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1. Background 

Afghanistan continues to be affected by four decades of armed conflict and is currently 

experiencing severe economic hardship with an increase in food prices and other essential 

commodities. Afghanistan is also prone to recurrent natural disasters, disease outbreaks, 

drought and earthquakes which are now increasingly driving the humanitarian needs. There 

have recently been a number of natural disasters: A 5.2 magnitude earthquake struck the 

Qadis district of Badghis province, affecting roughly 1,000 people; a landslide occurred in the 

Shahrak district of Ghor province, and floods occurred in the Guzara district of Herat province. 

Furthermore, highways from Ghazni-Nawa and Ghazni-Jaghuri have been closed as a result 

of recent severe snowfalls, affecting the shipment of medical supplies to various locations. 

However, there has been a significant decrease in previously widespread-armed conflict in 

most parts of Afghanistan leading to a drastic reduction in civilian casualties that resulted from 

armed ground engagements and military airstrikes. The overall accessibility to all the 34 

provinces has improved significantly in the recent months following the events of 15 August 

2021. 

Afghanistan’s population is estimated to be 41.7 million in 2021, of whom 51 percent are men 

and 49 percent are women. According to the Humanitarian Response Plan (HRP) 2022, there 

are 24.4M Afghanis who need humanitarian assistance, and out of this 22.1M are targeted for 

response in the HRP. Given this underlying fragility – at the economic, political and security 

levels – the country is not able to cope with the consequences of such disasters, which puts 

additional strain on humanitarian actors working on the ground. 

 

2. Health situation overview  

Afghanistan continues to experience fragility, conflict, and violence in the midst of an UN-

graded humanitarian emergency. The suspension of development funds for health service 

delivery remains a major challenge for the health sector. Only health facilities with external 

donor support are currently operational, leaving underfunded health facilities un-operational.  

 

Multiple outbreaks, including COVID-19, measles, acute watery diarrhea, dengue fever, and 

malaria, have greatly increased the disease burden on the country's already frail health 

system. The leading causes of morbidity among all age groups are Acute Respiratory Infection 

(ARI) and Acute Diarrheal Disease (ADD) across the country. AWD/cholera is endemic in 

Afghanistan and recurrent outbreaks remain a major public health threat. The risk of 

AWD/cholera is considerably increasing in the context of humanitarian emergencies in the 
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country due to inadequate access to clean water, and prevailing poor sanitary conditions. 

The morbidity and mortality could also increase due to limited access to healthcare services 

for early case management. Measles outbreak is occurring in all provinces in the country: 

cumulated cases of 39,099 with 190 death (CFR 0.5%) has been recorded from Jan 2021 to 

12th Feb 2022 (WHO Situation report #26). 

 

The Sehatmandi project implementation which supports the largest number of health facilities 

2,300)  in the country, and is led by UNICEF and WHO, has secured funds from the World Bank-

managed Afghanistan Reconstruction Trust Fund (ARTF) to serve only for a short period of up 

to June 2022. The future of the project after that is not yet known. According to the Afghanistan 

2022 Humanitarian Response Plan (HRP) there are 18.1M people in need of humanitarian 

health services as per the health cluster estimated people in need (PIN) for 2022 of which 14.7M 

are the target for response by humanitarian health responders this required USD 378M. 

 

This Integrated AWD Preparedness and Response Plan for 2022 for Afghanistan is aligned with 

the HRP, and with technical guidance from both WHO EMRO and the Global Task Force for 

Cholera Control (GTFCC). It sets out the short-term goal and objectives that will guide the 

response to AWD/Cholera in 2022, and the priority actions that MOPH, WHO, UNICEF and 

Health and WASH Cluster, and other partners will undertake to adapt and strengthen the 

response to the AWD/Cholera outbreak in the short term. This plan builds upon the already 

existing health systems including disease surveillance systems in the country. 

3. Water, Sanitation, and Hygiene (WASH) situation 

40 years of war until 2021 and recurrent sudden-onset natural disasters have inflicted damage 

on the limited water, sanitation, and hygiene (WASH) services in place across the country. 

While 67% of Afghanistan’s population has access to protected water points and 43% to basic 

toilets, this doesn’t mean safe water free of contamination and safe excreta management. In 

the urban context with a non-continuous water supply, the water pipes and shallow aquifers 

are subject to contamination from surface drainage and untreated wastewater. In rural areas, 

the average of open defecation exceeds 15%. 

 

The historic drought-declared on 22 June 2021 adding to decades of silent crisis exacerbated 

the water scarcity nationwide. Consequently, the Humanitarian Needs Overview (HNO) 

showed an increase from 8.8 million to 15.1 million people in need of WASH assistance. 

