Cholera Gap Analysis – 19th May 2010
Updates WASH

· Had a meeting came up with activities for 3 months – part of funds already secured from UNICEF (56 million shillings). 
· Used some emergency supplies that remained from Hep E response – sent to Kanakomol, Kambizi (sent out chlorine solutions). 
· Received supplies from UNICEF (sanitary kits, chorine solution/ aqua tabs, blankets, water containers, jerry cans/ tippy taps jerrycans, gloves, shovels, pickaxes, collapsible 5000lit tanks, laundry soap, wheelbarrows, slashers, rakes, pangas, buckets,) items sent to Kanakomol, Nachelle, Kambizi, Aweimuch, Nabokat, Lorokumo and Lokoreto, Musupo and Lomario villages.
· Supplied the CTC at Moroto hospital with WASH supplies. Working on sustainable pipe water supply to replace the current water trucking which has been the source of water in the CTC.

· Rapid assessments carried out in the affected villages (Kanakomol – no safe water source need a new B/hole. Reports that C & D to drill; DWO to make follow up and get the last position from C & D on drilling a borehole in Kanakomol. 
· C & D installed a 5,000 liters tank fitted with double pipes that is being filled by the district through water trucking. 

· Moroto district has ten planned boreholes to be drilled under PRDP funding – taskforce to make recommendations to CAO on the re- allocation of the drilling points. CAO to appeal to the DEC on re-allocation of the water points to priority areas.  
· Borehole repairs have been done by the district under PRDP funding in Nadunget (03), Rupa (02), and Iriiri (09).  District has a balance of 09 boreholes to repair under PRDP funding. 
Urgent needs:
· Need for support interventions for creation of demand for household sanitation in the affected and high risk areas.  
· Water access problems Gap – 10 boreholes that have to be drilled in the affected and high risk areas. 

· Borehole rehabilitation – for an estimate of 50 boreholes (15 already covered by UNICEF). DWO to provide an inventory of all none functional boreholes – currently working with social mobilization on updating list. 

· Water containers 20 litre Jerrycans for an estimated 25,000 households ( 6,000 pledged by IRC, 5,000 pledged by URCS) – Gap of 39,000  

· Hand washing facilities for schools ( details to be provided by DEO) for 67 schools
· Soap ( covered 1,000 cartons out of the required 10,000) – gap 9,000 cartons

· Latrine digging kits-for 10,000 H/Hs on rotational basis and school latrines gaps 5 stance latrine in 20 schools

Social Mobilization:  

Update on Social mobilization:
· Conducted mass community sensitization, dialogues in affected areas through megaphones, radio talk shows, DJ mentions, spot messages 
· Mobilized and formed sub county task force with parish mobilization team. The task force began mobilization at community level with support of URCS, CUAMM, DHE, WHO, IRC and ACF
· Sensitized communities during other programs, General Food distributions supported by WFP & Samaritan’s Purse, churches through the faith based institutions Catholic diocese, COU, other Christian denominations and Muslim establishments
· Engaged the media houses on cholera to do DJ mentions and support talk show presentations

· Done dialogue with Village leaders, elders and LCs in limited villages

· Film shows using the MOH Film Van conducted for 9 days and only in some of the affected villages
· Distributed a limited number of IEC materials
· Community active, doing demonstrations on hand washing, passing hygiene messages

· Transport logistics – district has 02 vehicles – 01 already being used as an ambulance and the other is being used for management. 01 for Bokora. Need for the district to request other partners for support. 

· Support to distribution of WASH supplies.

· Challenge: 
· Bad roads affecting access

· Social mobilization made a plan for the none affected areas for 15 days, challenge is that the community decides on when the exercise should be done. Human resource available 

· Social mobilization interventions to fit into the existing health structures at all levels – district level, health sub district level, S/ county, Parish/ Village level. Partners that have structures at the community level (URCS, ACF) to bring them on board to support the taskforce. 

· URCS to train 200 VHTs in Nadunget but have been requested to extend to Rupa as well.

· Currently 02 teams need to cerate a third team. Need more vehicles  

· District to identify district staff that can run the programme form the health education department/ WASH for three teams that should move out every day with support from the partners

· VHTs: training of VHTs in Moroto not yet completed – DHO to follow up with the DHE to identify already trained VHTs by both partners/ district and identify areas and carry out on the job training on cholera and identify locations without VHTs and make provisions for training. DHI to follow up with URCS on when they intend to conduct the VHT training.  List of VHT capacities to be ready by Friday 21st May 2010. Immediately the list is out, URCS to carry out the training. Training to take three days. URCS to liaise with the DHO on the content of the training

· Team members using their organizational resources need for funds allocated for the activities 

· Social mobilization programs colliding with programs of other agencies. 

Urgent needs:

· Reproduce additional 8000 postures, 5000 brochures in the local language.  Currently using something they got from MOH and DWO in English. 

· Hygiene promotion and education through the VHTs, community leaders and elders

· Need to other district actors to expedite coverage the whole district with social mobilization responses. Currently targeting Rupa and Nanduget to expand to others later.

· Support recording of an appropriate film that depict the local situation and screening of such videos

· Support for the task force to engage, pressurize and follow communities to take up prevent activities against cholera

· Mass sensitization campaigns targeting large gatherings; Markets, religious points

· Support to district and sub county authorities to follow up the response. 

