 

Monitor use of buffer 

and emergency stocks. 

Ensure their prompt 

replacement. 

Determine emergency 

supply requirements. 

Coordinate 

procurement and 

distribution. 

The 

logistician  

 Trained 

logistician and 

financial 

resources 

Quarters 

1,2,3,&4 

The 

availability of 

material for 

case 

management 

Resources 

are available 

 

Provide at least 20 litres  

of  chlorinated  water  

per person per day;  

 

The WASH 

officer in the 

camp 

 Trained WASH 

staff and 

materials for 

the 

implementation 

Quarters 

1,2,3,&4 

Absence of 

complaints 

regarding 

water quantity 

 

In some 

cases, 

unavailability 

of drinking 

water due to 

shortages in 

funds 
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                                                                                   Action plan of the OCT in a camp  

Actions Responsible 

Persons 

Contact of 

persons 

responsible 

Resources 

needed 

Time to 

complete 

Indicator of 

completion 

Status & 

Observations 

Cost ($) 

Check water is 

chlorinated with free 

chlorine between 1mg/l 

and 0.5mg/l at the point 

of collect.  

The WASH 

officer in the 

camp 

 Trained WASH 

staff and 

materials for 

the 

implementation 

Quarters 

1,2,3,&4 

The report on 

the monitoring 

of water quality 

Resources 

are available 

 

Check if household 

storage does not lead to 

water contamination.   

 

The WASH 

officer in the 

camp 

 Trained WASH 

staff and 

materials for 

the 

implementation 

 

Quarters 

1,2,3,&4 

The report on 

the monitoring 

of water quality 

Resources 

are available 

 

Ensure 

provision of 

clean jerry 

cans  

 

Provide latrines to have 

at least 1 latrines for 20 

persons.  

 

The WASH 

officer in the 

camp 

 Trained WASH 

staff and 

materials for 

the 

implementation 

Quarters 

1,2,3,&4 

The ratio 

number of 

persons per 

latrines  

Resources 

are available 

 

Provide camp 

populations with soap 

for hand washing and 

stations for hand 

washing especially near 

latrines and in schools. 

The WASH 

officer in the 

camp 

 Trained WASH 

staff and 

materials for 

the 

implementation 

Quarters 

1,2,3,&4 

The report on 

soap 

distribution. 

Report from 

observation of 

functional 

handwashing 

facilities  

Resources 

are available/ 

 

Regular 

distribution 

of hygienic 

materials in 

camp and 

non-camp 

 

Develop appropriate 

communication 

strategies that can 

engage the community 

and other stakeholders 

before, during and after 

an outbreak. 

DOH and 

MSF, with 

support of 

WHO, 

UNHCR, 

UNICEF 

 Trained staff in 

communication 

Quarters 

1,2,3,&4 

Report on the 

number of 

communication 

campaigns 

Resources 

are available 

 

Train healthcare 

workers and 

community health 

workers on 

management of 

diarrhoea disease and 

disease surveillance  

DOH and 

MSF, with 

support of  

WHO, 

UNHCR, 

UNICEF 

 Trained 

medical staff in 

diarrheal 

diseases 

management 

Quarters 

1,2,3,&4 

Report on the 

number of 

persons trained 

Resources 

are available 
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                                                                                   Action plan of the OCT in a camp  

Actions Responsible 

Persons 

Contact of 

persons 

responsible 

Resources 

needed 

Time to 

complete 

Indicator of 

completion 

Status & 

Observations 

Cost ($) 

Train laboratory 

personnel for specimen 

collection, transport 

and testing procedures  

DOH and 

MSF, with 

support of 

WHO, 

UNHCR, 

UNICEF-

WASH 

 Trained staff in 

laboratory 

Quarters 

1,2,3,&4 

Report on the 

number of 

persons trained 

This is 

mandatory 

 

Train WASH and 

medical staff on 

infection prevention 

and control within a 

CTC and other health 

facilities,  

DOH and 

MSF, with 

support of 

WHO, 

UNHCR, 

UNICEF 

 Train staff in 

infection 

control and 

prevention  

Quarters 

1,2,3,&4 

Report on the 

number of 

persons trained 

  

Train hygiene 

promoters and 

community leaders in 

hygiene promotion for 

(UNICEF) including 

safe water handling, 

sanitary waste disposal, 

food handling and 

burial preparation. 

DOH and 

MSF, with 

support of 

WHO, 

UNHCR, 

UNICEF, 

MoE and 

DoW 

 Trained staff 

health 

promotion 

Quarters 

1,2,3, &4 

Report on the 

number of 

communication 

campaigns 

Resources 

are available/ 

Advocate to 

have 

volunteers 

 

Coordinate human and 

material resources 

(surveillance; 

treatment; information 

management; risk 

communication; public 

relation with media, 

donors, and 

community) 

The camp 

manager with 

the support of 

local 

representative 

of MoH,  

 Financial 

resource to 

organize the 

meetings with 

the 

stakeholders 

Quarters 

2, &4 

The number of 

coordination 

meeting with 

reports 

Resources 

are available 

 

Strengthen surveillance 

(staff training, updated 

line list, daily review of 

indicators such as 

attack rates and case-

fatality rates),  

 

MoH 

representative 

in charge 

disease 

surveillance, 

local CDC 

 Trained local 

community 

volunteers, 

trained staff, 

cell phone with 

camera to send 

picture of the 

line listing to 

the data 

manager 

Quarters 

2,& 4 

The number of 

community 

volunteers 

actively 

involved in 

new cases 

detection in the 

community. 

The number of 

line listing sent 

to the data 

manager 

Resources 

are available 
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                                                                                   Action plan of the OCT in a camp  

Actions Responsible 

Persons 

Contact of 

persons 

responsible 

Resources 

needed 

Time to 

complete 

Indicator of 

completion 

Status & 

Observations 

Cost ($) 

Implement and 

evaluate control 

measures/interventions,  

MoH local 

representative 

in charge of 

M&E with 

support of 

WHO and 

Unicef if 

possible  

 

 Trained staff in 

M&E 

Quarters 

2&4 

The number of 

M&E reports 

on of the 

activities  

Resources 

are available 

 

Communicate findings, 

disseminate results. 

The camp 

manager with 

the support of 

MoH local 

representative 

 No special 

resources are 

needed 

To be 

Quarters 

2, &4 

The number of 

results 

disseminated 

Resources 

are available 
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5. OUTBREAK ALERT PROCEDURES 
 
 

Case Definitions and alert thresholds – Case Definitions and Alert Thresholds for Priority 

Disease/Conditions 

 

Syndromes Case Definitions   Alert Thresholds 

Cholera Suspected   1 case  

 Out of a cholera outbreak:     

 •   Patient aged 5 years or more: with Severe   

 dehydration OR death at any age from 3 or more   

 acute watery stools in a 24-hr period, with or   

 without vomiting     

 During a cholera outbreak:     

 •   Patient at any age: Acute watery diarrhoea, with or   

 without vomiting     

 •   Any case with acute  watery diarrhoea in  contact   

 with confirmed case     

 Confirmed Case     

 •   Vibrio cholerae O1 or O139 is isolated from any   

 patient with diarrhoea     

Acute diarrhoea •   Person with  3  or  more  loose  stools  (should  take Doubling the 

 shape of container) in day 24 hours   number of 

    previous week  
 
 

5.1 Alert Notification 
 

An alert is an unusual health event that can signal the early stages of possible outbreak and can 

be triggered from surveillance data, by individual clinicians reporting suspect cases, by 

community members detecting unusual events and reporting to the appropriate health authorities. 

An alert for cholera in camps can be triggered through several ways: 
 

 A patient meeting the case definition for suspected cholera is identified – an outbreak 

alert form must be completed and the case reported immediately (by tablets or phone if 

necessary) to the DoH. The key focal persons to notify are:  

 

Agency Designation  Name Tel  Email   
DOH(DIRECTOR  
OF HEALTH   
UNICEF   
UNHCER  

 
  

The health team should take ensure an appropriate specimen is collected and sent for laboratory 

work up. 
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• Routine surveillance data – if weekly incidence is above alert threshold immediate alert 
verification should be carried out. 

 

• Laboratory surveillance – if a case of Vibrio cholerae is detected by the local DOH laboratory 

in each governorate, an alert notice will be issued by the DOH to the OCT. At the same time, 

DOH will continue with the laboratory procedures by sending isolates (Vibrio cholera) to a 

reference laboratory for serotyping and drug susceptibility testing. An outbreak will only be 

declared if culture confirms Vibrio cholerae O1 or O139. Rapid diagnostic tests have also been 

utilised elsewhere in the world for the detection of cholera. The current available rapid 

diagnostic tests (RDTs), while very sensitive, generally have low specificity. The positive 

predictive value is low when there is no ongoing cholera epidemic. Because all the 

governorates have laboratory-enhanced surveillance systems for cholera, the need for RDTs is 

limited. However, as a general rule, if a cluster of unusual cases of diarrhoea are detected and 

rapid evaluation is necessary, RDTs may be used. Test at least 5 specimens from 5 cases and 

if the proportion positive is ≥70%, the health team may issue an alert notice pending culture 

confirmation. If a few RDT positive cases are identified DO NOT issue an alert, but await 

culture results. 

5.2 Alert Verification 
 

Alerts notices not originating from the laboratory require verification and must be verified within 

24 hours. To verify an alert, find out whether 1) case definitions were used appropriately (see Case 

Definitions), 2) alert thresholds have actually been bridged, and 3) if laboratory specimens have 

been submitted for culture. If an alert was issued via routine surveillance data, and the verification 

process shows weekly incidence above the alert threshold, laboratory surveillance should be 

enhanced to detect the cause. Up to 10 specimens may be tested for a broad panel of pathogens 

including Vibrio cholerae. The elevated incidence may be attributed to one pathogen if at least 

50% of positive specimens are positive for one pathogen. 

5.3 Collection and Transport of Specimens 
 

At least 100% of acute diarrhea cases stool samples from eligible patients should be collected as 

soon as possible and before administration of antibiotics. If a stool specimen cannot be obtained 

(e.g. infants) a rectal swab should be done. Fresh stool should reach the lab and be refrigerated 

within 2 hours; if this is not possible, place 2 stool swabs in Cary-Blair transport media in a leak 

proof container and ensure they reach the lab as soon as possible. Ensure the specimen is properly 

labelled with identification, date of birth, and date of collection. All specimens should be sent to 

the DOH in their respective Governorate for culture. The DOH will keep track of specimens and 

results. 
 

If specimens were collected following an alert notification, preliminary results will be available 

within 72 hours. Once an outbreak has been confirmed and at least 10 positive results reported, it 

is not necessary to collect specimens for all suspected cases all the time. Specimen collection may 

be varied depending on the stage of the epidemic and the need for evaluating drug susceptibility 

patterns during the outbreak. The DOH and partners will issue guidance on specimen collection 

and testing during the intra-epidemic period. At the end of the outbreak, at least 10 specimens 

collected consecutively should test negative for Vibrio cholerae before the outbreak is declared 

over. 
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5.4    Outbreak Declaration and Investigation 
 

Only the DOH can declare an outbreak and only if a case of laboratory-confirmed Vibrio cholerae 

O1 or O139 is reported by the disease surveillance team. Once an outbreak is declared: 
 

1) The OCT begins to function fully for purposes of outbreak response and all aspects of the 

response plan including coordinated multi-sector response are triggered. This includes 

operationalizing CTC and ORPs, implementing community communication strategy, and 

reviewing status of stockpiles for essential medicines and supplies. This process should have 

been clarified in advance before a potential outbreak and the declaration should trigger key 

actions. It is the responsibility of the team leader and surveillance staff to maintain an updated 

checklist of required materials, supplies, and tools. 
 
2) The DOH in collaboration with the OCT will embark on an outbreak investigation. This will 

include daily line-listing of suspected and confirmed cases, specimen collection and testing to 

monitor outbreak including drug susceptibility patterns, continuous analysis of outbreak data, 

and if necessary further rapid epidemiological investigations to determine risk factor  
(See Annex 14) 
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6. RESPONSE PLAN 
 
 

Three scenarios are outlined by DOH:  

• Scenario 1: Diarrhea rates remain as they are, i.e. situation unchanged;  
• Scenario 2: Diarrhea rates escalate– the trigger for this scenario was agreed as the Iraq national threshold;  
• Scenario 3: Cholera is confirmed. 

6.1 Scenario 1: Diarrhoea rates remain as they are, i.e. situation unchanged 

Scenario 1 WASH  Health  Community Mobilization  

Diarrhoea rates in camps 

and off camps remain as 

they are 

WASH actors continue intervention to improve 

water supply and sanitation conditions Regular 

WASH intervention, including specifically:  

• Monitoring of water quality of ALL drinking 

water sources quality, in particular Free 

Residual Chlorine levels and correct if 

necessary.  

• Monitoring of water quality at HH level 

• Monitoring of sanitation facilities: greywater 

disposal, sceptic tanks and cesspools.  

• Monitor compliance with procedures used by 

contractors for desludging and ensure safe 

disposal according to Iraqi standards 

• Any suspected diarrhoea or rumours case is 

reported to Health Cluster  

• Continue Preparedness actions 

• All diarrhoea cases to be treated at 

the PHC as per existing protocol 

• Cases requiring hospitalizations to 

be referred to General Hospital 

(adults/children)  

• To assess whether OCV is an option, 

and if vaccination is a viable 

solution, to start planning and 

implementation 

WASH actors continue intervention to 

improve hygiene practices, including 

specifically: 

• Community based awareness campaigns 

are organized with at risk communities 

• Any suspected diarrhoea or rumours case 

is reported to Health Cluster  

• Continue Preparedness actions 
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6.2 Scenario 2: Diarrhoea rates escalate 

 

The trigger for this scenario was agreed as the Iraq national threshold. 