Between 2020 and 2021 as never seen before, water points dried up during the spring season, 
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water quality dropped with an increase in turbidity and salinity, handwashing practices 

dropped as well due to insufficient water available, women and girls felt more unsafe to access 

to far water points in the drought-affected areas. Moreover, half of the urban water distribution 

has been reduced since August 2021 following the collapse of the previous government. 

 

This Integrated AWD Preparedness and Response Plan for 2022 fits in the continuity of the 

integrated Health & WASH Integrated AWD Operational Response Plan developed soon after 

the outbreak in the last quarter of 2021. The WASH response in the AWD/cholera hotspots – 

based on the ‘shield and sword’ approach – includes a mass response focusing mainly on 

handwashing promotion and regular chlorination of unprotected wells and networks, with a 

more targeted rapid response approach aiming to tackle the transmission of the disease with 

more specific WASH interventions at household and community level in the high-risk places. 

The response will be in coordination with the Health sector, and in particular, be guided by the 

findings of the epidemiological investigations. 

Since the collapse of the last government, besides Humanitarian Response Interventions, 

donors are funding the Basic Needs and Livelihood approach which includes WaSH 

components, but not development projects. Continuation of this policy would be a cause for 

further morbidity among all age groups like Acute Respiratory Infection (ARI), Acute Diarrheal 

Disease (ADD), AWD/cholera as the recurrent outbreaks remain a major public health threat 

in Afghanistan.  

 

4. Target audience  

This Integrated AWD Preparedness and Response Plan for 2022 is developed through 

consultation between MOPH, Health and WASH clusters in Afghanistan with the goal of 

strengthening a coordinated mechanism for AWD/Cholera response activities in Afghanistan. 

The document is intended to guide the implementation of 2022 key preparedness and 

response activities for the AWD/Cholera outbreaks in Afghanistan.  

This plan contains the contextual background of the risk factors of AWD/cholera in 

Afghanistan, risk assessment findings, hot spot areas for AWD/ cholera, and the Key 

coordination structures at different levels. This plan will be used by Health and WASH Cluster 

partners supporting AWD/Cholera response activities in the country, health workers, and 

Integrated Emergency Response Teams (IERT) (IERT training planned for 7-8 March 2022) at all 

levels and the communities to implement AWD/cholera control and prevention activities. 
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The following principles must guide all efforts to ensure the effectiveness of the Integrated AWD 

Preparedness and Response Plan for 2022 to attain the desired outcome and impact: 

i. Multi-sectoral approach: it is necessary to engage an integrated multi-sectoral 

approach to effectively produce the required outcomes,  where the roles and 

responsibilities of partners are coordinated, and task-forces established as needed. 

 

ii. Community engagement: a key principle with a strong influence on the prevention and 

control of outbreaks is community engagement where local community leaders and 

religious groups are partners of change to prevent and control AWD and particularly in 

the implementation of oral cholera vaccines. 

 

iii. Teamwork: the principle of teamwork is critical in cholera prevention and control where 

health care professionals engage in disease surveillance, laboratory confirmation, case 

management, as a fully coordinated mechanism to streamline implementation among 

all stakeholders. 

 

iv. Coordination is at the heart of the strategy to ensure optimum utilization of resources 

and avoid overlaps and gaps as possible. The existing Health and WASH cluster 

coordination mechanisms and sub-national cluster coordination hubs in both clusters 

would be utilized for coherent and coordinated preparedness and response. 

 

5. Current AWD/Cholera Epidemiological situation                                           

The first few cases of Acute Watery Diarrhoea were reported to the National Disease 

Surveillance and Response System (NDSR), Ministry of Public Health, and WHO on 12 Sept 2021 

from Tapa village of Sarobi district in Kabul province and spread to 13 districts of Kabul, Kapisa, 

Zabul, Kandahar, and Laghman provinces. The daily number of reported cases continued to 

increase and peaked in October 2021, subsequently, a gradual decline of cases was noted in 

November and December 2021 and is ongoing into January and February 2022 (Figure 1).  

 

 

 

 

 

Figure 1. Epidemiological curve of the AWD cases in Afghanistan, Sep 2021-Feb 2022 (n=5,077) 

From 12 September 2021 to 19 February 2022, a cumulative total of 5,077 suspected AWD cases 

have been reported from 13 districts in 5 provinces of the country. The most affected districts 

include Kabul city (3,874 cases, 76.3%) and Sarobi district (805 cases, 15.8%) (see Table 1 and 

map Figure 3). The drivers of the epidemic are limited access to safe water, poor sanitation, 

and inadequate hygiene practices. Of the total 5,077 cases, 17.6% (892) are children below 5 
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years, 48.8% (2,480) of cases are females (figure 2) and 69.2% (3,513) of cases presented with 

severe dehydration.  

