


Annex 1
[bookmark: _Hlk22864954]Cholera community interventions teams working process guide

The cholera community rapid response process can be represented with 6 key stages as described below.


[image: ][image: ][image: ][image: ]A team is sent to the health facility to start the transmission context assessment and collect the necessary information for the response. Alternatively, the information can be sent to the teams coordinator by whatsapp, sms, phone call, email.

A person arrives at a health facility with cholera symptoms or is diagnosed at home.
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[image: ]The prepositioned team then go to the patient’s house to undertake the response.






[image: ]The team target the direct neighbors and households with known contact with the patient.
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[image: ][image: ]Follow-up on lab confirmed cases and monitoring of interventions.
The team intervene within the community, at water sources level, gathering places, food markets etc.
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Notes:
We assume a team is composed of 4 persons, with driver participating to the activity (logistic support, spraying).
We assume teams arriving in a new area makes the necessary contact with local authorities and key influencers, such as religious leaders, notables, teachers, civil society representatives
Teams respond to all notified cholera suspected cases seen at CTC whenever possible, whether in cluster of cases or not.
Step 1 – A case is reported
Teams MUST have access to reported cases daily.
[image: ]
A good surveillance system is mandatory for the implementation of a cholera rapid response mechanism. The system must be able to detect cases, to discriminate between suspected and non-suspected, to communicate data on suspected cases in real time.
There are several ways for the teams to be informed of a suspected cholera case and obtain information on the case:
· A team can be assigned to a few health facilities, passing in each one every evening or morning to collect the new cases information and organize the response directly (case of Haiti, Zimbabwe and Mozambique);
· A dedicated surveillance officer can call each health facility every evening or morning to collect the new cases information and send them to the teams leaders;
· Health facilities or health authorities can collect the new cases information daily and share them with the teams coordinator (case of Yemen);
· When people are sick at home, and do not reach health facilities, a community-based surveillance system (traditional or built) will allow the teams coordinators or local health authorities to be informed of suspected cases in a community and to verify the rumor or information.
[image: ]SENTINELS OPTION: when there is a high number of daily cases, a sentinel can be placed at the CTC; he/she calls the teams in the field for each new case during the day, gives the collected information to the team to start the response as soon as possible without passing by the CTC again.
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Example of information from line list shared in real time by Whatsapp between ONGs and the Health department (Haiti, 2017).
NB: Blue rectangle to hide patient names and other personal details.




Step 2 – Collecting information and starting the investigation 
For each patient meeting the definition of a suspected cholera case, few key information must be collected to guide the response.
From the patients’ registry:
· Information: date of symptoms onset, date of admission, age, sex, community, address, contact person or phone number.
· Degree of severity (mild, moderate, severe) and treatment plan (A, B, C).
· If Rapid Diagnosis Test is done, results are useful.
· Indicate if stools sample was taken.
[image: ]
The severity of dehydration also serves to prioritize interventions. In a homogeneous population, it is more urgent to go to clusters of cases with a higher number of patients with moderate and severe dehydration as the likelihood of being true cases of cholera is higher.
When the teams receive the cases information from health facilities or local health authorities, the above key information must be registered, ideally through a simplified line listing (Annex 10i of the CATI Guideline).
Information are collected:
· With the nurse, or directly with the patient if his condition permits or with accompanying persons:
· Start to fill in an assessment form for each new suspected case, which provides information on the context of transmission and infection (Annex 10a, 10b, 10c of the CATI Guideline).
· Questionnaires can be completed at the case’s house with other relatives; questionnaires must be quickly analyzed every day to try to identify correlations between cases; a regular analysis (weekly or bi-weekly) is recommended to try understanding the local transmission factors.

This quick assessment aims to understand the possible routes of contamination: contact with a sick person in the family, the neighborhood, at a health facility, participation in funerals, festivities, water consumption at an unprotected source, meals in common, collective work, recent trip of sick people or a relative, regular attendance at a public place (market, schools, churches, mosque, workplace, etc.).