 
Scenario 2 WASH  Health  Community Mobilization  

No confirmed 

case of cholera 

but an increase 

in water borne 

diseases. 

• Continue activities in 

Scenario 1. 

• Based on health surveillance 

data, targeted water quality 

and water safety assessments 

in high risk areas and at all 

sources. Monitor Free 

Residual Chlorine levels of 

all sources and ensure 

compliance with 0.8-1 mg 

FRC/L at tap and 0.2-0.5 mg 

FRC/l at household level 

• If source chlorination is not 

feasible, deploy HH 

treatment accompanied with 

targeted awareness 

• Conduct targeted sanitation 

improvements and repairs 

• Provide and Maintain hand 

washing stations (ensuring 

soap is always available) in 

public sanitation facilities 

(markets, schools, CFS …) 

• Provide and Maintain hand 

washing stations (ensuring 

soap is always available) 

next to food shops Solid 

waste management, 

collection and disposal, with 

particular attention to 

markets and other public 

spaces  

Any suspected diarrhoea or 

rumours case is reported to 

Health Cluster 

• Establishment of 5-10 Oral 

Rehydration Posts (ORPs) in 

the camp. 

• Establishment of referral 

mechanisms between ORPs 

and PHC. 

• Cases requiring 

hospitalizations to be 

referred to Azadi hospital 

(adults) and Hevi hospital 

(children) 

• Collection of samples from 

suspected cholera cases, and 

test the samples at the PHC 

level. 

• Continue activities in 

Scenario 1. 

• Disseminate Cholera 

preventive and response 

messages through various 

communication channels 

(mass media, interpersonal 

communication, through 

schools, etc.). 

• Awareness sessions are 

organized with all at risk 

communities:  

o Promote hand 

washing with soap 

and exclusive 

usage of 

chlorinated water 

for drinking, stop 

open defecation.  

o Promote proper 

hygiene measures 

in gatherings. 

o Guide on seeking 

medical assistance 

in case of diarrhoea 

• Religious and community 

leaders, community health 

workers and public places 

stakeholders are trained on 

how to keep people safe at 

gatherings (safe food and 

personal hygiene practices, 

with special emphasis on 

safe handling of dead 

bodies) 

• Food providers are trained 

on environmental health and 

food safety 

• Drug vendors and traditional 

healers are trained on 

recognizing signs of 

dehydration, ORS usage 

(homemade or from market) 
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Scenario 2 WASH  Health  Community Mobilization  

and orienting patients to 

health assistance 

• Any suspected diarrhoea or 

rumours case is reported to 

Health Cluster 

 

6.3 Scenario 3: Cholera is confirmed 
 
  
 

Scenario 3 WASH  Health  Community Mobilization  

Confirmed case of 

Cholera 

• Continue activities in 

Scenario 2. 

• Built emergency latrines and 

hand washing facilities if 

coverage is not enough, 

including in public places – 

target 1:20 ratio 

• Spray chlorinated solution 

daily in public latrines, 

public places (markets, 

schools, gathering sites).  

• Solid waste management, 

collection and disposal, with 

particular attention to 

markets and other public 

spaces  

• WASH Facilities in CTC 

and health centres receiving 

cholera patients 

• Any suspected diarrhoea or 

rumours case is reported to 

Health Cluster 

• Continue activities in 

Scenario 2 and establish a 

CTC. 

• Ensure that the WASH 

sector is informed of 

provenance of cholera cases 

for household disinfection 

• Establish referral pathway 

of cases from the affected 

areas to the CTUs and 

CTCs. 

• Develop discharge 

guidance. 

 

• Continue activities in 

Scenario 2 

Based on information from ORPs 

and CTC, target affected HH 

with :  

• Distribution of cholera kit 

including body, laundry soap 

and disinfectant for at least 

one month 

• Target HH in the 

neighbourhood of a 

contaminated HH with 

hygiene and cholera specific 

prevention messages 

• Adapt and reinforce Cholera 

preventive and response 

messages through various 

communication channels 

(mass media, interpersonal 

communication, through 

schools, etc.). 

• Any suspected diarrhoea or 

rumours case is reported to 

Health Cluster 
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6.4 Outbreak Response 
 
Based on the agreed scenarios, the following activities have been agreed upon by the OCT: 

 

 

Activity Responsible Agreed deadline Progress  

Vaccination 

 

   

Community 

Mobilization 

 

   

Capacity Building 

 

   

Establishment of ORP    

Establishment of CTC    

 

6.5 Information Collection and Sharing 

Cholera is a very serious disease and can easily spread from place to place. It is crucial that 

information is collected and shared appropriately at various levels. Information should be shared 

with partners, stakeholders, and the community to monitor the progress of the outbreak and inform 

public health efforts. This information should be communicated at health coordination meetings 

and/or other venues, where appropriate. The annex 3 shows a model of line listing. The annex 4 is 

a model of the community based alert information data that need to be collected and share WITH 

the local health authority. The annex 5 shows a model of the daily epidemiological data form to 

be using to collect information and share with the stakeholders. 
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ANNEXES: Tools and Technical References 
 

ANNEX 1 Assessment and treatment of Cholera 
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ANNEX 2 Line listing form 
  

Line listing form  
        Lab specimen    

        taken (Stool  Outcome (I =  

       Date of culture or RDT Treatment given Currently ill, R=  

 Case     Date of onset admission and lab register (Yes/No) IVF, ORS, Recovering or Final 

 No. Name Age Address Sex (M/F) (dd/mm/YY) (dd/mm/YY) number antibiotic, zinc recovered, D = died) diagnosis 

 1           

 2           

 3           

 4           

 5           

 6           

 7           

 8           

 9           

 10           

 11           

 12           

 13           

 14           

 15           

 16           

 17           

 18           

 19           

 20           

 21           

 22           

 23           

 24           

 25           

  Total           
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ANNEX 3 Community based alert system.                                                                        

 

1-  Who can be used in this alert system? 

Community health volunteer already remunerated through existing program like Polio 

 

2- Form to be filled (the form is to be translated in Arabic) 

 

Name of 

the person 

how has 

diarrhoea 

Date of 

the 

starting of 

the 

diarrhoea 

Date and 

time of 

the 

reporting 

Phone 

number 

Age  Gender House 

number 

Street 

name 

Sub-

district 

District Gover

norate 

Care 

measures 

taken 

(ORS, …) 

Health 

centre 

referred to 

for 

treatment 

             

             

             

 

3- Phone number of the health authority to which the community volunteer must communicate the alert 

 

Name of the community health volunteer   :                                                                 Tel  

 

Signature 
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ANNEX 4 Daily epidemiological data collection form from CTC/UTC/ORP in governorate of ………………… 
 

 
 
 
 
 
 

 

Name of 

CTC/CTU/ORP

Date and 

time of the 

data 

collection 

Number 

of new 

cases

Number of in 

patients

Number 

of 

positive 

RDT 

Plan (A, 

B, BIV, C)

Origin 

(District/subdistrict 

of the case)

Street adress/ House number/ tel 

number of the case and any 

ncessary remark

Total in the

Governorate
0 0 0

Daily epidemiological data from cholera cases management facilities in 

………Governaurate
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ANNEX 5 Summary of Joint work plan 

 

Health Cluster WASH Cluster 

Surveillance 

• Activate Rapid Response Teams and inform 

partners  

• Early detection and report in 24 hours 

• Line listing of cases, construct epicurve, spot 

maps; calculate CFR, attack rate, and tabulate by 

age, sex and location 

• Investigate cases and identify sources of infection, 

risk factors contact tracing and follow up of cases 

• Community based surveillance 

• Supervise burials 

• Produce outbreak report 

• Fill in the log of outbreaks 

4. Water, sanitation and food 

• Safe water supply 

• Water quality monitoring 

• Ensure safe excreta disposal Food inspection and 

handling practices 

• Water chlorination & decontamination of toilets 

 

2. Laboratory 

• Specimen collection, packaging, storage and 

transportation 

• Confirm the start of cholera outbreak from 1 

laboratory confirmed case 

• Send specimens for quality control and further 

characterization 

• Perform drug sensitivity pattern 

• Confirm end of cholera outbreak 

5. Hygiene promotion 

• Rapid assessment to establish predisposing factors, risk 

behaviour & gaps 

• Develop messages based on findings 

• Mobilize other stakeholders for hygiene promotion 

• Conduct hygiene education in both non‐affected and 

affected areas simultaneously 

3. Case Management 

• Establish treatment centres  

• Accurate history taking and documentation 

• Use a working case definition 

• Rehydrate and treat patients as per protocol 

• Practice strict infection control 

• Conduct daily meetings 

• Collect stool samples 
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ANNEX 6 Environmental Health Management during cholera outbreaks 
 

Usual preventive measures to be reinforced during outbreaks: 

 

1. Water: 

- Access to at least 20 litres per person per day of safe drinking water  
- The bacteriological quality of water should be consistent with drinking water quality guidance values (0 

coliform per 100 ml of water and free residual chlorine (FRC) level at the point of distribution should be 
0.8 – 1.0 mg FRC/L (see annex)  

- Chlorination of drinking water to ensure safety at the point of use. 

 

2. Latrines: 

- Access to at least 1 pit latrine per 20 persons 

- Disinfection of the slab with a 0.2% chlorine solution.  
- 1 hand washing station per latrine. 

 

3. Food and Solid Waste: 

- Ensuring safe food handling and processing procedures.  
- Ensuring food safety in markets, food preparation and serving premises, and public places. 

- Reinforcing the system of waste collection and solid waste management. 

 

4. Community Health Education: 

- Reinforcing health education messages and community awareness.  
- Delivering targeted health education messages particularly on the safe handling of water, personal 

hygiene (latrine use, hand washing, food handling) and disinfection practices  
- Encouraging all persons who develop acute diarrhoea to report to the nearest health facility. 

 

5. Personal Hygiene:  
- All persons should have access to at least 250g of soap and 200g laundry soap per person per month for 

personal and domestic hygiene. 

 

6. Hygiene Promotion Messages  
- Hygiene promotion messages should be pretested, translated into the local language, and should be 

easily readable and understandable by people of different ages, genders and backgrounds. 
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ANNEX 7   Water quality control procedures and target 
 

TF-6 Chlorination Monitoring  

The measurement can be done with electronic device or using a comparator called a «Pool tester ». The 

following step should be followed: 

➢ Rinse the Pool tester and its cover 3 times with the water to be tested,  

➢ Fill the 2 compartments to the top with the water to be tested 

➢  Put 1 Phenol Red tablet in the left-hand compartment (measurement of pH) 

➢  Put 1 DPD 1 tablet in the right-hand compartment (measurement of Free Residual 

Chlorine) 

➢ Replace the cover carefully 

➢ Shake until the tablets are completely dissolved (about 20 seconds). 

➢ Read the results in natural day light, comparing the colours in the outside compartments (sample) with 

those in the central compartment (reference). 

 

The water should have a chlorine residual of 0.2 to0.5 mg/l at turbidity inferior to 5NTU, after 30 mins contact 

time (Sphere, 2011, p100) for pH < 8 

The water should have a chlorine residual of 0.4 to 1 mg/l at turbidity inferior to 5NTU, after 30 mins contact 

time for pH  ≥ 8 

 

 

Important 

➢ Never touch the tablets, or the inside part of the cover with your fingers: this could 

            affect the results. 

➢ In case of residual chlorine above 10 mg/l, the tablet will not develop any colour, wrongly indicating 

zero residual chlorine. 

 

Extracted with few modifications from Cholera Guidelines 2004 MSF 

 

 
 
 
 
 
 
 
 
 
 

 



 

49 
 

ANNEX 8 – Guideline for Cholera NFI Kit distribution 
 
In case of cholera epidemic NFI distribution might be necessary according to the patient household income level 

and/or if the household is living in remote place where access to health commodities is challenging. The main item 

of Cholera relate NFI kit are: Aquatabs, Soap, ORS, Water storage container, Flyer informing on how to use 

Aquatabs, ORS, and hygiene rules for cholera prevention. According to the contexts described in the table 

below a cholera program manager will take decision on which item will be included in the kit. 

 

Context necessitating the Item Qty for Communication message that must be on the flyer 

distribution of each item  HH of 6 in a language accessible to the targeted population 

of the kit  pers  

Access to soap is 125 grams 12 pieces 1-Wash hands before eating, before feeding a 

challenging because of soap for  child (or a sick adult), before preparing food. 

any reason including handwas  Wash hands after using restroom, or managing the 

economic, unavailability, hing  stools of a child or sick adult 

or security reason    

Limited access to Aquatabs 400 2- Drink only chlorinated water. 

chlorinated water  tablets of 3- How to use Aquatabs: In Iraq the official 

  Aquatabs information is Aquatabs 33 mg treats 5 litres of 

  of 33 mg water. 

   To be accurate make a jar text to know the number 

   of tablets of Aquatabs that need to be 

   recommended to households to have 0,3 mg/l to 

   0,5 mg/l of residual chlorine in the water 30 min 

   after the introduction of the tablet. 