Table 1: Summary of Acute Watery Diarrhoea Cases in Afghanistan, 19 Feb 2022 

Location 

Epi week #5 (13-19 Feb 

2022) and changes compared 

to last week 

Cumulative case 

(12 Sept 2021 to 19 Feb 2022) 

# of cases 

(% change) 

# of deaths 

(% change) 
Cases (%) Deaths (CFR %) 

Kabul City 15 (↑25) 0 (0) 3,874 (76.3) 6 (0.16) 

Sarobi District (Kabul province) 0 (0) 0 (0) 805 (15.9) 2 (0.25) 

Other Districts (Kabul province)* 0 (0) 0 (0) 153 (3.0) 0 (0) 

Kohistan District (Kapisa Province) 0 (0) 0 (0) 9 (0.2) 0 (0) 

Spinboldak District (Kandahar province 0 (0) 0 (0) 154 (3.0) 0 (0) 

Qalat City (Zabul Province) 0 (0) 0 (0) 47 (0.9) 0 (0) 

Alishang District (Laghman Province) 0 (0) 0 (0) 35 (0.7) 0 (0) 

Total 15 (↑25) 0 (0) 5,077 (100) 8 (0.16) 

*These districts are: Farza, Dehsabz, Bagrami, Paghman, Shakardara and Qarabagh 

 

Figure 2. Distribution of AWD cases by sex and age groups in Afghanistan, Sep 2021 - Feb 2022 (n=5,077) 
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Figure 3. Afghanistan: Map of Hotspots for AWD as of 21 February 2022 

 

6. AWD/Cholera risk assessment  

Rapid Risk Assessment  

A rapid risk assessment (RRA) that was conducted at the beginning of the outbreak in October 

2021 jointly between the WHO Country Office, Regional Office, and Headquarters noted that 

between 5 September and 10 October 2021, a cumulative total of 1,544 suspected cholera 

cases had been reported in Kabul province. Seven areas in the province had been affected 

with Kabul City (79% of all reported cases) and Sarobi District (19.8% of all reported cases) 

being the most affected. Two suspected cases had been reported in the neighboring province 

of Kapisa. The RRA noted that the daily number of cases started to increase significantly on 15 

September. A total of five deaths (CFR 0.3%) were reported, all more than 5 years of age. The 

majority of cases were 15-29 years old (488, 32%), and the proportion under 5 years was 4.6%. 

Among the cases, 55% are females and 45% are males. As of 10 October 2021, a total of 143 

specimens were collected from 105 cholera suspected patients in Kabul and 15 patients in 

Sarobi district: 18 tested positive on culture for V. cholerae O1 Ogawa at the Central Public 

Health laboratory at Kabul.  



 

 

 

9 

 

That RRA assessed the risk at the national level as very high, and this was attributed to:  

• Limited access to clean water and suboptimal WASH;  

• There was an increasing daily number of cases, with an average of 80 cases per day;  

• There was suboptimal access to health care facilities, especially for females;  

• Current humanitarian context; 

• Fragile health systems, especially outside Kabul, in addition to ongoing outbreaks of 

COVID-19, dengue and measles;  

• Limited response capacities, including decreased support from partners, and  

• Extension of the outbreak from the initial two districts in the province of Kabul to seven 

districts (including the capital) and the neighboring province of Kapisa.  

 

AWD outlook for 2022 based on three-year historical data 

A review of AWD with dehydration data for the last three years (2019, 2020, 2021) reveals a 

distinct seasonal annual trend (See Fig 4) that is low in winter and peaks over the spring and 

summer months. Therefore, reviewing historical data over the past 3 years for Afghanistan, 

shows an annual AWD caseloads have been lowest during the months of January to February 

and start picking up in March to peak in July and start declining in August.  

 

Fig. 4 Trend of AWD with dehydration by year 2019 to 2022 

The hiostrical data from HMIS of MOPH for the last three years (2019-2021) were analyzed and 

attack rate was calculated from the average number of cases in the three year divided by 

the total popualtiion/year 2021. This gives an estimated attack rate (AR) of 1,766/100,000 

population or 1.77%.  
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Fig 5: Map of Density of AWD cases by province average of last three years 2021.  

 

7. Integrated preparedness and response activities   

a. Goal 

 

The main goal of this plan is to contain and prevent a major resurgence of the current 

AWD/cholera outbreak by conducting short-term multi-sectoral targeted interventions in 

high-risk AWD/cholera hotspots, including supporting the early detection and rapid 

response mechanisms to contain the AWD/Cholera outbreak. 