[image: ]The surveyor must try to find out how the patient has come to the health facility: car? motorcycle? transferred on stretcher? walking? helped by other persons? all persons who have been in close contact with him during the trip should be found, as far as possible, and an active search for cases in their entourage should be carried out. Looking for patient transportation means is the opportunity to remind health facility staff about the need to clean and disinfect vehicles or stretchers used to transport cholera suspected cases if they had diarrhea or vomiting during their transport.
Step 3 - At patient’s house 
Before starting the intervention in the case’s house, the team leader must explain the purpose of the visit to the household members, requesting their consent to perform the assessment and the whole set of activities, explaining and justifying them, responding to questions the family may have.

3.1. Performing an in-depth transmission context assessment

· A team member, specially trained on investigation, must confirm the information collected from the patient or accompanying persons at the health facility and complete the assessment form (most of the time, the team will not meet the patient at their home because they might still be hospitalized during the intervention);
· The transmission context assessment aims to identify the possible routes of contamination: contact with a sick person in the family, the neighborhood, at a health facility, participation in funerals, festivities, water consumption at an unprotected source, shared toilets, meals in common, collective work, recent trip of sick people or a relative, regular attendance at a public place (market, schools, churches, mosque, workplace, etc.);
[image: ]
Some results must be communicated immediately to relevant authorities: suspicion of water point contamination, infection happening in a restaurant, food market or particular vendor etc.

· During the household interview, searching for potential new cases in the family or the neighborhood is also critical; the team must ask if the interviewed person know about other recent diarrhea cases nearby.
[image: ]
Whenever possible and not putting the team at risk, taking the GPS position of the house is recommended. It will allow plotting the case on a map and better understand the epidemic dynamic.


After collecting this information, the first response activities can begin, engaging the household members.

3.2. Checking water chlorination

· Check the free residual chlorine in the household stored water or tap water;
· Demonstrate how to treat if result is found 0 mg/l or < 0,3 mg/l;
· Check the free residual chlorine in nearby water systems collective tap or reservoir;
· If result < 0,3 mg/l, contact the water utility or local committee to take action.



[image: ]At this stage, it is neither the mandate of the team, not necessary to take water samples for bacteriological testing. We must assume all water sources are either already contaminated or at risk of contamination. The key parameter to measure is therefore the level of chlorine.

3.2. Promoting safe hygiene practices and appropriate health seeking behaviors

· A team member is dedicated to deliver the key messages regarding hygiene behaviors in an interactive way with the persons present in the household; he/she uses IEC materials to illustrate his explanation and make demonstration of the use of Aquatabs or other chlorine product delivered;

[image: ]Interactive means that we should not consider, a priori, that households are not aware of the appropriate hygiene practices; rather, we seek to engage them into a discussion, make them realizing that something happened for a person of the family to be infected, either inside or outside the household and that preventive measures must be reinforced as cholera infection is easy to avoid, trying to demystify the disease.

Key messages in all contexts: 
- Explain or remind what cholera is, its symptoms, that we can die from it very quickly, but also that we can survive it easily (with timely treatment), and that infection can be prevented; 
- Remind that cholera enters the body by the mouth only, and this is why it is easy to prevent by washing hands at key moments, drinking treated water, washing fruits and vegetables with treated water before eating, eating well-cooked food; 
- Remind that the first action to take if a person has the symptoms is to take her/him immediately to the nearest health facility, and that oral rehydration solution can be given the person at home before leaving the house, with salt and sugar (ask the way of preparing salt and sugar solution and remind it if needed);

· At the end of the session, IEC materials are let with the family, together with the local agreed standard cholera kit: 

Example of cholera kits:
Haiti: 10-15 strips of 10 Aquatabs pils 33 mg (10 for urban, 15 for rural) or one month equivalent in local liquid chlorine, 5 soaps 80gr, IEC material – optional: bucket 20L with tap and lid.
Zimbabwe: 15 strips of 10 Aquatabs pils 33 mg, 1 bars of soap, bucket 20 L, jerrycan 20 L and IEC material for the case household – same kit without bucket and jerrycan for surrounding households.
Mozambique: 1 bottle of local liquid chlorine, 1 bar of soap, 20 L jerrycan or bucket with tap and lid, IEC material, chlorine detergent (1L).
Yemen (recommended kit): 10 strips 10 Aquatabs pils 33 mg, 5 soaps, IEC materials, jerrycan 20 L and chlorine detergent (1L) for the case household - same kit without jerrycan for surrounding households.