· Additional human resources should be allocated based on the scope of the problems. 
· Form and support school cholera health education teams. Provide appropriate follow up of the activities

Case management

Updates of Case management:

· Supplies provided for case management with support from Italian cooperation, WHO, MSF and URCS

· Cholera Treatment Unit has been set up in the Moroto hospital with support from CUAMM, MSF, Moroto Hospital, UPDF & WHO

· WFP provided food that has enabled more complete isolation of the patients in the CTU and improved the welfare for the patients

· On going case management in the isolation

· Prepared 2 satellite CTU sites in Nadunget & Kidepo HC III. Preposition supplies in Nadunget, Kidepo, Lopei, Lotome, Matany and Irriri Health facilities to respond to cholera emergency

Urgent needs

· 04 Cholera kits each at 4,500 Euros each.

· Support to patient referrals; fuel
· Additional 75 cholera beds

· Essential non drug supplies – paraffin, blankets, plastic basin, moppers, water tanks, plastic sheathings etc
· Additional staff (10 Nurses, 3 clinical officers, 8 cleaners and 4 askaris) to beef up the team and to provide back up for the satellite CTUs and possible outbreaks at locations without the Health facilities

· 5 Tents for setting up of CTUs in congested locations and to respond to cholera emergency 

· 20 body bags to support safe burial of the victim of the outbreak

· Support to conduct on job refresher training of all health workers in cholera case management and supervision of the CTU case management by the district technical team

· Support for setting up of 5 CTUs in satellite locations (Lopei, Lotome, Nadunget, Kidepo, Irriiri & Matany Hospital)
· Support for disinfections of the residents of the patients to reduce vulnerability of the remain family members

· ORS a gap especially for community case management/ CTC: IRC has some stock to provide 5,000 Sackets to the district and 10,000 to VHTs trained by IRC.  

· Spray pump – 05 for Bokora. District currently has 05 sprays
Surveillance:

Update:

· Line listed all patients with support from DHO, WHO, MSF
· Conducted active case search in limited areas of the affected areas

· Provided routine reports on the appropriate case loads with support from WHO
· Provided maps of the affected areas to support response with support from OCHA, DHO & WHO

Needs

· Support for case investigation, timely and accurate reporting 

· Support active case search and follow of the reported/admitted cases

· Community base surveillance through the VHTs to improve referral and reduce contamination of communities by active cases with the disease

· Transportation of samples from disputable unaffected areas and to ascertain the end of the outbreak

· Support for clerical supply needs; stationary, photocopying etc

Schools:
· Opening up of schools next week

· Inventory of sanitation facilities in schools to be requested from the DEO/ DWO. 

· DEO/ DIS/ DWO to give the cholera taskforce a comprehensive update on the sanitation situation and food handling in schools. They should form part of the task force. 

· DHO/ DEO to make a round in all schools that are highlighted as problematic/ make recommendations. 
· Taskforce could advise  that school opening could be delayed  

· DHI to follow up with the DEO on the necessity to hold a meeting with all head teachers on guidelines for cholera prevention/ precautionary measures. 

· Sub county taskforce must include head teachers and representatives of the school management committee. 

Scenarios: 
In the cholera health control plan, 3 scenarios have been put into consideration as follows:

1. Epidemic of cholera in settlements (Nabwal, Nakayot, Apetolim & Lomaratoit) with highly concentrated population: In this settlement situations, the attack rate (AR) for cholera goes up to 5% of the population. The crowding of the population coupled with inadequate water/sanitation facilities favours easy transmission of Vibrio cholerae (the organism that causes cholera). In case of a confirmed outbreak in a settlement, if the health facility is within reach patient could be referred if still few. In case the numbers rise to more than 5, then a CTC should be set up immediately.

2. Cholera outbreak in an area with population in scattered villages, with no easy access to a health facility, because of the distance or poor road network. In open situations, the expected attack rate varies from 1-2% of the population. Cholera Treatment Centers have to be set up and staff mobilized, and supplies provided using any appropriate means.

3. Scenario 3 is a cholera outbreak in a normal village setting with a functioning health centre. In this case, an isolation ward could be identified or if the numbers are many (usually more than 10), then a Cholera Treatment Centre should be set up. Additional staff members mobilized as needed
Members agreed that given the current situation in the district – all three scenarios are applicable in the planning process with both one and three already happening; however the WASH target population based on vulnerability analysis to be used for preventive measures (that is the adoption of 10,000 households for immediate Wash response for a period of three months. 
Risk factors
· Inadequate access to safe water sources

· Proximity to unsafe water sources ( rivers, streams etc)/ community preference for water from unsafe sources 
· Poor food handling and sanitation in markets/ trading centers ( areas of population concentration)

· Commercial public consumption of ‘Kwete’ produced from unsafe water sources
· Poor hygiene / sanitation practices-lack of hand washing practice/latrine use, and poor household food handling
Potential High Risk areas:
· Schools – high risk ( concentration  numbers every day)

· Mountainous areas (Singula, Kitikikile), not easily accessible
· Areas with open markets (Matany, Iriri, Kangole, Kosiro, Katanga, Nakiloro) and trading centers. 
· Villages along the down stream of the rivers and streams(Kanakomol, Nachelle, Lotome, Kambihinzi, etc) 

· Areas around all health facilities  and CTCs
Preparedness activities / Interventions in high risk areas:
· Currently on the ground focus for social mobilization is on the affected areas; later to focus on neighbouring villages, then to other areas. However radio programs are ongoing. 
· For case management, cholera supplies and kits have been prepositioned in high risk areas. 

· All health unit staff have been alerted.

· WASH target – all current CTCs are intervened in; most affected communities. Supplies to go to affected/ high risk areas. 

· Constraints are human and financial resources. 
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