 

b. Preparedness and response objectives 

 

1. Coordination and leadership: Maintain effective coordination and leadership for 

AWD/cholera response conducted to sustain an effective and integrated response, and 

minimize the community impact of the outbreak. 
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2. Disease surveillance: To enhance timely detection and investigation of AWD/Cholera alerts 

for rapid implementation of response activities. 

3. Laboratory diagnostics: To enhance timely laboratory confirmation of AWD/Cholera for 

rapid implementation of response activities. 

 

4. Case Management: Strengthen the capacity to manage cholera cases at all levels through 

the implementation of standard management protocols for the reduction of morbidity 

attributed to cholera, and strengthen IPC in treatment facilities. 

 

5. Oral Cholera Vaccination (OCV): Implement the Oral Cholera Vaccine campaign as a 

supplementary response and control measure in cholera hot spot areas identified through 

data collected by surveillance teams, to prevent or respond to cholera outbreaks. 

 

6. Water sanitation and hygiene (WASH): Ensure provision of safe drinking water, excreta 

disposal,  and handwashing facilities at community and household levels, and increase the 

proportion of vulnerable communities having access to safe water, hygiene and sanitation 

services. 

 

7. Risk communication and community engagement: To strengthen risk communication and 

community engagement and provide key messages to vulnerable communities for 

AWD/cholera prevention and response through reliable channels of communication with 

community feedback. 

 

8. Operations research and knowledge management: To generate knowledge to improve 

implementation of preparedness and response interventions, and document lessons learnt 

during the cholera response. 

 

9. Logistics, equipment, and supplies: Ensure procurement and delivery of essential health and 

critical wash supplies to sustain the preparedness and response activities. 

 

C. Priority areas of activity    
 

While long-term outbreak action plans will categorize their activities into prevention, preparedness 

or readiness, and response activities; many of these will overlap with a short-term plan (Table 2). 

While the proposed activities are here broadly divided into the major areas of preparedness and 

response, with the cross-cutting ongoing activities also indicated, it would be useful to include the 

activities in a time frame for implementation.  

 

Table 2: Major priority areas for preparedness and response 

Prioritizing areas of activity for preparedness and response 

Preparedness Response 

Risk assessment  Logistics and operational support 

Survey, identify, and mobilize resources Case management 

Procurement, stockpiling and pre-positioning 

of equipment, medicines, and supplies 

RDTs, Sample shipment, and laboratory 

support  
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Identifying DTCs and ORCs Support to DTCs, ORCs 

Provision of safe drinking water and sanitation 

facilities 

Provision of safe drinking water, water 

trucking, sanitation facilities 

Cross-cutting priority areas of activity 

Leadership and coordination 

Enhance surveillance activities 

Enhancing laboratory support 

RCCE, hygiene promotion 

Solid waste management 

Oral cholera vaccine (OCV) implementation 

Training activities 

Monitoring and reporting 

 

D. Priority health and WASH Integrated activities from November 2021 to April 2022    

 

Pillar Priority Activities 

Coordination and 

leadership 

1. Convene AWD/cholera task force meetings at the national and 

provincial levels to coordinate AWD response and control activities. 

2. Convene regular joint WASH/Health cluster meetings at national and 

sub-national levels to jointly review surveillance data and the response 

activities. 

3.  Activate and support Provincial coordination and response 

mechanisms such as EPR, PHCC, PDC, NTF, sub technical group work 

of lab and logistics, WASH, surveillance, RCCE, case management, 

OCV/EPI. 

4. While leveraging on the current EPR committees, gradually establish 

the Public Health Emergency Operations Center at the national and 

provincial level. 

5. Conduct joint interagency monitoring and supervision visits for 

response activities. 

6. Review and update the integrated Preparedness and Response 

Activity plan for AWD/cholera for 2022. 

7. Mobilize financial and human resources for the implementation of 

activities for AWD/cholera preparedness and response. 

8. Form specialized working groups for the following pillars:  RCCE; 

Surveillance, laboratory and case management; WASH; OCV; and 

Supplies and Logistics. 

9. Advocate to get buy-in from MOPH on the use of OCV. 

10. Support the development of a comprehensive multi-year multi-sector 

National AWD/Cholera Plan to be ready by November 2022. 
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Disease surveillance  
1. Conduct daily case data collection, compilation, analysis, and 

dissemination through regular epidemiological bulletins, sitreps and 

other information products. Collect data from private health facilities. 

2. Review, update, disseminate and circulate protocols, case definitions, 

and other technical material for AWD/Cholera surveillance. 

3. In collaboration with WASH, support operational deployment of 

integrated multisector rapid response teams to timely validate, 

investigate and respond to AWD/cholera reports. 