[image: ]If oral chemo-prophylaxis to contact persons is requested by the Ministry of Health as part of CATI response, a medical profile will be added to the team. He/she delivers the antibiotics to the contact persons while the WASH staff proceed with all other response components.



3.3. Disinfecting the house critical zones
[image: ]
House disinfection is still subject to debates and researches are ongoing to evaluate its effectiveness. Concerns were raised regarding potential negative impacts, such as stigma of the targeted household. Such effect must be avoided through careful intervention monitoring. However, while science is working, considering that disinfecting may contribute to reduce the risk of secondary infection, and after obtaining the voluntary consent of the family to proceed, the disinfection of critical zones of the house remains recommended. 

· The disinfection must be targeted, i.e. prioritizing toilets and bathroom grounds, walls, doors, handles, then surface where the patient is likely to have defecated or vomited.
· A family member must accompany the process to be able to replicate it in the event a new case; for this purpose, when surfaces are made of cement or ceramic, the use of mop with soap and water, followed by chlorine detergent found on the local market is recommended.
· In houses with earth floor, when the use of mop is not possible, then sprayer can be used, with a 2% solution for toilets and bathroom.
· The family should be able to replicate the process alone; a bottle of local detergent, commonly used, can be delivered to the family or alternatively a voucher to get one to a nearby shop.

[image: ]Ask if the family has washed or disinfected the patient’s clothes and beddings, if not, ensure they can do it as quickly as possible or recommend burning them; remind that clothes and beddings soiled by the patient must not be washed close to water points or river.


Step 4 – Sanitary barrier - “cordon sanitaire”

Each team must undertake a “cordon sanitaire” in French, or “cordão sanitário” in Portuguese (used in Mozambique). Although no official translation in English exists, the terms “sanitary barrier” or “firewall” were respectively utilized in Zimbabwe and Yemen. It consists in delivering a complete package of response to 10 to 20 houses around the patient’s house when the cases are in grouped housing OR within a minimum radius of 50-100 meters depending on habitat density; an integral street coverage approach is recommended in urban or peri-urban environments, requiring more workforce (trained daily workers/volunteers).

The cordon has already started with the first action done at the home of the patient, while in parallel, other teams members start to intervene in surrounding households.

· The first step is to pass in the defined number of houses to be visited to inform them that a team is in the area for active search of cholera cases and delivering information to protect the neighborhood against the disease;
· One team member can be dedicated to houses disinfection while others do active search of cases, hygiene promotion and kit distribution to the households;
· Once the team at the case’s house has finished, they join the other member(s) to visit as many houses as possible in the perimeter.

[image: ]The choice of the houses to be reached is of utmost importance and must be adapted to each case. A good start is to ask the patient’s family with who they have daily contact in the neighborhood, because those persons’ household will be the first at risk. Then the connection between houses is also important: sometimes houses are not even separated by a fence, people from each family are mixed most of the time, children playing together, adults doing activities together. Those closest neighbors are to be targeted in priority as well. When several families live in the same house, all of them must be targeted by the team.

For each house, the following actions must be done:
· Ask if there are diarrhea cases home or if people know about others diarrhea cases/death in the area (active search of cases);
· In houses with recent or current diarrhea cases, proceed to the disinfection as explained above; sometimes, neighbors will ask for the disinfection themselves, being afraid of the disease, it is important to accept and proceed; on the contrary, when people are reluctant to disinfection, it is better not to force them and start by explaining the reasons behind this intervention.

[image: ]It is important to look at all excreta related risks. A toilet whose outlet pipes is leaking, an overflowing cesspit represent a risk. While immediate rehabilitation or emptying is not always possible, disinfection of the surrounding ground, asking adults to forbid children to play around, or pouring chlorine solution in poor-flush toilets as a chock decontamination process can be envisaged.