Limited access to ORS ORS 6 4- A person with diarrhoea must immediately start 

market because of living   drinking ORS solution and be transported to 

in remote area or   health center 

economic/insecurity/unav   5- How to prepare the solution: Dilute 1 sachet of 

ailability reason   ORS in 1 litre of safe water 

   Or for homemade ORS solution: put six (6) level 

   teaspoons of Sugar, half (1/2) level teaspoon of 

   Salt, in one Litre of clean drinking or boiled water 

   and then cooled 

    

In general, the targeted Water 1 6- Drinking water must be treated and stored in a 

population store drinking container  clean storage container kept close 

water in inappropriate with tap   

containers (dirty    

container, container    

without cover or lid    
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ANNEX 9 WASH Standard in the CTC 

 

❖ Position: CTC and CTU must be in an area that will not be flooded (It must not be a depression). Distant 

at least 100 meters from market and dwelling. It should be at least 40 meters from water sources in 

sandy soil (15 meters for clay soil). Access to water should be easy. The place were CTC or CTU is 

build should also be easy to access by road.  

❖ Calculation of expected number of total in patients’ cases, number of in patients cases during peak 

weeks for WASH activities size estimation 

 

✓ Case of high density environment: slum and camps 

The Attack Rate of the epidemic (A) is the total number of cases divided by the population (A is estimated with 

the former epidemics attack rates). Around 20% of cases are severe and need hospitalization. During the peak 

week which occurs often on the 3rd or 4th week about 30% of the 20% severe cases will come to the CTC seeking 

care. So the daily number of case during the peak week will be the number in the peak week divided by 7.  As in 

average these in patients will be staying in the CTC for 2 days the number of bed will be the daily number 

multiplied by 2. So if P is the population of a slum or camp the number of beds for its CTC will be 

[(P*A*20%*30%)/7]*2= 0.02PA which is by approximation 2PA/100. For example if P is 30000 persons and 

the attack rate is 1% the number of bed will be 2*30 000*1%/100= 60000/10000=6 beds  

 

✓ Case of rural places (low density population places) 

The differences with the previous cases are: 

• The attack rate is lower (may be because of lower interpersonal contact) 

• The number of day in hospitalization is higher: 3 days instead of 2 for the slums and camps. 

One of the reason can be that the cases arrived to the CTC when already in higher level of 

dehydration in comparison with population in camp. Those in camps have the CTC in 

nearby while the rural population has to make a huge distance before arriving to the nearest 

health facility. 

• The peak week is between Week 6 and Week 10 

• The load of cases during the peak week is around 10 to 30% 

Putting the 2 first fundamental differences (attack rate and average day in CTC) in the previous expression of the 

number of necessary bed leads to 

[(P*A*20%*30%)/7]*3= 0.027PA which is by approximation 3PA/100 

For example if the population is 30 000 and A 1% in a rural place the number of necessary bed will be 

3*30000/10000= 9 beds. 

 

❖ Size of the hospitalization room 

Each patient with his parent assisting him should have 2.5-meter square.  

➢ In a camp or slum 

The ward for the hospitalization should have 2,5 *2PA/100 which is 5PA/100 (in square meter) P is the 

population of the locality and A is the attack rate.  

 

➢ In rural area the surface of the ward should be 2,5*3PA/100= 7.5PA/100 in meter square with P 

is the population of the locality and A the attack rate 



 

51 
 

❖ The floor of the room should be easy to clean with chlorine solution and soap (the floor should be in 

concrete, or plastic sheet). Floors of the wards should be washed up to 4 times a day with a solution of 

0.2% chlorine solution. 

 

❖ Light: The following area should have light: latrines, bathroom, waste management area, hospitalization 

room, and care and registration rooms. Solar rechargeable lamp with back up could be fine 

❖ Water need 

➢ Quantity 

✓ 60 liters per patient per day. During the peak week the daily volume for patients alone in 

slum should be  60*2PA/100= 1.2PA liters with P the population of the slum or the 

camp. If P is 30 000 persons and A is 1% the volume of water will be 

120*30000*1%/100= 360 liters 

In rural place it will be 60*3PA/100= 1.8PA= 1.8*30000*1%= 540 Liters if the P=30000 

persons and A is 1% 

✓ 15 liters per person (service provider like staff, parent of patient) per day. During the 

peak water volume for parents daily is 15*2PA/100 in slum. If the number of staff is Z 

their daily need of water will be 15*Z liters. So the total of water for care provider will be 

in slum and camp will be 15[(2PA/100) +Z]. In rural place it will be 15 [(3PA/100) +Z] 

✓ The total daily water need in slum and camp is 1.2PA+15[(2PA/100) +Z]  and in 

rural places it is 1.8PA + 15 [(3PA/100) +Z] 

 

✓ Have at all time at least 3 days of water reserve: During the peak in slum or camp the 

volume should 3.6PA+45[(2PA/100) +Z]. In village it is 5.4PA +45[(3PA/100) +Z]. 

 

➢ Quality 

✓ The water should have a chlorine residual of 0.2 to0.5 mg/l at turbidity inferior to 5NTU, 

after 30 mins contact time (Sphere, 2011, p100) for pH < 8 

✓ The water should have a chlorine residual of 0.4 to 1 mg/l where pH is at turbidity 

inferior to 5NTU, after 30 mins contact time for pH ≥ 8 

❖ Chlorine need: 110g of hypochlorite of calcium (70%) per patient per day. Only 1 person should be in 

charge of preparing the chlorine solution to avoid error like chlorination of a solution already 

chlorinated. Chlorine solution 0.05% is for handwashing. Solution of chlorine 0.2% is for cleaning of 

surfaces, footbath, and clothes. Solution of 2% for vomit, stools, dead body disinfection.  

❖ Latrines: 1 cabin for 20 persons + 2 (1 for women and 1 for men reserved for the staff in the neutral 

zone). It’s better to have a pit in the waste management area for the liquid waste (vomit and stools) from 

the patients.  Each patient has a parent assisting him. The number of persons to serve is 2*2PA/100. So 

the number of cabins will be 2(2PA/100)/20 + 2 (for staff) = (2PA/1000) + 2 in slum or camp. In rural 

area it will be 2(3PA/100)/20 + 2 (for staff) = (3PA/1000) +2 ((for staff). 

 

 

 

 

 

 

The number of latrines cabins= (2PA/1000) + 2 in slum or camp 

The number of latrines cabins= (3PA/1000) + 2 ((for staff) in the villages 

P is the population of the locality and A is the attack rate 
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❖ Bucket for vomit and stools: each bed should have 1 bucket of 15 liters to 20 liters for vomit and another 

for stools. The number of bucket should be 2 times the number of bed so 4PA/100 in slums and camps. 

It will be 6PA/100 in rural places with P the size of the population in the locality and A the attack 

rate 

❖ Bathroom: 1 cabin for 50 persons + 2 (1 for women and 1 for men reserved for the staff in the neutral 

zone).  

❖ Handwashing facilities: they must be positioned at the entrance and at the exit of the CTC/UTC/ORP. At 

the entrance and exit of each tent/room where patients are handwashing facility should also be 

positioned. Handwashing facility must be positioned closed to the latrines, waste management area, and 

cooking area. If an area is managed for dead body a handwashing facility must also be positioned at its 

exit. The concentration of the chlorinated solution for should be 0.05% of chlorine. The waste water of 

the handwashing facilities should be put in the liquid waste pit in the waste area. 

❖ Footbath facility: Footbaths with a sponge and 0.2% chlorine solution must be placed at the entrance / 

exit of the cholera treatment facility and at the entrance / exit of each ward.  

❖ Laundry area: The laundry area should have water point, and drainage of waste water. Materials should 

be immersed in 0.2% chlorine disinfectant for 10 mins and then washed as normal and hung to dry on 

sunshine. 

 

❖ Waste storage: the waste should be segregated at source in 3 categories 

 

✓ Sharp wastes should be put in safety box that will be dumped in a pit uniquely managed for this 

kind of waste 

✓ Softs medical waste (all that can be burned) – can be collected in a bin with a lid. 

✓ Organics (waste that cannot be burned) can be collected in a bin with a lid. 

❖ Waste Management area: The waste management area should include a sharps pit, an incinerator or 

(drum for burning) and an organics pit. The waste area should be fenced and access restricted to trained 

staff only. 

❖ Protective clothes: Protective clothing such as gum boots, overalls, latex gloves 

❖ Cleaning materials: antiseptic soap, brush, etc 

❖ Fence: the CTC/CTU/ORP must be fenced. The entry and exit must be under control of security persons   

The below layout summarizes how to set a CTC. 

                  
(Figure extracted from Cholera Guidelines 2004 – Second edition MSF) 

 

http://www.google.com/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwjXhbqywczLAhWrK5oKHVPoC50QjRwIBw&url=http://www.haiti.mphise.info/mapping-cholera-treatment-center-partners-health&bvm=bv.117218890,d.bGQ&psig=AFQjCNGoIMV-NlZnjg44K_OzbAHRN1Lc6Q&ust=1458468668210266
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ANNEX 10 Key messages form 

 
No Messages Targeted audience 

1 How to know if a person has cholera? 

A person affected by cholera has watery diarrhoea and vomit  

General Public 

2 How to prevent cholera? 

➢ Drink only water treated with chlorine or boiled water 

➢ Wash hand: 

✓ before eating or giving food 

✓ before preparing food 

✓ after using toilets or cleaning a child or a disable person 

✓ when you come back to your house 

➢ Eat hot foods 

➢ Wash correctly fruits with chlorinated water before eating them 

General Public 

3 How to treat water? 

➢ Put Aquatabs 33mg in each 10 litters of water (no turbid water) in a container. Close the 

container with its lid. After 30 minutes the water is treated and ready to drink. 

➢ Boil your water if you don’t have Aquatabs or chlorine 

General Public 

4 How to wash hand? 

➢ Wash your hands with treated water and soap  

➢ If you don’t have tap or ask someone to put you treated water on the hands, 

➢ Wet your hands with water before putting the soap, 

➢ Rub under your nails, your fingers, your palms and backs of hands, 

➢ Rinse with water, 

➢ Shake your hands to dry or use a clean tissue. 

General Public 

5 What to do if a parent or I have cholera? 

Immediately start making him drink solution of ORS. Take him to the nearest health care facility. On 

the way to health center continue to give him the solution of ORS after each diarrhoea or vomit 

 

General Public 

6 How to prepare the ORS solution? 

Dilute 1 sachet of ORS in 1 litre of safe water.     Or for homemade ORS solution: put six (6) level 

teaspoons of Sugar, half (1/2) level teaspoon of Salt, in one Litre of clean drinking or boiled water 

and then cooled 

 

General Public 

7 How to manage the excreta? 

The excreta of the children must be put in the latrines. The sewage must not be dumped in the rivers 

or farms. In case of leaking of the sewage system take immediately action to fix and disinfect the 

soiled places. 

General Public 

8 Precaution to be taken by patient attendant (parent) 

In addition to the above rules, a person taking care of a cholera patient should: 

➢ Wash his hand with chlorinated water after each contact with the patient, his clothes, vomit, 

and stools 

➢ Put chlorinated water 2% on the stools or vomits before throwing in the pit 

➢ Put the clothes, bed sheets of the patient in a chlorinated solution 0.2% for 10 minutes 

before washing. Dry them at sun shine 

Patient attendant 

 Precaution to taken by staff: 

➢ Changing into protective clothing upon entering the area. On leaving, protective 

clothing should be removed in the CTC/CTU/ORP for washing on site and not taken home. 

➢ Sort the medical waste at source (sharp should not be mixt with soft burnable waste) 

➢ Use disposable glove for each patient. Put the glove in the rubbish bin when finish 

providing care to the patient. Wash your hand after with soap and chlorinate water 

Staff 
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ANNEX 11 Cholera case investigation form 
 

1- General information about the case 

❖ First Name and Last Name of the patient (if possible) 

❖ Phone number: 

❖ Age:                              Gender:                         

❖ House information:  

➢ Number of the House:                    Street:                      Sub district: 

District:                                     Governorate 

➢ GPS information of the House                    

2- Professional information 

➢ Profession:                               

➢ Place of work (school if the patient is student) full address:   

✓ Number of the work place (or school if the patient is student):                    

Street:                    Sub District:                     District:               Governorate:                 

✓ GPS information of the workplace 

3- Diseases related information 

❖ Date of entry in the CTC (health centre): 

❖ Symptoms 

➢ Watery Diarrhoea (  yes   No)      Vomit ( yes    No)   

➢ Dehydration state ( A,     B,    C)   

➢ Other Symptoms:                                                  Result of Diagnostic test: 

➢ Date of the first diarrhea 

❖ History of the activities 5 days before the first diarrhea   

➢ Travel or attend meeting (  yes   No)       If yes Place visited:                       

✓ Date of the visit                            Purpose of the visit or meeting       

✓ Persons with whom you were in contact 

                    

✓  Foods eaten in detail 

 

✓ Was the food cooked at home (  yes   No)                if No provide the place the 

food was bought                        

                           

✓ Any beverage drunk including water in detail.           

 

✓ Provide the origin of each beverage (including water)           

➢ If you have not travelled or attend a meeting please provide the list of food and 

beverage you consumed last 5 days before the first diarrhea. Indicate which were not 

cooked at your home.  For each food not cooked in your house provide the place 

where you bought it 

➢ If you have not travelled provide the name phone number of persons who visited you 

or with whom you were in contact the 5 days before the first diarrhea  

 

❖ What is the source of your drinking water?   