4. Conduct training of surveillance and response officers - at the 

provincial and district levels - on the case identification and reporting 

mechanism, community case-finding, training on taking and 

transporting samples as well as emergency WaSH activities. 

5. Deploy Community health workers to detect and report alerts in the 

communities including risk communication and community 

sensitization. 

6. Integrate surveillance activities and training of relevant HCWs from the 

district level up to the community into the BPHS EPHS project. 

7. Update the rapid risk assessment (last conducted in October 2022, 

and conduct a periodic risk assessment for AWD/Cholera using 

available epidemiological information. 

8. Conduct integrated surveillance for AWD/cholera and nutrition in 

sentinel sites and at the community level and provide regular reports 

on SAM / MAM, as well as for pregnant women admitted to HFs and 

treatment centres should be established in risk areas in long term plans 

(during five years). 

9. Establish or expand sentinel surveillance and community event 

monitoring sites in all high-risk districts. 

10. In collaboration with RCCE, support the monitoring of AWD Behaviour 

Indicators. 

Laboratory 

diagnostics 

1. Provide and support water testing facilities. 

2. Conduct Lab capacity assessment especially of HR and training levels 

of lab staff. 

3. Strengthen water testing and food lab functions. 

4. Strengthen Human Resource capacities for the labs, develop training 

plans and conduct training of existing staff.  

5. Provide laboratory reagents and supplies for the diagnosis of 

pathogens causing AWD/cholera. 

6. Establish a Laboratory information management system linked to DHIS 

and the national disease surveillance system. 

7. Operational support for internal and external shipment of laboratory 

samples. 

8. Support implementations of a laboratory external quality assurance 

program.  

9. Review and update laboratory protocols for the diagnosis of different 

strains of V. cholera. 

10. Procure and distribute of the required lab items, equipment, and 

reagents, including RDTs, Cary Blair Transport Media, and antibiotic 

sensitivity discs. 
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11. Provide support and operational costs for collecting and transporting 

samples to the central laboratories, in accordance with the adopted 

operating procedures.  

12. Provide the required items for the WASH labs so that the performance 

indicators of the WASH treatment units could be monitored. 

13. Conduct capacity building training for field staff on the use of RDT and 

sample collection procedures. 

14. Provide kits, equipment and sample bags for water quality and food 

tests in the field. 

Case management  
1. Identify sites for AWD/Cholera treatment facilities CTC/CTUs/ORPs in 

high-risk districts, and Oral Rehydration points at the community level. 

2. Provincial EPRs to conduct mapping of resources and supplies for case 

management. 

3. Conduct (off-site) training of the workers of  the Treatment Centres 

(CTCs) on case management, including the correct identification of 

the first patients, early treatment and transfer as appropriate, and the  

management of children with both malnutrition and AWD/cholera. 

4. Establish of referral system at DH level if DH capacity is not sufficient the 

patient can be referred to PH. Establish a patient referral system for 

severe AWD/cholera cases, including severe cases of malnutrition with 

AWD/cholera for further care. 

5. Establish a data management system in CTCs/CTUs for timely 

collection and submission of the case, admission/hospitalization data, 

and the data to be linked to NDSR. 

6. Conduct training of AWD/cholera data entry clerks at health facilities, 

provincial and district levels. 

7. Provide technical guidelines and operating protocols and procedures 

for treatment centers, and the management of different forms of AWD 

including complicated cases. 

8. Provide operational support for CTC/CTU for proper management of 

cases admitted in these health facilities. 

9. Provide support to the infection prevention and control measures at 

all levels and treatment facilities, including solid waste management, 

water chlorination, disposal of contaminated water, and the 

management of corpses in a proper and safe manner.  

10. Conduct decentralization and training of any community health 

workers or community volunteers.  

11. MoPH/ Quality and safety department should monitor the HFs and CTSs 

to know if they follow MoPH guidelines for the management of cholera. 

 

Oral Cholera 

Vaccination (OCV) 

1. Conduct advocacy for OCV, and develop contingency plans for the 

implementation of preventive/reactive vaccination campaigns for 

cholera in identified hotspot areas. 

2. Submit requests to the Global task Force for Cholera Control for a 

preventive campaign, or ICG for a reactive campaign, and procure 

the required quantities of OCV doses. 

3. Conduct two rounds of OCV campaign 14 days apart in the highest 

risk districts of Kabul province (targeted districts in Kabul City and all 

of Sarobi), for all aged 1 year and above. 
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4. Implement RCCE to support the OCV campaign.  

5. Implement enhanced surveillance activities in districts where OCV has 

been implemented. 

Water sanitation and 

hygiene (WASH) 

1. Operational support for conducting water quality monitoring in 

cholera hotspot districts and conducting and reporting on water 

quality monitoring. 