Regarding hygiene promotion and kits distribution, there are two main options to proceed depending on the analysis of the context (habitat density, acceptance, security etc.):

· The most effective way is to deliver hygiene promotion, disinfection and cholera kit door to door; however, it is only when few cases are reported as it might take up to 15mn for each house;
· The second method consists in gathering people by groups of 3-4 households to deliver hygiene promotion messages and the kit nearby their properties.

· Whatever the chosen option, hygiene promotion should consist in an interactive discussion on how the cholera has occurred in the locality and how to get rid of it; 
· Demonstration of chlorination must be done;
· Discussion on the importance of cleaning fruits and vegetables that are eaten raw with chlorinated water and to cook all foods well, especially vegetables, fish and shellfish;
· When in group (option 2), demonstration of washing hands and discussion on the key moments.

Step 5 – At community level
Intervention within the community is not the priority of the teams, however, whenever possible, they should try to expand their action beyond household level. Their capacity to do so depends on the disease trend as it is much easier when the incidence is low, allowing both to have a good response coverage and time to work at community level.
5.1. Protecting drinking and cooking water

· One of the team member should be in charge of identifying the common water sources most used by both the affected households and the surrounding households: boreholes, wells, tanks, kiosks, trucks, water system etc. The key question is: do sick people have used or are using the same source of water? 
· Evaluate if these water points are at risk of direct contamination: presence of nearby toilets, sewage or open defecation? direct manipulation by an operator at a tank, a spring catchment chamber? a well with introduction of buckets inside? in the case of a river, what activities take place upstream of the main collection point (s)? do these represent a risk of water contamination?
· If the answer to one of these questions is "yes", there is a high probability that the water point is contaminated by fecal materials and might be a source point of contamination; the team should report those water points to relevant authorities or other teams able to put in place the appropriate barriers: verification of residual chlorine levels and chlorination of tanks, water systems, trucks; activation of temporary bucket chlorination points at the main collection sites, physical demarcation of the areas of use at unprotected springs, natural basins, or rivers;
· In many situations, however, it is not possible to answer the above-mentioned question, in this case, preventive chlorination at the point of collection (take the GPS of the targeted water points) is a key recommended action to prevent contamination of water during transportation or inside the home; if safe water cannot be delivered by alternatives means (eg. water trucking), either the team must identify local volunteers, train and equip them to proceed to immediate point of collection chlorination or should ask support from other specialized teams.

5.2. Securing food selling places

Infection through contaminated food is common. Depending on the results of the assessment, team members are encouraged to try identifying food markets in the affected areas, particularly when ready-made food is sold in the street. 
If the assessment suggests a market place or food vendor might play a role in the local transmission of the disease, the team must take three kind of actions:
· Inform relevant authorities so the locations can be further investigated, and appropriate measures can be taken;
· In the case of market or food sold in the street, the teams can ask for support to install handwashing stations in the area, accompanied by hygiene awareness made daily by local volunteers, insisting of food hygiene;
· The team itself or other WASH staff can evaluate the water and sanitation of those places and propose immediate actions if needed.

5.3. Taking advantage of existing gathering places

The advantage of such community mobile teams is their presence in the affected area. Although in many circumstances the teams will be dedicated to household level response, whenever they can, interventions in public places is beneficial.
To make it possible, the team leader can:
· Identify the main churches, mosques, temples and contact the religious leaders to plan for a quick intervention on hygiene awareness and how to prevent the disease;
· Identify the main schools and contact the directors or teachers to plan for sessions with students;
· Identify local community-based organization which can receive a quick briefing and IEC materials to expand the team’s work within the community.

Step 6 - Follow-up and monitoring
6.1. Confirmed cases follow-up
Depending on countries’ surveillance strategies and capacities, laboratory confirmation of suspected cases is usually done routinely. When the percentage of confirmation is important (>20%), the teams shall request to have access to the results as quickly as possible so that they can come back in areas with most confirmed cases.
This follow-up consists in two main actions:
· Go back to the house of the confirmed case, check first if the households benefited from a response, check for new cases, check the free residual chlorine in stored water, re-do an hygiene promotion session with the family;
· Search for diarrhea cases in the vicinity, visit health facilities, both private and public, looking for cases who are still under treatment or who were treated for acute diarrhea without being referred to a diarrhea treatment center.