 

 

               Name, signature and phone number of the history taker:    
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ANNEX 12 Household disinfection 

 

In case of cholera the patient vomit and have diarrhoea. All the place where he has been vomiting or making 

diarrhoea during this period are supposed to have been contaminated by the bacteria of cholera. For this reason, 

it is important to disinfect these places to break the contamination chain. Though no study has demonstrated it is 

efficiency it remains a good practice in infectious diseases control. The decontamination should be done by a 

member of the household of the patient. It should be conducted as soon as possible (the sooner the better) to avoid 

other members of the house to be infected (Waiting for a hygienist to come to spray chlorine will take time). The 

hygienist can help in providing the chlorine and preparing the solution. He should also provide advice. 

➢ What should be decontaminated? 

The decontamination will target the places of the house where the patient has vomited or spread diarrheal stool 

(latrines, bed, floor etc). The clothes, the objects that has been in contact with him should also be disinfected. 

➢ How to do the disinfection?  

✓ Solutions to be used: the concentration of the solution depends of the object to be disinfected 

What (Object, hand) 

to be disinfected 

Concentration of 

chlorine solution 

Solution preparation How to disinfect? 

Bed sheet, Floor, 

latrines, Clothes, 

under the shoes 

Chlorine solution 0.2% 2 spoons of HTH granular 

70% of chlorine(#15g) for 

5 liter of water 

Keep the clothes in the 

solution for 10 

minutes. Wash and dry 

them at sunshine.  

 Wash the floor with 

the solution of chlorine 

and soap 

Vomit, stools Chlorine solution 2% 4 spoons of HTH granular 

70% of chlorine (#30g)/ 

in 1 liter of water 

Add the solution to the 

vomit or stool. Throw 

it in the liquid waste 

pit. 

After cleaning the 

house wash your 

hands 

Chlorine solution 0.05% 1 spoon of HTH 70%    

( #7,5 g) for 10 liters of 

water 

Wash hands with the 

solution  

The hygienist will take the opportunity to: 

✓ sensitize the other members of the households and the neighbors on how to prevent the 

diseases (See ANNEX 11) 

✓ Distribute cholera NFI kit (if it is necessary according to social, economic, products 

availability factors). Please see the cholera NFI distribution form. (See ANNEX 9). 

 

 

 

 

  



 

56 
 

ANNEX 13 Blitz operation against cholera  

Immediately after notification of the first suspect case the blitz should start. The objective is to stop the spread of 

the contamination through targeting accurately the origin of the cases with quick, effective, and synergized 

cholera bacteria elimination activities. The blitz should have 3 key components: 

 

❖ Households targeted activities: This will have 3 parts: 

➢ Households disinfection (consult annex 13) 

➢ Cholera NFI kits distribution (consult annex 9) 

➢ Direct communication and sensitization with households for cholera prevention message (consult 

annex 11) 

 

❖ Community targeted activities 

➢ Communication campaigns for cholera prevention 

➢ Communication campaigns in the gathering places such as markets, ceremonies etc 

➢ Aquatabs distribution if it is noticed that it’s not accessible to the community through commercial 

supply 

➢ Make sure that all the water supply system are providing chlorinated water with 0.5mg/L of free 

chlorine  

 

❖ Case investigation, Monitoring and evaluation of the activity through: 

➢ Case investigation (consult annex 12) 

➢ Take the GPS information of the origin of the cases 

➢ Post distribution survey (consult annex 15) 

➢ KAP survey 
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ANNEX 14 Post NFI distribution survey form                         

Date of the survey: _____________ Name of surveyor: __________________Tel number:_________________ 

 

The post NFI distribution survey should be conducted between 15 to 30 days after the distribution. It should 

sample about 15 % of the number of household that was provided with NFI. The surveyor should explain to the 

person interviewed that the objective of the survey is to improve the assistance in the future. 

 

1- General information 

House: _____________________ Street: ___________________________________ 

 

Sub district: _________________ District: ________________________ Governorate: _________________ 

 

GPS information: _______________________________________________        

 

Name of person interviewed: ______________________________   Age: ______ Gender: _______________ 

 

Date of the distribution: ______________________     Number of persons in the household: ________ 

 

2- Kit management, usefulness, and sufficiency  

Item received Qty 

received 

Item remaining 

with the 

household the 

day of the visit 

(Ask to see the 

remaining item 

of the kit) 

Qty of 

item 

remaining 

Ask the 

interviewed 

person to explain 

you how each 

item was 

managed to reach 

this level of 

remaining 

Appreciatio

n of the 

usefulness 

of each item 

Propose a quantity 

of each item per 

month according to 

your need to 

respect the rules for 

cholera prevention 

Aquatabs 200 

tablets 

     

ORS 6  

 

     

Soap (125 g) 12      

Bucket with 

tap 

1      

Flyer on 

cholera 

prevention 

1      

3- Kit use check through water quality monitoring in the household  

Check the residual chlorine in the household water and right the result 

4- In case the residual chlorine level is 0mg/l and the household acknowledge that they are not using 

Aquatabs to chlorinate their water. Ask the following question 

a- Why you are not using your Aquatabs? 

b- What type of water treatment are you using?  

5- Could you please tell me how to use Aquatabs to treat water? 

6- Could you please tell me how to use ORS? 

7- Could you please tell me how to make oral rehydration solution in case there is no ORS? 

8- Could you please tell me the 5 key moments when handwashing is mandatory? 
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ANNEX 15 Installation of Oral Rehydration Point (ORP) 

 

Rehydration Point is place where the non-severe cases of cholera can be treated and monitored. It is usually good 

for locality from which it is hard to reach a health centre. The creation of the ORP is decided by the health 

authorities. WASH actors should be associated in the choice of place and be aware of its effective installation in 

order to support with adequate water, hygiene, and sanitation activities 

❖ Criteria of choice of the place 

➢ Non-flood zone 

➢ Easy to access 

➢ Distant from at least 100 meters of markets, schools, water source and rivers, and houses 

➢ Flat space 

 

Necessary WASH resources for an ORP 

Resources Quantity 

Human Resources for WASH  

Hygienist trained in WASH in cholera management facility 3 (1 person for 8 hours. Can be 

reduced according to the number 

of patients) 

Material resource  

Material resources for Safe Water and ORS Solution 

Preparation  

Estimate that 5% of the population 

can be affected 

➢ ORS Sachets  

 

➢ Chlorine tablets or other products for water treatment 

(If the center is supplied by untreated water) 

 

➢ 20-liters closed containers with taps to make the 

ORS solution (solution should be replaced every 6 

hours to avoid contamination) 

➢ 40-liters closed containers with taps to make the 

chlorine solution 

➢ Cups and spoons  

➢ Table 

Plan for 10 sachets for 1 

L/patient/day 

 

Plan for 2 tablets of 33 mg of 

Aquatabs per patient per day 

 

3 

 

 

3 

Material resources for Cleaning and Disinfection   

➢ Soap (disinfection soap) 

 

➢ Handwashing soap (liquid) 

 

➢ Rubber gloves                                                                                            

➢ Chlorine (HTH granules) 

 

 

 

 

 

 

The quantity will depend of the 

surface to clean 

 

 

6 pairs 

Depend of the number of patient. 

The average need is 100g HTH / 

day/ patients. (plan to have in 

reserve anytime at least 1 full 

bucket of chlorine of  45 to 50 kg) 
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➢ Water 

➢ Rubber boots  

➢ Cloths for cleaning (blouse) 

➢ Brush, Mop and bucket  

➢ Handwashing facilities 

➢ Footbath 

➢ Sprayer 

➢ basins for dishwashing 

➢ basins for clothes washing 

➢ Latrines  

➢ Pit with cover for liquid waste such as vomit 

➢ Basic Incinerator  

➢ Bucket of 40 litre for solid waste 

 

 

Plan for 60 litres per patient/per 

day 

3 pairs 

3 

3 

6(at least 2: one at entry and 1 at 

exit) 

6 (at least 2: one at entry and 1 at 

exit) 

3 

 

 

5 

Patient Care Materials  

Buckets of 20 liters to collect feces and vomit  

 

15 

Fence  

Fencing material and skilled persons to build a fence around 

the ORP in order to control the entry of persons  

 

Other Materials  

➢ Tarp ( to protect the handwashing facilities against 

the sunshine)  

➢ poles, and rope for clothes drying,  

➢ Cell phone and airtime, Logbook, Pens, (for 

communication needs like calling for ambulance or 

supply from the closest CTC)  

➢ Educational materials on cholera for communication 

in the ORP with visitors and patients parents about 

cholera prevention 
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ANNEX 16 Assessment of WASH conditions in Health Centers, CTC, and CTU  

  

Name of the Health Center/CTC/UTC: _______________________     Date: _________________________ 

 

Locality: __________________ Sub-district: ________________ District: ___________________                      

 

Governorate: _______________________     GPS Position: _____________________________ 

 

Number of beds: ______ 

 

I-Water supply      
 

A-Problems on Water supply facilities:  
1. Water points : 

 Taps Borehole Wells Other Water Sources 

(indicate) 

Number of water points     

Number of nonfunctional water 

points 

    

Describe the problems (damages)  

 

 

   

   

2. The water canalization system      

a. Damage on the canalization system :     In Good condition   Presence of damages 

b. Number of points of damages : …….  
N° Description of the damage Type of pipe 

(PEHD, PVC, Galva) 
Diameter  

(mm) 

Actions to be taken  

(repair or replace the ) 

1      

2     

3     

4     

  

3. The tank:  

a. Inside cleanness:  1 (clean)      2 (not clean) 

b. Outside cleanness:     1(clean)   2 (not clean) 

c. Cover:   1(covered)                    2 (not covered) 

d. Volume of the tank: ……….. m3      

e. Quantity (volume) of water served by day: …………m3    

f. Complaint of water shortage? ( Ask the question to 3 care takers):     

           1 (no complaints)            2(existence of complaints) 
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4. Water quality     

 a-Turbidity 

1 (lower than 5 NTU)  2 (more than 5 NTU but lower than10 NTU) 3 (more than 10 NTU)   

 

b- Residual chlorine  

1 (between 0.2mg/l and 0.5mg/l)         2 (lower than 0.2mg/l)     3 (more than 0.5mg/l) 

  

c-Complain about water quality? (Ask the question to 3 health workers and 3 care takers)  

 

5.  Hands washing facility  

a- Presence of hand washing facility with chlorinated water  

1 (present)                              2 (absent) 

 

b- Presence of feet cleaning (footbath) facility containing chlorinated water at the entrances and exits of 

the Health Center (managing cholera)/CTC/UTC 1 (present)                              2 (absent) 

NB: in case of no cholera case check if there are at least 2 feet cleaners in the emergency stock)  

 

B- Sanitation issues 

➢ Latrines 

a- Number of cabins of latrines      

b- Number of functional cabins of latrines      

c- Describe why some cabins of latrines are not functional. (If possible include the materials and quantity 

of each material needed to fix the problem of the latrines which are not functional) 

d- Cleanness of the latrines                  1(clean)                         2(not clean) 

 

➢ Sceptic tank  

e- Existence of sceptic tank    

Total number Number in good 

condition 

Number in bad 

condition 

Last disinfection 

date 

    

 

f- Describe those in bad condition and materials needed to rehabilitate the sceptic tank in bad condition 

 

➢ Waste management 

g- The management of the waste       1 (the waste are sorted at source)      2 (waste not sorted at source) 

h- The waste management area    

1(exists, is fenced, and access is restricted to trained persons only) 

2 (exist, is not well fenced, and anyone can have access)            3 (no waste management area exist) 

i- The waste management area is clean      

 1(yes clean)         2 (not clean, waste are stocked for many days even weeks or months) 

 

C- Bathrooms  

a- Total number of cabins of bathroom  

b- Number of no functional cabins of bathroom  
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c- Describe the reason why they are not functional (include if possible the materials _with quantity_ 

necessary to fix the problem  

d- Cleanness of the bathrooms                    1( clean)                      2 (not clean)  

 

D-  Available Resources      

1- Human Resources      

a- Number of staff trained in WASH in CTC 

b- Existence of any cholera prevention activity      1 (yes)            2 (no)     

  

2- Material Resources     

a- Quantity of available chlorine or surface disinfection product 

Provide the exact quantity available 

 

b- Quantity of available protection kit(gloves, protection cloth, protection shoes, eyes protection glass  (ch 

    

c- Quantity of surface cleaning soap available    

1 (the available quantity can cover 1-month soap need for surface cleaning) 

2 (the available quantity can’t cover 1-month soap need for surface cleaning) 

     

d- Quantity of available soap for hand washing  

1 (there is at least 10 pieces of soap of 125 g in stock) 

2 ((there is less than 10 pieces of soap of 125 g in stock) 

  

e- Quantity of cleaning kit (brush and others cleaning tools) 

1(Yes exists) 2 (no cleaning tool is available) 

     

f- Quantity of rubbish cans in good condition available (being used and in stock)  

    

g- Quantity of rubbish cans in good condition effectively made available for use 

    

h- The number of rubbish cans in use with cover 

  

i- The number of rubbish cans in use without cover  

 

E- Protection Problems 

➢ Lighting 

a- Lamps exist for the lighting inside of the latrines and bathrooms in the night (check) 

1 (yes there is functional lamp in each cabin)     2 (there is lamp but no functional/ some cabins don’t 

have functional lamp)   3 (no, there is no lamp)      