2. Conduct chlorination of water sources, wells, boreholes and water 

networks – note: only conduct shock chlorination activity where 

feasible, usually in urban areas. 

Establish a mechanism to respond if contamination or inadequate 

chlorination is detected. 

3. Set up safe latrines with handwashing facilities that have availability 

of soap OR chlorinated water (0.05%) in public spots, IDP settlements, 

and other high-risk areas, and conduct awareness-raising. 

4. Provide rapid operational capabilities for safe water plants and water 

networks (generators, solar panels, pumps, chlorine powder, dosing 

pumps, fuel, tools, pipes, spare parts, and others). 

5. Conduct rapid cleaning, repair, and maintenance of water tanks, 

water point,s and small networks. 

6. Conduct de-sludging of toilets, leakage repair of septic tanks and 

public latrines in institutions and IDP sites, and advocate for 

maintenance systems of water supply in urban areas. 

7. Conduct water trucking as last resort with an exit strategy - when 

enough safe-drinking water is not available in the AWD hotspots.  

8. Conduct immediate repair of the damaged sewers and emptying of 

overflowing septic pits and tanks. 

9. Clarify roles of IERT and RRT, and train, equip and deploy the 

integrated health and WASH rapid response teams (IERTs) and closely 

coordinate their functions with the surveillance and response RRTs. 

10. Preposition WASH supplies. Provide and distribute essential WASH 

supplies to displaced populations and all affected districts. 

11. Engage with water vendors to ensure quality water supply. 

12. Provide vehicles and equipment for the solid waste management and 

cleaning campaigns in urban areas and IDP settlements. 

Risk communications 

and community 

engagement (RCCE) 

1. Develop the communication strategy to guide community 

engagement for AWD/cholera prevention and control. 

2. Conduct mass awareness sessions and campaigns using various 

media channels and communication outlets. Engage with community 

radio stations. 

3. Coordinate and communicate regarding IEC materials stock. Print, 

provide and distribute communication and awareness materials 

(IECs) for AWD/cholera prevention. 

4. Conduct community awareness campaigns in at-risk households, 

schools, IDP settlements, markets, and others.  

5. Identify, recruit and train community volunteers and mobilizers to carry 

out community mobilization and health awareness work.  Include 

family counseling centers, PoE, food vendors, Mosques, Madrasah, 

community elders, and family health action groups in the awareness 

work. 
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6. Coupled health awareness messaging and community WASH 

activities with the distribution of hygiene kits to the affected people 

and households. 

7. Document and publish human interest stories highlighting the 

successes of the response among the target communities. 

8. Conduct focus group discussions or other ways of identifying 

community knowledge about cholera and cholera prevention and 

barrier to behaviors that prevent cholera. 

Operations research 

and knowledge 

management 

1. Develop an operations research agenda for the outbreaks of 

AWD/Cholera.  

2. Conduct community studies to identify gaps in the AWD/cholera 

prevention and control measures. 

3. Conduct studies to identify other pathogens implicated in causing 

AWD outbreaks. 

4. Conduct impact studies to measure the effectiveness of different 

response activities implemented.  

5. Develop and conduct joint studies and KAP surveys on RCCE, and 

publish findings of the research activities in reputable peer-reviewed 

journals. 

Logistics, equipment, 

and supplies 

1. Procure and preposition cholera kits, laboratory supplies, chlorine, and 

hygienic kits to support AWD/cholera response. 

2. Provide equipment to CTCs for management of severe cases and 

infection prevention and control. 

3. Provide the Health Facilities (HFs) / CTCs/DTCs / Oral Rehydration Points 

(ORPs) with medical supplies for AWD/cholera treatment.   

4. Provide the HFs with AWD/cholera rapid diagnostic test strips (RDTs). 

5. Procurement and delivery of cleaning and antiseptic items. 

6. Procurement and delivery of the WASH Cluster core pipeline critical 

supplies. 

7. Provide operations, logistics, and communication support for IERTs and 

other community response teams. 