6.2. Post intervention monitoring
Within a maximum of 2 weeks a follow-up of the intervention must be performed through a PIM, post-intervention monitoring (Annexes 9a to 9e of the CATI Guideline); a PIM aims to confirm the distribution of items, assess the level of understanding of messages, use of the kit distributed by the beneficiary households, collect households’ feedback on the intervention. This monitoring should also measure the practice of households and not only their knowledge, via a combined methodology of declarative responses and observations (presence of soaps, free residual chlorine check, cleanliness of water storage buckets, etc.).
PIM results should be analyzed regularly. When messages seem not well understood or practices not adapted, results must be communicated to community awareness teams and volunteers to adapt or reinforce the messages, completing with further demonstrations, discussions with the population and interactive communication methodology like street or forum theater.
If there is a persistence of cases in the same neighborhood, and the follow-up showed that some families did not receive kits during the initial intervention, an additional distribution can be made for them. 
6.3. Response reporting
All intervention should be reported weekly on a standard excel table with the following information: 
· Admission date of the patient triggering the response,
· Health facility in which the patient has been seen or admitted,
· Response date, 
· City, details on exact address, GPS position of the house if possible,
· No of cases found in the community, 
· No households reached during the intervention, 
· No persons reached with hygiene promotion, 
· No of households having received Aquatabs or other water treatment product, 
· Quantity of Aquatabs tablets or other water treatment product distributed, 
· Quantity of soaps distributed, 
· Quantity of bucket distributed, 
· Quantity of jerrycan distributed, 
· Quantity of houses disinfected.
· 
Complementary response indicators can be provided:
· Quantity of water points investigated, 
· Quantity of emergency chlorination points supported,
· Quantity of food markets visited for hygiene awareness,
· Quantity of schools visited/students reached with hygiene awareness,
· Quantity of churches/mosques/temples reached with hygiene awareness,
· Quantity of sewer blockages communicated

Standard forms from Haiti, Zimbabwe and Yemen are available in Annex 10d, 10e, 10f of the CATI Guideline. Simplified forms may also be developed when launching the teams.
	
[bookmark: _Toc10564288][bookmark: _GoBack]What does a typical team day look like?
An average day of team is as follows: 
8:00 a.m. – 9:00 a.m.: at office
· Arrival of the teams at the main office and quick meeting: field feedback and summary of the previous day, security points, situation analysis and priority cases of the day.
· Logistical preparation – supplies, monitoring tools.

9 a.m. – 10 a.m.: leaving in the field
· Teams are dispatched and leave to cases locations
· If applicable, pick up MoH staff and travel to the intervention areas.

10 a.m. – 11 a.m.: at healthcare facilities (Cholera/Diarrhoea Treatment Centre)
· Consultation of admission registries, prioritization of immediate response based on suspect/non suspect status, treatment plan, age of patients, existence of cases cluster
· Then, or if no new case, targeting areas of provenances over two weeks, considering the suspect/non suspect status and age of cholera patients, beginning of investigations
· Discuss with on-site nurse on the new cases
· Discuss with patients or relatives to collect information the transmission context, immediate transfer of the first collected data to the data entry officer

11 a.m. – 4 p.m.: community intervention 
· Implementation of the complete package of response around each case’s house
Or, when all cases are responded or no cases are reported:
· Prevention activities: focus group, door-to-door, meeting with merchants, visits to large gathering points
· Post-intervention monitoring

4:00 p.m. – 4:30 p.m.: Re-visit the health facility for new admissions during the day, transfer of the day's response data to the data officer for updating the database.
4:30 p.m. – 5:30 p.m.: Return to the office (depending on the distance from the area of ​​intervention).
NB: When the area of intervention is far from the office and cases are reported daily, the teams remain on site until the end of the outbreak, organizing a weekly shift between the teams.
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