 

b- The number of cabins with lamp but no functional (describe the need to fix) 

 

c- The number of cabins without any lighting system in night 
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d- There is lamp to light outside of the latrines and bathrooms area in the night      

1(yes there is functional lamp)       

2 (there is lamp but no functional/ Describe the problem and needs to fix)  

3 (no, there is no lamp)       

 

e- Existence of lamp to light inside the care rooms (check) 

1(yes there is functional lamp)     

2 (there is lamp but no functional/ Describe the problem and needs to fix)     

3(no, there is no lamp) 

     

f- Existence of lamp to light inside the hospitalization rooms in the night (check) 

1(yes there is functional lamp)       

2 (there is lamp but no functional/ Describe the problem and needs to fix) 

3 (no, there is no lamp) 

 

➢ Door issues  

g- Conditions of the doors of latrines and bathrooms 

1 (the doors are all in good conditions)      

2 (the doors exist but some are in bad condition)/Give the number of doors in bad condition and describe 

the needs to fix the problem 

3 (there is no door). Indicate the number of doors necessary 

 

h- Door inside closing system   

1 (all the doors can be closed inside) 

2 (Some doors cannot be closed inside (indicate the number and the need to fix)  

  

F- Maintenance system and sustainable management  

 

➢ Maintenance  

1 (there is skilled technician available to fix the technical problem in the institution or in the community) 

2 (there is no skilled technician available to fix the technical problem in the institution and in the 

community) 

 

➢ Sustainable management 

1(there is clear mechanism to generate the necessary financial resources for WASH related issue)/ 

Describe the source of the funding of the WASH activities in the institution 

2(there is no clear mechanism to generate the necessary financial resources for WASH related issue in 

the institution) 

 

➢ Quality improvement system 

(1) There is a system to collect the complains of the institution users about WASH issues 

(2) There is no system to collect the complains of the institution users about WASH issues 

 

Name and signature of the interviewer:                                      Tel of the interviewer: 

 

 

Name and signature (if possible) of the person interviewed:       Tel of the person interviewed: 
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ANNEX 17 Assessment of WASH conditions in community    

Date: _________________________ 

 

Locality: __________________ Sub-district: ________________ District: ___________________                      

 

Governorate: _______________________     GPS Position: _____________________________ 

 

Number of persons served: ____________ 

 

I-Water supply      

 

A-Problems on Water supply facilities:  

1. Water points : 

 Taps Borehole Wells Other Water Sources 

(indicate) 

Number of functional water points     

Number of nonfunctional water 

points 

    

Describe the problems (damages)  

 

 

   

    

2. The water canalization system      

a. Damage on the canalization system :     In Good condition   Presence of damages 

b. Number of points of damages: …….  

N° Description of the damage Type of pipe 

(PEHD, PVC, Galva) 

Diameter  

(mm) 

Actions to be taken  

(repair or replace the ) 

1   

 

 

 

  

 

2     

 

3     

 

4     

 

  

3. The tank :  

a. Inside cleanness:   1 (clean)   2 (not clean) 

b. Outside cleanness:    1(clean)   2 (not clean) 

c. Cover:     1(covered)              2 (not covered) 

d. Volume of the tank: ………... m3      

e. Quantity (volume) of water served by day: …………m3    

f. Complaint of water shortage? (Ask the question to 3 care takers):     

  1 (no complaints)                2(existence of complaints) 
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4. Water quality     

 a-Turbidity 

1 (lower than 5 NTU)  2 (more than 5 NTU but lower than10 NTU) 3 (more than 10 NTU)   

 

b- Residual chlorine  

1 (between 0.2mg/l and 0.5mg/l)         2 (lower than 0.2mg/l)     3 (more than 0.5mg/l) 

  

c-Complain about water quality? (Ask the question to 3 health workers and 3 care takers)  

 

➢ Waste management 

d- (1) There is waste collection service   (2) There is no waste collection service 

e- The public places are clean 

 

B. Available Resources      

1- Human Resources      

a- Number of trained persons to fix water facilities problems (write the number) 

b-Do they need training?           1(yes)                    2 (no)     

2- Material Resources     

a- Availability of spare parts in the community   1(yes)                 2 (no)  

b- There is financial resources available to buy the spare parts 1(yes)                 2 (no)  

 

C- Gender issue 

The water facility is accessible to men, women, young, elders, minority member, disable    

1(yes)                 2 (no)  

 

D- Sustainable management  

 

➢ Sustainable management 

1(there is clear mechanism to generate the necessary financial resources for WASH related issue)/ Describe 

the source of the funding of the WASH activities in the institution 

 

2(there is no clear mechanism to generate the necessary financial resources for WASH related issue in the 

institution) 

 

➢ Quality improvement system 

(1)There is a system to collect the complains of the institution users about WASH issues 

(2)There is no system to collect the complains of the institution users about WASH issues 

 

 

 

Name and signature of the interviewer                                                                  Tel of the interviewer 

 

 

Name and signature (if possible) of the person interviewed                                  Tel of the person interviewed 
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ANNEX 18 Assessment of WASH conditions in IDPS camp   

Name of the IDP camp:____________________________________  Date: ________________________ 

 

Locality: __________________ Sub-district: ________________ District: ___________________                      

 

Governorate: _______________________     GPS Position: _____________________________ 

 

Number of persons served: ____________ 

 

I-Water supply      

A-Problems on Water supply facilities:  

 

1. Water points : 

 Taps Borehole Wells Other Water Sources 

(indicate) 

Number of functional water points     

Number of nonfunctional water 

points 

    

Describe the problems (damages)  

 

 

   

    

2. The water canalization system      

a. Damage on the canalization system :     In Good condition   Presence of damages 

b. Number of points of damages: …….  

N° Description of the damage Type of pipe 

(PEHD, PVC, Galva) 

Diameter  

(mm) 

Actions to be taken  

(repair or replace the ) 

1      

 

2     

 

3   

 

  

4     

 

  

3. The tank :  

a. Inside cleanness :   1 (clean)   2 (not clean) 

b. Outside cleanness :     1(clean)   2 (not clean) 

c. Cover :     1(covered)   2 (not covered) 

d. Volume of the tank: ……….. m3      

e. Quantity (volume) of water served by day: …………m3    

f. Complaint of water shortage? ( Ask the question to 3 care takers):    

 1 (no complaints)                              2(existence of complaints) 
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4. Water quality     

a-Turbidity 

1 (lower than 5 NTU)  2 (more than 5 NTU but lower than10 NTU) 3 (more than 10 NTU)   

 

b- Residual chlorine  

1 (between 0.2mg/l and 0.5mg/l)         2 (lower than 0.2mg/l)     3 (more than 0.5mg/l) 

  

c-Complain about water quality? (Ask the question to 3 health workers and 3 care takers)  

  

5.  Hands washing facility and feet cleaning facility (footbath) 

a- Presence of hand washing facility with chlorinated water  

1 (present)                             2 (absent) 

  

B- Sanitation issues 

➢ Latrines 

a- Number of cabins of latrines      

b- Number of functional cabins of latrines      

c- Describe why some cabins of latrines are not functional. (If possible include the materials and quantity 

of each material needed to fix the problem of the latrines which are not functional) 

d- Cleanness of the latrines                  1(clean)                         2(not clean) 

 

➢ Sceptic tank 

e- Existence of sceptic tank    

Total number Number in good 

condition 

Number in bad 

condition 

Last disinfection 

date 

    

 

f- Describe those in bad condition and materials needed to rehabilitate the sceptic tank in bad condition 

 

➢ Waste management 

g- There is waste collection service  

h- The public places are clean 

➢ Bathrooms (only for IDPS camp) 

i- Total number of cabins of bathroom  

j- Number of no functional cabins of bathroom  

k- Describe the reason why they are not functional (include if possible the materials _with quantity_ 

necessary to fix the problem  

l- Cleanness of the bathrooms                    1( clean)                      2 (not clean)  

 

C. Available Resources      

1- Human Resources      

a- Number of cleaners hired      

b- Number of  cleaners effectively performing their job well  
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c- Describe the reasons why some hygienic cleaners are not doing their job  (investigate)   

   

2- Material  Resources     

d- Quantity of available chlorine                   Provide  the exact quantity available 

e- Quantity of available protection kit(gloves, protection cloth, eyes protection glass  (check)     

1 (the number of kit allows each cleaner to have at least one pair one kit at the same time)                       

2 (all the hygienists can’t have at least one kit at the same time)     

f- Quantity of surface cleaning soap available    

1 (the available quantity can cover 1 month soap need for surface cleaning) 

2 (the available quantity can’t cover 1 month soap need for surface cleaning)     

g- Quantity of available soap for hand washing (write the quantity) 

  

h- Quantity of cleaning kit ( brush and others cleaning tools) 

1(There is kit available for each cleaner at the same time)  2 (There number of kit is lower than the 

number of cleaners)     

i- Quantity of rubbish cans in good condition available (being used and in stock)     

j- Quantity of rubbish cans in good condition effectively made available for use    

k- The number of rubbish cans in use  with cover  

l- The number of rubbish cans in use  without cover 

  

D- Protection Problem  

➢ Lighting 

a- Lamps exist for the lighting inside of the latrines and bathrooms in the night (check) 

1 (yes there is functional lamp in each cabin)       2 (there is lamp but no functional/ some cabins don’t 

have functional lamp)   3 (no, there is no lamp)      

 

b- The number of cabins with lamp but no functional (describe the need to fix) 

c- The number of cabins without any lighting system in night 

d- There is lamp to light outside of the latrines and bathrooms area in the night      

 1(yes there is functional lamp)       2 (there is lamp but no functional/ Describe the problem and needs to 

fix) 3 (no, there is no lamp)       

e- Existence of lamp to light inside the care rooms (check) 

1(yes there is functional lamp)       2 (there is lamp but no functional/ Describe the problem and needs to 

fix)     

    3(no, there is no lamp)  

f- Existence of lamp to light inside the hospitalization rooms in the night  (check) 

1(yes there is functional lamp)       2 (there is lamp but no functional/ Describe the problem and needs to 

fix) 

3 (no, there is no lamp) 

 

➢ Door issues  

g- Conditions of the doors of latrines and bathrooms 

1 (the doors are all in good conditions)      

2 (the doors exist but some are in bad condition)/Give the number of doors in bad condition and describe 

the needs to fix the problem 
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3 (there is no door). Indicate the number of doors necessary 

 

h- Door inside closing system   

1 (all the doors can be closed inside) 

2 (Some doors cannot be closed inside (indicate the number and the need to fix)  

  

E- Maintenance system and sustainable management  

 

➢ Maintenance  

1 (there is skilled technician available to fix the technical problem in the institution or in the community) 

2 (there is no skilled technician available to fix the technical problem in the institution and in the 

community) 

➢ Sustainable management 

1(there is clear mechanism to generate the necessary financial resources for WASH related issue)/ 

Describe the source of the funding of the WASH activities in the institution 

 

2(there is no clear mechanism to generate the necessary financial resources for WASH related issue in 

the institution) 

 

➢ Quality improvement system 

(1)There is a system to collect the complains of the institution users about WASH issues 

(2)There is no system to collect the complains of the institution users about WASH issues 

 

 

Name and signature of the interviewer                                                                  Tel of the interviewer 

 

 

Name and signature (if possible) of the person interviewed                                  Tel of the person interviewed 
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ANNEX 19:  Assessment of WASH conditions in School     

Name of the School: ____________________________________ Date: __________________________ 

 

Locality: __________________ Sub-district: ________________ District: ___________________                      

 

Governorate: _______________________     GPS Position: _____________________________ 

 

Number of students: ____________ 

 

I-Water supply      
A-Problems on Water supply facilities:  

 

1. Water points : 

 Taps Borehole Wells Other Water Sources 

(indicate) 

Number of water points     

Number of nonfunctional water 

points 

    

Describe the problems (damages) 

 

 

 

   

   

2. The water canalization system      

a. Damage on the canalization system :     In Good condition   Presence of damages 

b. Number of points of damages: …….  