8. Supply, equipment inventory, and stock status at the provincial level. 

9. Conduct mapping of available storage capacities. 

10. Develop a contingency or B plan for logistics and critical supplies.  

 

E. Budget summary by a pillar:  

 

Pillars Budget (US$) 

Pillar 1. Coordination and leadership                                                                            50,000 

Pillar 2. Disease surveillance 100,000 

Pillar 3. Laboratory diagnostics 50,000 

Pillar 4. Case management 200,000 

Pillar 5. Oral cholera vaccine NA 

Pillar 6. Water, sanitation, and hygiene 200,000 

Pillar 7. Risk communication and community engagement 30,000 

Pillar 8. Operational research and knowledge management 10,000 
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Pillar 9: Logistics, equipment, and supplies 50,000 

Total for Afghanistan 690,000 

 

8. Measuring the impact of the preparedness and response activities 

Monitoring and evaluation 

This short-term Preparedness and Response Activities plan for acute watery Diarrhoea in 

Afghanistan (2022) includes a Comprehensive Monitoring Indicator and Analysis Plan (Annex 

1) to monitor the response activities. The pillar-based indicators provide a periodic situational 

snapshot of the national AWD/cholera operations. It is proposed that an end-of-year review 

with pillar focal points be conducted to review the different indicators and assess the 

challenges in the reporting and M&E process.  The full M&E Framework is in Annex 1. 

 

9. National cholera plan for long term AWD/Cholera control 

WHO and the GTFCC provide support to countries to develop comprehensive National 

Cholera Plans (NCPs) that are specific to each country’s context and have appropriate targets 

for cholera control or elimination. All relevant ministers, government agencies and institutions 

should be involved in the entire process of the NCP, including development, implementation 

and monitoring. An NCP can be built on initiatives that already exist, and its objectives should 

be aligned with the Global Roadmap for cholera control. 

 

The NCP is a dynamic, multi-year document that states a country’s goals regarding cholera 

control or  

elimination, and will contain an expression of commitment, a Comprehensive situational 

analysis, Country-specific goals and milestones Implementation plans and budgets that can 

be updated on a regular basis. This short-term preparedness and response activities plan for 

acute watery diarrhea in Afghanistan proposes that this plan forms the basis to start the 

development of a robust long-term multi-year and multisectoral NCP for Afghanistan, and for 

support to be provided by Health and WASH clusters and other partners in this regard.
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Annex 1. Monitoring and Evaluation framework  

                                     Afghanistan short-term AWD/Cholera M&E framework 2022 

No. Indicator  Type target Source  Frequency 

Pillar 1: Coordination and leadership 

1.1 Proportion (%) of provinces 

with an active Emergency 

Operations Centre 

mechanism to support 

preparedness and 

response 

Process 100% National EOC 

and Incident 

Manager 

Quarterly 

1.2 Number of national TWG 

meetings convened with 

action points developed 

Process 100% National EOC 

and Incident 

manager 

Monthly 

1.3 Number of joint 

WASH/Health coordination 

meetings convened 

Process 100% Health Cluster 

and Incident 

manager 

Monthly 

1.4 Number of  joint 

supervision visits 

conducted 

Process N/A  Monthly 

1.5 Response plan updated 

regularly 

Process N/A  Quarterly 

1.6 Amount of funds mobilized 

to support cholera 

response 

Process 100% Health cluster 

and incident 

manager 

Monthly 

Pillar 2: Disease surveillance  

2.1 The proportion of health 

facilities submitting timely 

surveillance reports  

Output 100% 
WHO/NDSR/MO

PH 
Weekly 

2.2 Number of 

Epidemiological reports 

prepared and 

disseminated 

Output 100% 
WHO/NDSR/MO

PH 
Monthly 

2.3 The proportion of health 

facilities with standard 

case definitions for AWD 

Output 100% 
WHO/NDSR/MO

PH 
Monthly 

2.4 The proportion of alerts 

investigated within 48 

hours of notification 

Output 100% 
WHO/UNICEF/N

DSR 
Weekly 

2.5 The proportion of CHWs 

submitting timely event-

based reports 

Output 100% 
WHO/UNICEF/M

OPH 
Weekly 
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 Risk assessment for 

AWD/Cholera conducted Process NA WHO/MOPH Quarterly 

2.6 Integrated Diseases and 

nutrition surveillance 

implemented 

Process NA 
WHO/UNICEF/M

OPH 
Quarterly 

2.7 Number of trainings 

conducted for surveillance 

and response officers 

Process NA 
WHO/UNICEF/M

OPH 
Quarterly 

2.8 Proportion (%) of provinces 

with trained 

multidisciplinary rapid 

response teams  

Input 100% 
WHO/UNICEF/M

OPH 
Monthly 

Pillar 3: Laboratory diagnostics 

3.1 The proportion of 

provincial labs with testing 

capacity and fully 

supplied with reagents and 

consumables 

Output 100% WHO/MOPH Monthly 

3.2 The proportion of labs 

submitting timely lab 

surveillance information 

Output 100% WHO/MOPH Monthly 

3.3 Number of samples 

collected, shipped and 

analyzed at provincial and 

national level 

Process NA WHO/MOPH Monthly 

3.4 The proportion of labs with 

updated protocols for 

cholera testing 

Output 100% WHO/MOPH Monthly 

3.5 The proportion of 

laboratories passing EQAP 

tests 

Output 80% WHO/MOPH Quarterly 

Pillar 4: Case management 

4.1 Number of fully 

operational 

CTC/CTU/ORPs established 

Process NA 
WHO/UNICEF/MO

PH 
Monthly 

4.2 The proportion of severe 

cases of AWD referred to 

the next level 

Outcome 75% WHO/UNICEF/MSF Weekly 

4.3 The proportion of fully 

equipped CTC/CTU/ORP Outcome 100% 
 

WHO/UNICEF/MSF 
Monthly 

4.4 The proportion of CTC/CTU 

submitting timely reports Outcome 100% 
 

WHO/UNICEF/MSF 
Weekly 
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4.5 The proportion of CTC with 

guidelines for AWD case 

management 

Outcome 100% 
 

WHO/UNICEF/MSF 
Monthly 

Pillar 5: Oral cholera vaccine  

5.1 Number of OCV doses 

administered  
Output 

Target varies 

by District 

District health 

offices 
Weekly 

5.2 Vaccinated targets with 

1st dose Output 
Target varies 

by District 

District health 

offices 
Weekly 

5.3 Vaccinated targets with 

2nd dose Output 
Target varies 

by District 

District health 

offices 
weekly 

5.4 Number of adverse events 

following vaccination 

reported 

Process NA 
WHO/UNICEF/M

OPH 
Weekly 

Pillar 6: Water, sanitation, and hygiene  

6.1 The proportion of 

unprotected/risky public 

water sources regularly 

chlorinated/treated 

Input 100% DACAAR Monthly 

6.2 The proportion of high-

risk districts conducting 

water quality 

surveillance 

Process 100% WHO Monthly 

6.3 Number of functional 

public latrines and 

handwash stations with 

soap or chlorinated 

water constructed in 

cholera hot spot areas 

Input NA UNICEF Monthly 

6.4 The proportion of 

affected households 

who receive hygiene kits 

Input 100% UNICEF Monthly 

6.5 The proportion of 

communities with 

access to proper waste 

disposal facilities 

Input 100%  Monthly 

6.6 The proportion of 

schools and other 

institutions at risk with 

functional proper 

handwashing facilities 

 

 

 

Input 100% UNICEF Monthly 
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Pillar 7: Risk communication and community engagement 

7.1 RCCE working group or 

task force activated 
Process 100%  Quarterly 

7.2 The proportion of 

provinces with an active 

mechanism in place to 

capture community 

feedback (e.g., 

community meetings, 

hotlines, health volunteer 

networks, social listening, 

surveys, etc.) 

Outcome 100%  Quarterly 

7.3 RCCE strategy for 

AWD/cholera prevention 

developed and reviewed 

Process NA  Quarterly 

7.4 EIC materials updated, 

translated and 

disseminated 

Input NA  Monthly 

7.5 Number of community 

opinion leaders recruited 

for community 

engagement 

Input NA  Monthly 

7.6 Number of community 

sessions conducted 
Input NA  Monthly 

7.7 Number of human interest 

storied developed and 

published 

Process NA  Monthly 

Pillar 8:  Operational research and knowledge management 

8.1 Operational research 

agenda for AWD/cholera 

developed 

Outcome NA WHO/MOPH Once 

8.2 Number of operational 

research studies 

conducted 

Outcome NA WHO/MOPH Quarterly  

8.3 Number of manuscripts 

developed and submitted 

for publishing 

Outcome NA WHO/MOPH Quarterly  

8.4 Shared folder repository of 

AWD/cholera 

preparedness and 

Outcome NA WHO/MOPH Monthly  
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response documents 

created and populated 

and maintained 

Pillar 9:  Logistics, equipment, and supplies  

9.1 Number of cholera kits, 

laboratory supplies, 

chlorine, and hygienic kits 

procured and 

prepositioned 

Input NA  Monthly 

9.2 The proportion of CTCs fully 

equipped for the 

management of severe 

cases  

Input 100%  Weekly 

9.3 The proportion of 

treatment centers (HFs / 

CTCs/DTCs /ORPs) fully 

supplied with medical 

supplies for AWD/cholera 

treatment   

Input NA  Weekly 

9.4 The proportion of HFs with 

AWD/cholera rapid 

diagnostic test strips (RDTs) 

Input NA  Weekly 

9.5 Cleaning and antiseptic 

items delivered Process NA  Monthly 

9.6 WASH Cluster core pipeline 

critical supplies delivered Process NA  Monthly 

9.7 The proportion of IERTS with 

adequate operations, 

logistics, and 

communication support  

Process 100%  Weekly 

 

 