N° Description of the damage Type of pipe 
(PEHD, PVC, Galva) 

Diameter  

(mm) 

Actions to be taken  

(repair or replace the ) 

1     

 

2     

 

3     

 

4     

 

  

3. The tank :  

a. Inside cleanness :  1 (clean)   2 (not clean) 

b. Outside cleanness :  1(clean)   2 (not clean) 

c. Cover :     1(covered)   2 (not covered) 

d. Volume of the tank: ……….. m3      

e. Quantity (volume) of water served by day: …………m3    

f. Complaint of water shortage? ( Ask the question to 3 care takers):     

                             1 (no complaints)                                                  2(existence of complaints) 
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4. Water quality  

a-Turbidity 

1 (lower than 5 NTU)  2 (more than 5 NTU but lower than10 NTU) 3 (more than 10 NTU)   

 

b- Residual chlorine  

1 (between 0.2mg/l and 0.5mg/l)         2 (lower than 0.2mg/l)     3 (more than 0.5mg/l) 

  

c-Complain about water quality? (Ask the question to 3 health workers and 3 care takers)  

 

5.  Hands washing facility  

a- Presence of hand washing facility with chlorinated water  

1 (present)                             2 (absent)  

 

B- Sanitation issues 

➢ Latrines 

a- Number of cabins of latrines      

b- Number of functional cabins of latrines      

c- Describe why some cabins of latrines are not functional. (If possible include the materials and quantity 

of each material needed to fix the problem of the latrines which are not functional) 

d- Cleanness of the latrines                  1(clean):                         2(not clean) 

 

➢ Sceptic tank  

e- Existence of sceptic tank    

Total number Number in good 

condition 

Number in bad 

condition 

Last disinfection 

date 

    

 

f- Describe those in bad condition and materials needed to rehabilitate the sceptic tank in bad condition 

 

➢ Waste management 

g- The management of the waste       1 (the waste are sorted at source)       2 (waste not sorted at source) 

h- The waste management area    

1(exists, is fenced, and access is restricted to trained persons only) 

2 (exist, is not well fenced, and anyone can have access)           3 (no waste management area exist) 

i- The waste management area is clean      

 1(yes clean)                    2 (not clean, waste are stocked for many days even weeks or months) 

 

C. Available Resources      

1- Human Resources      

a- Number of teachers trained for conducting WASH in school 

b- Existence of any WASH promotion related association in the school     1 (yes)          2 (no)  
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2- Material Resources     

a- Quantity of available chlorine or surface disinfection product 

Provide  the exact quantity available 

 

b- Quantity of available protection kit (gloves, protection cloth, protection shoes, eyes protection glass (ch 

    

c- Quantity of surface cleaning soap available    

1 (the available quantity can cover 1-month soap need for surface cleaning) 

2 (the available quantity can’t cover 1-month soap need for surface cleaning)  

    

d- Quantity of available soap for hand washing  

1 (there is at least 10 pieces of soap of 80 g in stock) 

2 ((there is less than 10 pieces of soap of 80 g in stock)  

 

e- Quantity of cleaning kit (brush and others cleaning tools) 

1(Yes exists) 2 (no cleaning tool is available)   

   

f- Quantity of rubbish cans in good condition available (being used and in stock)  

    

g- Quantity of rubbish cans in good condition effectively made available for use  

   

h- The number of rubbish cans in use  with cover  

 

i- The number of rubbish cans in use without cover  

 

D- Protection Problems 

➢ Door issues  

a- Conditions of the doors of latrines and bathrooms 

1 (the doors are all in good conditions)      

2 (the doors exist but some are in bad condition)/Give the number of doors in bad condition and 

describe the needs to fix the problem 

3 (there is no door). Indicate the number of doors necessary 

 

b- Door inside closing system   

1 (all the doors can be closed inside) 

2 (Some doors cannot be closed inside (indicate the number and the need to fix)  

  

E- Maintenance system and sustainable management  

 

➢ Maintenance  

1 (there is skilled technician available to fix the technical problem in the institution or in the community) 

2 (there is no skilled technician available to fix the technical problem in the institution and in the 

community) 

➢ Sustainable management 

1(there is clear mechanism to generate the necessary financial resources for WASH related issue)/ 

Describe the source of the funding of the WASH activities in the institution 



 

73 
 

 

2(there is no clear mechanism to generate the necessary financial resources for WASH related issue in 

the institution) 

 

➢ Quality improvement system 

(1)There is a system to collect the complains of the institution users about WASH issues 

(2)There is no system to collect the complains of the institution users about WASH issues 

 

 

 

 

Name and signature of the interviewer                                                                     Tel of the interviewer 

 

 

Name and signature (if possible) of the person interviewed                                  Tel of the person interviewed 
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ANNEX 20 Recommended Chlorine solutions concentrations per usage and per chlorine 

source 

Usages  

Vomit, 

excreta, 

corpses, 

shoes 

Floors, 

latrines, 

waste,… 

House, 

bedclothes, 

car seats, 

cloths, … 

Hands, skin, 

dishes 
Fruits and vegetables washing, 

Drinking 

Chlorine 

concentration 2% 0,5% 0,2% 0,05% 0,5 mg/l 

Stability 
Solution is 

stable one 

week 
Solution is 

stable 24h 
Solution is stable 

24h Solution is stable 24h   

HTH 70% for a 

20 litres bucket 
600 gr = 40 

tablespoons 
150 gr = 10 

tablespoons 
60 gr = 4 

tablespoons 15 gr = 1 tablespoon Do not use directly for drinking water 

Aquatab 67mg         2 tablets 

 

  

Annex 21 Camp Outbreak Control Team for each governorate – contact details (to be 

added by each camp) 

 

 

Annex 22 Specific site data – template form to be completed for each camp/site 

- Baseline data and mapping of specific risks for each area 

- Site specific procedures & assigned responsibilities with regard to preparedness and surveillance 

- Key contact points and referral pathways 

- Outbreak response action plan specific to each site 

- Work plan to ensure all preparedness and surveillance actions are in place 
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Annex 23 Recommendations from the cholera lessons learned meeting held on 2 April 

2018 

 

i. Policy 

• Declare the outbreak using correct terminology. Outbreak declaration should be done using the term 

“cholera” for more precision and effectiveness. 

• Set a cholera outbreak definition as follows: 

“Cholera can be endemic or epidemic. A cholera-endemic area is an area where confirmed cholera 

cases were detected during the last 3 years with evidence of local transmission (meaning the cases 

are not imported from elsewhere). A cholera outbreak can occur in both endemic countries and in 

countries where cholera does not regularly occur. Laboratory confirmation of the first 10–20 cases 

that are epidemiologically linked is essential to ascertain that this is a cholera outbreak.” 

 

ii. Coordination  

• Activate the cholera task force and conduct regular meetings at central and peripheral levels with 

concerned ministries, governorates and UN Agencies. 

• Activate Cholera Control and Command Center (C4) and ensure that all concerned parties 

participate in all meetings and all relevant actors initiate respective preparedness activities as 

referred to in the Cholera Preparedness Plan. 

• Update and disseminate to all stakeholders the national cholera outbreak and response plan for 2018. 

• Coordinate with transparency between the MOH and other major stakeholders including the 

Directorates of Health and Directorates of water and wastewater at Governorate level, as well as 

humanitarian actors for ensuring safe water supply and sanitation (with especial attention to the 

WASH services/facilities in the schools). 

• Conduct regular meetings at central and peripheral levels with concerned ministries, governorates, 

UN Agencies and major humanitarian actors. 

• Strengthen data collection, regular reporting and monitoring system, and ensure appropriate level of 

regular information sharing/communication among relevant actors. 

• Conduct joint supervisory visits by the local water and health authorities to the water plants in their 

areas of responsibility. 

 

iii. Surveillance 

• MOH and department of health, department of water and humanitarian actors in the field  must 

timely share (within 48 hours) cholera epidemiological data (confirmed and suspected cases) and 

water test results for preparedness and response with relevant ministries, DOH, UN agencies and key 

humanitarian actors. 

• Increase engagement of DOH and water establishments at the governorate level in the provision and 

water quality monitoring and testing on a regular basis. 

 

iv. Case Management  

• Ensure readiness of medical materials, human resources and logistics for deployment to at-risk areas. 

• Train staff serving in community health centers and hospitals on cholera case management protocol, 

on infection control and cholera case definition to prevent over-treating cholera cases. 

• MOH/DOHs to conduct a monthly ORS and Zinc stock inventory at the central and peripheral 

levels. 

 

v. Laboratory – PHL and CPHL 

• Decentralize testing to minimize re-testing at CPHL level. 
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• CPHL should test no more than 5% of the negative samples from peripheral laboratories for quality 

control purposes. 

 

vi. Health promotion  

• Use the term “cholera” instead of acute diarrhea on awareness material and during health promotion 

campaigns. Special attention should be given to high risk areas and mass gathering events. 

• Intensive promotion (among the community and health workers) is recommended in using ORS for 

AWD as a life-saving action to prevent dehydration. 

 
  



 

77 
 

Annex 24 The Ministry of Health’s Annual Plan for Control of Diarrheal Disease 

 

Ministry of Health 

Department of Public Health 

Center for Communicable Diseases Control 

Division of Acute Enteric Diseases 

Annual Plan for Control of Diarrheal Disease (Cholera) (ICD-10 A00)  

 

For the year 2018 

 

Introduction: 

Cholera (epidemic diarrhea) has been widespread since 1961 and now affects at least 98 countries. Experience 

has shown that cholera cannot be prevented from entering any country, but can be contained within the country 

by following appropriate control measures, below are points on the disease: 

1. Cholera cases are mild in more than 90% of these cases and are therefore difficult to distinguish 

from other types of acute diarrheal diseases. 

2. The presence of carriers without showing symptoms. 

3. Cholera mortality rates can be reduced to less than 0.2 % by oral fluid replacement therapy or 

intravenous fluid. 

4. There is no effect of mass chemoprophylaxis or the quarantine on the impact 

in the treatment of cholera outbreaks or prevention. 

5. The most effective way of reducing the risk of cholera for individuals is to consider drinking and 

eating habits, safe disposal of waste and personal hygiene. 

6. Due to the advantage of its speed of cholera spreading and causing illness in many deaths in severe 

cases, it is a health problem, such as requiring special monitoring and control of attention. 

7. Cholera is a disease one of the oldest infectious diseases and can cause a lot of 

deaths in the event of the failure to take the appropriate and rapid preventive and curative 

measures, and it is endemic in Iraq, where the number and the rate of incidence and 

mortality for the years of the last five as shown in the following table:  

 

THE 

YEAR 

NUMBER OF 

CASUALTIES 

RATE OF INFECTION PER 

100,000 POPULATION 
DEATHS 

MORTALITY RATE% 

OF INJURIES 

2013 1 0.003 0 0 

2014 0 0 0 0 

2015 2868 8.2 2 0.07 

2016 3 0.008 0 0 

2017 505 1.33 3 0.6 

Note: there were outbreaks of cholera in Iraq during 2015 and 2017 
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Objectives:  

1. To control and decrease the spread of the disease and the emergence of outbreaks through the activation 

of preventive and curative measures and improve the quality of service performance 

2. Reduce the mortality rate to less than 0.2% of the total cases 

   

Strategies:  

1. Early case detection of carriers by providing laboratory materials needed for early detection of cholera 

2. Appropriate diarrheal cases management and ensuring the provision of special therapeutic medicine  

3. Training and strengthen the capacity of medical, laboratory and epidemiological health personnel 

4. Raising awareness and educating the community about the risks of the disease and ways to prevent it. 

5. Coordinate with the relevant ministries and departments to provide safe drinking water for all citizens 

of the Republic of Iraq as well as safe food 

6. Supervision and follow-up. 

 

1. Early detection of cases and carriers of the disease:  

A- Standard case definition: - 

• Acute diarrhea: - A person suffering from recurrent light or watery diarrhea three times or more 

within 24 hours for no more than Fourteen days. 

• Suspected case of Cholera: A person who suffers from acute (not bloody) watery diarrhea without 

pain, with or without vomiting regardless of the person's age. 

• Possible case of cholera: A suspected case with signs of dehydration among five years of age 

because of acute watery diarrhea (without blood), or any death of a person got acute watery 

diarrhea or suspected case of contact with a confirmed case                           

• Confirmed case: Isolation of (O1, O139) from the feces of a person 

suffers from acute watery diarrhea. 

• Disease carrier: a person carrying Vibrio cholerae but did not show clinical symptoms       

B. Implementation Mechanism:  

   (1) Monitoring and recording cases of acute diarrhea by all health institutions, as follows: - 

• Open a special registry to record cases of acute diarrhea, Annex (1). 

Sending the immediate notification form [which had been circulated by the Epidemiological Surveillance 

Section] for any suspected cholera cases to Center for Disease Control / epidemiological monitoring Division. 

 

• Raising the zero weekly reports from the first level health facility (health 

center) to the District Primary Health Care Sectors, then to the Epidemiological Surveillance Units 

in coordination with the Enteric disease in Public Health Departments and then to 

the Epidemiological Surveillance Section / Center for Communicable Diseases Disease Control  

 

    (2) - Information Analysis: Upon receiving above information, the data analysis up to by the Health 

centers, District Health Sectors; the Epidemiological Surveillance and Enteric Disease Units at the 
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Province’s Public Health Departments and Epidemiological Surveillance and Enteric Disease Sections / 

Center for Communicable Diseases Disease Control. The analysis to be done by the health care workers 

in above units and sectors, concentrating on any an expected increase in diarrhea incidence trends and 

interpretation of increasing in incidence of diarrhea according to available variables 

(the patient, the environment and causative agent), with appropriate feedback by the Center for 

Communicable Diseases / Epidemiological Surveillance Division and in coordination with the Division 

of Enteric Diseases to Public Health Departments in the governorates, including to the primary health 

care sectors and then to health centers. 

  

(3) - Testing of patients' stool specimen who fit the standard case definition of the disease to 

investigate Vibrio cholerae with following notes:  

• The specimen to be taken before giving antibiotics. 

• Open a record in the laboratory of the health facility to 

record all of the information requested (Annex 2). 

• When the results are positive for Vibrio cholerae, take the following effective and 

immediate actions: 

First: Measures at Health Centers level: 

• Immediately notification of the case (from the health facility to the district health sector to the Enteric 

Diseases Unit in coordination with Epidemiological Surveillance Unit  

in the Department of Health and then to the  Center for Control Communicable Diseases / Division 

Epidemiological Surveillance in additional to the Enteric Diseases Division  within 24 hours and 

through any fastest communication mean. 

• The Cholera Vibrio to be isolated in hospital laboratories or public health laboratories in the governorate 

after sending samples with Carrier - Blair media from health centers.   

• Update reported cases in terms of their numbers and locations on the epidemiological map of the health 

centers and health districts  

• Rapid Response Teams from directorate of health to investigate and visit the house of the reported 

case and make active case finding for unidentified cases and take stool specimen from contacts and 

from diarrhea cases around the affected area And to take samples from the water sources 

and assessing the environmental status at the case's residency and using a special form prepared for 

this purpose by the Center for the Control of Communicable Diseases / Division of acute 

enteric diseases, (Annex 3). 

  

Second: Measures at Public Health Laboratory in the provinces:  

• Examination of positive and negative specimens sent by all health institutions in the governorate. 

• Send all positive and confirmed isolates in hospital laboratories and public health laboratories in 

the Governorates to the reference Central Public Health Laboratory (CPHL) in Baghdad for double 

checking. 
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• Sending random samples of at least 10 % of total samples tested from public health laboratories in the 

Governorates, which had negative results to CPHL for quality control purposes on weekly basis and 

through appropriate sample sending methods.  

• Training laboratory staff in order to increase their diagnostic performance. 

• Provide enough laboratory diagnostic materials for at least three months as a precaution in 

all provincial health departments, while ensuring that the validity and expiry of the. 

Third: The measures at the Central Public Health Laboratory (CPHL) in Baghdad: 

• Conducting confirmatory tests, quality control tests and sensitivity tests for antibiotics on the 

specimens sent from the provinces periodically. 

• Sending the results to the Center for the Communicable Disease Control  / 

Division of Acute Enteric Diseases and The  Departments Health in all the provinces to act 

accordingly when dealing with data if a cholera results are and act accordingly to manage cholera 

cases, and the results of CPHL will be the final. 

• The health departments in all governorates are assisted by the Central Public Health Laboratory in 

Baghdad and the Department of Health’s Laboratories Sections of the Technical Affairs 

Department to provide media and transport culture to investigate for cholera vibrios and in 

sufficient quantities. 

• Issuing and circulating scientific instructions in area of (taking, storing, and sending specimens) (Annex 

4).  

2 – Appropriate clinical diarrhea case management: 

a) Print and put on the walls the standard case definition of the disease mentioned in this plan as well 

as the clinical management algorithm adopted by the world Health Organization in all health 

facilities to be accessible to medical and health care workers to have easy access of case 

management (Annex 5).  

b) Activate the work of the oral rehydration corners and ensuring provision of Oral Rehydration 

Salt (Dextrolyte) sachet, zinc tablet, suitable place and other necessary supplies and trained staff 

under supervision and guidance of Integrated Child Health Care Unit in the Primary Health 

Care Section in the Department of Public Health and its counterpart units in the health departments in 

the provinces.  

c) Provision of treatment needs, which include (cannulas, dispensers , Oral and intravenous solutions, 

antibiotics and other supplies) , and to fill the shortfall through coordination between the Department 

of Health and the General Company for the Marketing of Medicines and Medical supplies 

and Technical affairs calculating the needs by expected number of patients equal to 0.002 

multiplied by the population, taking in consideration to provide 650 ORS  

and 240  Ringer lactate solution bags of (500 ml ), with the necessary equipment for every 100 

patients from various cases of simple, medium and severe . 

d) Appropriate waste disposal of Diarrhea cases and preparation of personal protection equipment for 

health workers to prevent the infection from within the health institution. 
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e) Open isolation words in all public hospitals to admit and treat cases of epidemic diarrhea (cholera) and 

do not transfer sick patients with severe diarrhea from general hospitals to Fever hospitals 

to avoid the occurrence complications for patients during transferring. 

f) When a death due to diarrhea has occurred for suspected or confirmed cholera cases, The death 

case should be discussed and a report prepared for that according to a form prepared by the CDC / 

Division of Acute Enteric Diseases and send copies of the report to the center for control of the 

communicable diseases (Annex 6). 

 

3. Training and Development:  

a) Training of medical and health staff (epidemiological and laboratory), including rapid response 

teams to control cholera by the acute enteric unit or sector as necessary and reporting on 

the implementation of each session to the CDC / AED. 

b) Emphasize the training of medical and health staff working in emergency words, especially the 

amount of intravenous fluids given to diarrheal patients (cholera) of severe dehydration. 

c) Encourage epidemiological and laboratory staff to undertake research on control of diarrheal diarrhea 

(cholera). 

d) Conduct effective field surveys to monitor any increased incidence of diarrhea in any region. 

4 - Awareness and health education about the risks of disease and prevention methods : - 

a) Holding public symposia and in coordination with civil society organizations and supporting 

bodies under the supervision of the acute enteric diseases unit and the sector and intensifying these 

seminars based on the epidemiological situation. 

b) Broadcast television and health messages through local and national television channels starting from 

the first of a month February of the year in 2017 and assume that the Department of Health 

Promotion and the people of his counterparts in the provinces and in coordination 

with the control of the Center for Control of Communicable Diseases and the people of 

the Communicable diseases in Departments of health. 

c) Printing and publishing posters, brochures and banners in mass gathering and public places. 

d) Implementation sessions for health awareness in health facilities on the prevention 

of the disease mode of transmission. 

e) Activating awareness and health education activities in schools, colleges and institutes through 

coordination between the directorates of education and the heads of universities on the one hand and 

the school health division and its counterpart units on the other hand. 

   

 5. Coordinate with the relevant ministries and departments to secure water suitable for human 

consumption through : 

a) Examination of all workers in water projects (culture of stool for cholera and salmonella) every six 

months, implemented under the supervision and follow - up health inspection department 

and the people and units of his counterpart in the health departments in the provinces 

and in coordination with the relevant authorities.  

b) Examination of free chlorine ratios per day and in three points: near point of water project, 

intermediate point and far point) by workers in health centers and in coordination with each other in 
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terms of proximity and distance from the water project and open record to the results of 

accurate measurement, and to report any water treatment failure in real time to concerned 

counterparts within the geographical area of the health center and later enhanced by official 

letters. The chlorine ratio shall be in farest point in the network less than (0.3) parts per 

million (Annex 7), and under the supervision of the health inspection workers.   

c)  Each health center to withdraw two samples of    water for the purposes of microbial testing and 

under the supervision of Health inspection monitors are tested at the public health laboratory in the 

province, the later to inform the health center as soon as the results appear and under the supervision and 

follow-up of the health inspection monitor. 

d) Follow-up the provision of alum and chlorine materials for all water projects by the concerned 

authorities. 

e) Coordinate with the Directorate of Water of the Governorate by linking all water projects 

with emergency power lines or supplying them with generators by the concerned authorities. 

f) Run all water projects at full capacity during high temperature rise. 

g) Monitoring and repair of network leaks and breaks by the concerned authorities. 

h) Preparation of water tanker vehicles and subject them to chlorine testing and equipped 

with health permits issued by the Health Inspection Division and supported by the Provincial 

Council. 

i) The health center identify high - risk areas (areas not served with potable water 

network, areas and displaced populations, areas high proportion of pollution in the water, areas 

recorded a continuous decline in the measurement of chlorine ratio, the areas where large 

numbers of cases of diarrhea and areas where previously 

reported cholera) and the preparation showed a list of those areas and delivered the list of those 

areas to the provincial council or municipal council for the purpose of providing those area with 

potable water appropriate for a human consumption. 

j) The provision of water sterilization tablets and distributed to high - risk areas , according to 

the following:  

• Providing families in high risk areas with monthly quotas of one tablet per day for the family 

consisting of five people or less (thirty tablets per month) and two tablets a day for the family 

consisting of (5-10 people), i.e. (60) sixty tablets per month and so on. This quotas could be 

increased during epidemics of cholera or typhoid fever, or whenever necessary for preventive 

health, and to consider the distribution of water sterilization tablets for high-risk areas of 

preventive tasks to be followed by units of acute enteric diseases and sectors and health 

centers . 

• Opening a special record on how to receive and distribute tablets in addition to other 

preventive materials and under the supervision of the director of the health center and follow-

up the director of the sector and responsible departments in the Department of Public Health. 

• Conducting health education for the beneficiaries of the said article and how to use it and its 

benefits (One tablet is enough to sterilize twenty liters of water and uses water after half an 

hour). 
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k) The imposition of health inspection on the public stores and putting them under its control, 

including school shops and restaurants of colleges and institutes under the laws and instructions 

issued in this regard. 

l) Forming committees to follow up and implement the plan above and overcome difficulties and 

constraints (Annex 8). 

m) A local plan by the unit of acute enteric diseases counter and sent to the Center for Disease 

Control for Communicable Diseases / Division of acute enteric diseases 

n) Attention to the displaced populations and follow-up, and control of cases of epidemic diarrhea 

among them.   

6. Supervision and follow - up:  

A - Documentation and sending statistics:  

1. Recording all diarrhea cases on weekly basis and report them to the epidemiological 

surveillance division, according to the weekly format for monitoring the epidemiological. 

2. The immediate notification of any suspected cholera cases  

3. Sending the stocks of laboratory, treatment materials and supplies, the 

sterilization of water pills, through the monthly report (Annex 9) and (Annex 10) within monthly 

statistics 

4. Sending the implementation of the monthly activities (courses, seminars, follow-up visits, meetings 

of the higher committees ... etc) As well as a report on epidemiological analysis to the Division of acute 

enteric diseases / control center of the transitional diseases. 

5. Monthly Statistics Sent from provincial health departments to the Center for Control of 

Communicable Diseases / Division of acute enteric diseases up to a maximum of (15th) of each 

month. The registered diarrhea cases shall be identical to that of the Epidemiological Surveillance 

Unit in the Public Health / Provincial Health Departments. The statistics sent shall be audited by 

the Director of the Division of Communicable Diseases and Director of the Unit of acute enteric 

diseases 

 

2-      Supervisory visits:  

a) Centralized by the acute enteric diseases department at the Center for Disease Control for 

Communicable Diseases to visit counterpart units and health institutions in the provincial health 

departments. 

b) Local: by counterpart units in health departments in the governorates to visit their health facilities. 

c) The health departments in the governorates are evaluated and in light of what is achieved and 

followed up from the elements of the annual plan to control Cholera.      
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Annex (1) 

Table of acute watery diarrhea records Epidemic (cholera) for the year___  

# Full Name Age Sex 
the full 

address 

History of 

appearance 

of 

symptoms 

Date of 

diagnosis 

Type of infection 

Ogawa Anaba NAK 
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Annex (2) 

The laboratory logbook for diarrheal diarrhea cases to investigate cholera outbreaks 

  

T 
Full 

Name 
Age Sex 

the full 

address 

Date of 

taking 

the 

specimen 

The test result The date 

of sending 

the 

samples to 

the 

central 

laboratory 

for the 

check 

negative 

positive 

  

Ogawa Anaba NAK 
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Annex (3) 

Epidemiological Investigation of Epidemic Diarrheal Disease (Cholera) 

The triple name   

Mobile number   

Title Governorate: Jurisdiction Area: 

Locality: Alley: Dar:     Nearest point function: 

Date of birth (old)   

Sex             Male                            Female 

Profession (if there is more 

than one profession) 

  

  

Onset symptoms       /       /    201 8 

Symptoms Nausea     Vomiting    Abdominal cramps Headache    

Muscle cramps           Other (remember) 

Period of appearance of 

symptoms in days 

  

Place of consultation Hospital                   Outpatient clinic 

Health center 

In case of hospitalization Date of entry     /       / 2018  

Date of discharge  /       /2 018 

DEhydration level (treatment 

plan) 

No Dehydration (plan A): 

Some Dehydration (Plan B): 

Severe Dehydration (Plan C): 

Has the patient been given 

antibiotics? 

Yes              No  

if Yes; Type of Antibiotics: 

Disease Outcome Improved         Still sick    Died in the hospital Died at 

home         Unknown 

Health status of patients Diabetes        Stomach diseases / heart disease 

Immunodeficiency  

Liver Disease  

Kidney Disease 

Laboratory information Was a sample taken?         Type of sample?    

Date of taking the sample:     /        / 2 018 

Rapid Test:       Negative   Positive    Not done  

Culture Test:     Negative   Positive    Not done  

 

If positive what kind of Vibrio? 

Antibiotic sensitivity?     Tested:    Not Tested   

 

- List of sensitive antibiotics 

- List of antibiotic resistance 
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Source of drinking water Asala[netweork]  

RO  

Bottled water 

Other sources (e.g., river water, lakes, wells etc) 

  

  

Test results of water Free chlorine in water: 

Bacteriology failure : 

Chemical failure:  

Did the patient eat fish or 

other uncooked seaweeds? 

Yes, no 

If yes: What? 

Where was it taken? 

Date taken?    /       / 2018 

Did the patient eat unhealthy 

vegetables or fruits? 

Yes, no 

If yes: What? 

Where were they dealt? 

Date taken up?      /      / 2017 

  

Does the patient use any of 

the treatments mentioned 

before the thirtieth day of 

onset of symptom? 

Antibiotics:              Yes    No  Unknown    Specify 

Chemotherapy:       Yes    No   Unknown   Specify 

Radiation Therapy:  Yes    No   Unknown  Specify: 

Steroid:                   Yes     No   Unknown  Specify 

Treatment ulcer:     Yes    No    Unknown  Specify 

Other 

5 days before the onset of the 

disease. Is the patient traveled 

outside Iraq? 

Yes              No                Unknown 

If yes: where? 

Date of travel:     /   / 2018 Date of return: / / 2018 

Do you know a patient who 

has the following symptoms 

newly emerged (fatigue, 

diarrhea, fever, abdominal 

pain) 

Yes        No                Unknown 

If yes: what is the degree of kinship? 

History began to show symptoms?     /    / 2017 

Are he/she exposed to the same risk factors listed 

above?  

If yes: What? 

Does the patient live in a 

camp for the displaced? 

Yes              No                  Unknown 

Pregnancy for women Yes               No                 Unknown 

 Date of completing the form:    /               / 2018 

Name of health facility:                 Sector:                              Department: 

Name of the person who collected the data: - 
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Annex (4) 

Laboratory preparations to control cholera 

First: laboratory readiness 

1. Preparing laboratory personnel to perform the examination correctly and with advanced 

performance. 

2. Preparing the laboratories of the requirements and requirements of the performance of the 

examination correctly with rapid diagnosis and accurate taking into account the expected rate of cases. 

3. The Central Public Health Laboratory is responsible for conducting bacteriological confirmation 

tests. 

4. Prepare public health laboratories to receive all specimens to perform cholera testing and 

advanced performance testing. 

5. Provide the carrier medium CARY & BLAIR MEDIUM and distributed to all public health 

laboratories in the provinces and is prepared in plastic pipes or glass capacity (10) ml and size (2-3) ml. 

6. Requirements must be sufficient for three to four months in all laboratories. 

7. A trained and trained team should be identified to control the situation. 

8. Send all positive isolates and 10% of the negative isolates to the Central Public Health Laboratory 

to perform the confirmatory tests. 

  

Second: the role of workers in laboratories of health centers and hospitals (in Baghdad and governorates) 

and public health laboratories in the provinces and the central public health laboratory in the diagnosis 

of cholera 

  

A. Laboratories of health centers: 

-          Take the specimen and transfer it by the carrier's Media Cary & Blair to the hospital which 

performing cholera tests. 

B. Hospital Laboratories: 

-          Isolating and diagnosing cholera infections from specimen’s sent by the health center and specimens 

from patient and inpatient of the hospital and then culturing it to the diagnostic plates and performing 

the available biochemical tests and sending the sample to the public health laboratory in the governorate. 

In case the hospital is in Baghdad sends the samples directly to the laboratory Central Public Health. 

 

C- Public Health Laboratories in the Governorates: 

         Conduct all bacteriological diagnostic tests for cholera bacteria and then send the samples to the 

Central Public Health Laboratory for confirmation tests. 

D - Central Public Health Laboratory in Baghdad: 

-          Conduct diagnostic tests for cholera infections and identify serotypes and determine the sensitivity 

and resistance to antibiotics used in the treatment of cholera in traditional and modern methods. 

  

Third: Diagnosis of cholera bacteria work guide 

1. The specimen is either taken directly or conveyed to the center Cary & Blair. It is placed in the 

lyrical medium (PH 8.6) alkaline peptone water. They are incubated for 4-6 hours at 35-37 ° C. 
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2. After the end of the incubation period is grown on the following agricultural circles (By blood + 

the MacConkey + TCBS and incubated for 24 hours at 35-37 ° C. 

3. After the emergence of bacterial growth on different agricultural communities (as the color of 

bacterial growth yellow gold on the center TCBS and colorless on the center MacConkey (Lactose non 

termante) and on the middle blood. It is diastolic and shows clear decomposition and is of beta type (Beta 

Haemolysis) . 

4. Exceeds the oxidase test oxidase test) of the center Blood or MacConkey, the test does work from 

the center TCBS never. 

5. Biochemical tests are performed by either Set of sugar as it is planted on the private culture 

colonies and incubated for 24 hours with a score of 35-37 m. Results show agencies:    

* kligler iron agar: Acid / Alk no gas H2S 

* Peptone water for indol: positive 

* semi solid manitol: motile / manitol ferment 

* Simmon citrate: positive 

* Urea: negative . 

    Biochemical tests are carried out by several laboratories Api 20 E And incubated for 24 hours at 35-37 ° 

C 

    The results are recognized after the addition of the reagents for the kit and by the accompanying manual. 

6. Serological tests are carried out by serotonin Antisera it includes two types: 

  

A-Polyvalent 01 (if positive) 

B- Monovalent - Ogawa + inaba 

C-If polyvalent (negative) monovalent 0139 (if negative) 

➢       Vibrio cholera non-01, non-0139 (NAG) 

7. The drug sensitivity test is performed on a medium Muller Hinton agar The following antibiotics 

are prescribed: 

• Tetracyclin. 

• Ampicillin. 

• Chloramphenicol. 

• Trimethoprim-methoxazole 

• Erythromycine. 

• Doxycyclin. 

• Ciprofloxacin. 

• Nalidixic acid 

And incubated for 24 hours at a temperature of 35-37 m and measured areas of decomposition by the ruler 

(concrete) and compare the results with standard tables for tests of pharmaceutical sensitivity and according to 

the standard isolates shown in Table 0 

  

• Note: Bacterial isolates are sent to solid cultures and no stage of diagnosis to the Central Public 

Health Laboratory to complete the stages of diagnostic and send the results to the Center for Center 

for Control of Communicable Diseases 
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Annex Number (5) 
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Annex (6) 

Death Report for Diarrheal Diarrhea (cholera) 

  

Department of Health ---------- - Sector --------- Hospital ---- Health Center ----- 

Name of the deceased ---------------------- Age ---- Sex --- Full Title --------------- ---------- 

Date of death ------------ Place of death --------------- 

Date of onset of clinical symptoms -------------- 

Clinical symptoms: 

  

  

Final diagnosis of the disease: 

Diagnosis Method: 

Causes of death: 

  

The remedial measures taken (detailed): 
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Annex (7) the Chlorine test record for drinking Water 

  

# Date 
Time of 

examination 
Region 

Chlorine reading ratio 

The closest 

point about 

the project 

Central 

network 

The farthest point 

from the project 
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Annex (8)   

Forming committees to follow up the implementation of the plan 

First, the Committee Operations at the Ministry of Health / consisting of: - 

- Minister of Health Chairman 

- Representative of the Ministry of Defense Member 

- Representative of the Ministry of Interior Member 

- Representative of the Medical of Popular Gathering  Member 

- Representative of the Ministry of Education Member 

- Representative Ministry of Higher Education and Scientific 

Research 

Member 

- Representative of the Ministry of Commerce Member 

- Representative of the Ministry of Construction, Housing and 

Public Municipalities 

Member 

- Representative of the Ministry of Electricity Member 

- Representative of the Ministry of Oil Member 

- Representative of the Ministry of Water Resources Member 

- Environment Public Authority Member 

- Representative of Baghdad Environment Department member 

- Representative of the Municipality of Baghdad Member 

- Representative of Baghdad Provincial Council Member 

- The General Inspector Member 

- General Director Department of Public Health Member 

- General Director Department of technical things Member 

- General Director General Company for Pharmaceuticals and 

Medical Supplies 

Member 

- Office of the Minister / Director of the Information Department Member 

- Director of the Center for Disease Communicable Control  Member 

- Director of Health Inspection 

Department                                                    

Member 

- Director of Health Promotion Department Member 

- Director of the Central Laboratory 

Department.                                                     

Member 

- Director of Primary Health Care Member 

Director of the Division of acute enteric diseases Rapporteur 

Tasks of the Committee: 

- To monitor the epidemiological situation of each governorate through epidemiological analysis of confirmed 

cases and to explain the reasons and discuss them with the relevant authorities.   
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Second: Higher Committee in each province: composed of: 

- Governor                                                                      President 

- Director General of the Department of Health 

Governorate                                        

Member 

- Director of Public Health 

Department                                              

Rapporteur 

- Director of Environment 

Department                                                       

Member 

- Director of Municipalities 

Department                                                      

Member 

- Director of Water 

Department                                                          

Member 

- Director of Sewage 

Department                                                      

Member 

- Director of Electricity 

Department                                                      

Member 

- Director General of 

Education                                                       

Member 

- Representative of the Ministry of 

Defense                                            

Member 

- Representative of the Ministry of 

Interior                                            

Member 

- Representative of the Ministry 

of Oil                                           

 Member 

- Representative of the Ministry of Water 

Resources                                            

Member 

 

Note: You can add any item you see the High Committee to maintain appropriate and according to 

the requirements of the work, especially counterparts of the Supreme Central Committee. 

 

Higher Committee functions in the province: - 

1. Follow-up implementation of the plan's elements and monitoring the epidemiological situation of 

cholera in the province. 

2. Take the necessary preventive measures and issue instructions to address the obstacles and negatives 

through: 

A. Recruiting all resources of the relevant departments when outbreaks occur. 

B. Coordination with the relevant departments in the governorate and represented in the committee. 

C. Follow - up to the supply of medicines and treatments, medical supplies and other for one year 

stocks  
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D. Periodically the Committee to meet to follow up the work of the Executive Committee of 

the Department of Public Health and to send the minutes of the meeting to center  for control of 

communicable Diseases  

           

 

Third: Executive Committee in the Department of Health: (Cholera Control Operations Room) consists of: 

 

- Director General of the Department of   

Health                                            

Chairman 

 - Director of 

Inspection Department                                                        

Member 

- Director of Public Health 

Department                                                         

Member 

- Director of the Department of General Company 

for Pharmaceuticals and supplies  

Member 

- Director of Technical Affairs                                          Member 

- Director of the Public Health Laboratory                              Member 

- Director of the Integrated Child Health Care Unit or an official 

Control program of a diarrhea  

Member 

- Director of the Laboratory Division                Member 

- Director, Health Promotion Division                              Member 

- The director of the Fever hospital /Word              Member 

- The director of the Pediatrics hospital  Member 

- Director of the Division A distemper 

of a transitional                                

Member 

- Director, Health Inspection 

Division                                                       

Member               

 - Unit of the Director of Enteric Diseases Unit                     Member 

              Note: - Any element that the Executive Committee may consider appropriate and in accordance with 

the requirements of the work.               
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Functions of the Executive Committee: 

1. The implementation of the central plan elements 

2. Prepare a local plan and copy the Ministry of Health. 

3. Send information ans statistics to the center for control of Communicable Diseases. 

4. Follow - up to the immediate notification of confirmed cholera cases (Ogawa; Anaba) by 

the Communicable Diseases Division and  to inform the Center for Control of Communicable 

Diseases about confirmed cases for a period not exceeding (24) hours. 

5. Coordination with the concerned authorities to provide safe drinking water and to control the proportion 

of chlorine in the water and the investigation of cholera vibrios in water through the result 

of bacteriological tests by the Public Health Laboratory in the provinces in addition to the Department 

of Environment Laboratory. 

6. Follow - up to the e environmental sanitation in the province and in coordination with the relevant 

departments. 

7. The formation of teams to follow up on epidemiological investigations by workers from health 

centers. 

8. Conduct field visits to health centers to follow up the implementation of the plan and provide work 

requirements. 

9. Follow-up of health-controlled stores.  

10. Activating health awareness work. 
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ANNEX (9) 

Department of Health 

  

Stocks of the remaining balance of laboratory, intravenous and oral fluids to control cholera 

  

CARY & 

BLAIR kg 

TCBS 

kg 

Peptone 

kg 

Kligler 

kg 

Polyvalent 

Vial 

Inaba 

Vial 

Ogawa 

Vial 

  

  

  

  

    

  

  

  

  

        

Ranker 

Lactate 

Solution 

Rinker 

solution 

Oral 

perfusion 

(Bag) 

Zinc pills Canola Will give Water 

sterilization tab

lets (grain) 

  

  

  

  

    

  

  

  

  

        

  

  

Director of the Unit of acute enteric diseases                                     / / 2018 

Director of the Division of Communicable Diseases                         / / 2018  

Director of Public Health Department                                              / / 2018   
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ANNEX (10) 

Table of follow up distribution of water sterilization tablets for the month of __________ 2018  

Health Department __________  

Department of Public Health________________  

   

# Sector 
The remaining 

balance 
Expense Expiry Date Notes 

1-           

2-           

3-           

4-           

5-           

6-           

7-           

8-           

9.           

10-           

11. Total 

balance 

        

  

  

 Notes: - 

1. The total balance includes the balance of the sectors added to the results in the company's 

marketing department and medical supplies. 

2. Checking the amount spent on renting cars with the amount of tablets disbursed. 

3. The quantities are remembered only by the tablets and not by the tape. 

  

  

   

Director of the Unit of acute enteric diseases                                     / / 2018 

Director of the Division of Communicable Diseases                         / / 2018  

Director of Public Health Department                                              / / 2018   

  



 

100 
 

Reference documents and further information 

1. UNICEF Cholera toolkit 2013: http://www.unicef.org/cholera/Cholera-Toolkit-2013.pdf  

  

2. MSF Cholera guidelines 2004: http://water.care2share.wikispaces.net/file/history/MSF+-

+Cholera+guidelines,+2004.pdf  

 

WHO fact sheet on cholera: http://www.who.int/mediacentre/factsheets/fs107/en/  
 

- Baseline data and mapping of specific risks for each area  
- Site specific procedures & assigned responsibilities with regard to preparedness and 

surveillance 

- Key contact points and referral pathways 

- Outbreak response action plan specific to each site  
- Work plan to ensure all preparedness and surveillance actions are in place 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

http://www.unicef.org/cholera/Cholera-Toolkit-2013.pdf
http://water.care2share.wikispaces.net/file/history/MSF+-+Cholera+guidelines,+2004.pdf
http://water.care2share.wikispaces.net/file/history/MSF+-+Cholera+guidelines,+2004.pdf
http://www.who.int/mediacentre/factsheets/fs107/en/

