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Executive summary

In recent outbreak settings, the use of rapid response
teams (RRTs) to support the WASH sector has increased.
RRTs have been used as part of the response to cholera
outbreaks in countries such as Haiti, Yemen, Somalia,
South Sudan and the Democratic Republic of the Congo,
with the scope of these teams varying widely. As the
presence of RRTs becomes more common in outbreak
settings, it is important to better understand and docu-
ment the different types of models in use.

UNICEF's WASH in Emergencies (WiE) team has conduct-
ed a global review of the WASH components of the differ
ent types of RRT models based on four country settings:
Haiti, Nigeria, South Sudan and Yemen. The review used

a mixed-methods approach that included qualitative and
quantitative data-collection methods. A review of second-
ary data of published and grey literature was conducted,
including 80 relevant documents from the countries in
question. In addition, 28 in-depth key informant interviews
were conducted with internal and external stakeholders,
including partners in government and non-governmental
organizations (NGOs). The review explored operational
and performance aspects related to RRTs, along with
challenges faced, best practice and lessons learned.

The review demonstrates that the RRT model is an indis-
pensable mechanism for supporting cholera response and
prevention activities in the different countries in which

it has been used. Through the systematic use of surveil-
lance systems and available epidemiological data, RRTs
target affected households and at-risk populations in the
community. Through early detection at the beginning of
an outbreak and the prompt use of RRTs play a critical
role in avoiding further spread of the disease. The RRT
model is evidence-based and provides an integrated and
harmonized package that specifically targets pathways
for cholera transmission. It is essential to reducing the
spread of cholera and the risks to affected and at-risk
populations. RRT interventions provide an immediate and
timely response, with the potential to reduce and/or ‘slow
down’ transmission. The knowledge gaps associated

with measuring the effectiveness and impact of RRTs are
recognized as an area for future action.

The RRT model is embedded in a comprehensive
alert-response strategy that includes multiple layers of
engagement with households, communities and health-
care facilities, providing a wide range of complementary
actions to support the control and prevention of cholera
transmission. The RRT model can be sustained when

it is incorporated and supported by national control and
elimination programs that focus on broader public health
measures, such as community-based initiatives, with
support and leadership from national authorities.

To support the replication of RRT models, the develop-
ment of an operational guideline for different settings and
contexts is strongly recommended. This should include
tools and resources to support design, implementation,
training and capacity-building, data collection, analysis and
reporting, and monitoring and evaluation (M&E). Priority
operational recommendations highlight the importance
that coordination, surveillance, response, and M&E play in
creating an enabling environment for the RRTs. The most
significant factors are summarized in the main body of the
report (see Table 7), and include:

¢ |nterest and willingness among national and local au-
thorities is required to ensure an effective response and
facilitates systematic adherence to the comprehensive
alert-response strategy, further reinforcing informa-
tion-sharing, coordination and accountability.

e Strong coordination between stakeholders, including
national and local level authorities, coordination mecha-
nisms, such as the Health and WASH Cluster, and com-
munity leaders, facilitates timely information manage-
ment and sharing.

e Strong information management, including a robust sur
veillance system and timely sharing of epidemiological
data, based on a well-defined alert system to support
the activation and deployment of teams.

e FEarly detection at the beginning of an outbreak and
prompt use of RRTs plays a critical role in avoiding further
spread of the disease, and is further reinforced through
the support and leadership of national authorities.

e Availability of well-trained personnel in multi-sectoral
teams, that include health, WASH and communication
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for development (C4D), with the flexibility to increase e Predictable, flexible and timely funding is essential for

or decrease resources in response to cholera incidence the RRTs and should be sustained over time. Contin-

and to remain agile in reacting to the ‘'moving target’ of gency funding established with donors through a na-

identified cholera hot-spots. tional mechanism for emergency funding is required in
e Availability of materials and supplies, logistics support, the absence of permanent funding sources.

and pre-positioning of items in secure and space-effi-
cient warehouses, is required to support timeliness of
interventions.
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Introduction

The rapid response mechanism (RRM) is an operational,
programmatic and partnership model designed to en-
hance the humanitarian community’s capacity to respond
in a timely, coordinated and predictable manner to the
needs of populations made vulnerable by conflict, dis-
placement, disease and/or natural disasters in humanitar
ian settings. Through the RRM, UNICEF and its partners
provide critical, multi-sectoral emergency responses in

a wide range of sectors, including nutrition, WASH, non-
food items (NFls), health, education and protection. In
2017 UNICEF's Office of Emergency Programs (EMOPS)
conducted an internal review of the RRM. The purpose of
this review was to provide information regarding RRMs
globally, and to capture the lessons learned and best prac-
tice at country, regional and headquarters level.

In recent outbreak settings, the use of rapid response
teams (RRTs) to support the WASH sector has increased.
RRTs have been used as part of cholera outbreaks in
countries such as Haiti, Yemen, Somalia, South Sudan and
the Democratic Republic of the Congo, with the scope of
these teams varying widely. As the presence of RRTs be-
comes more common in outbreak settings, it is important

Methodology

The review used a mixed-methods approach that included
qualitative and quantitative data-collection methods. A
review of secondary data of published and grey literature
was conducted, including 80 relevant documents from
the countries in question. In addition, 28 in-depth key
informant interviews were conducted with internal and
external stakeholders, including partners in government
and NGOs (see Annex 2)." The review explored operation-

to better understand and document the different types of
models in use. This report includes a review of the WASH
components of the different types of RRT models based
on four country settings: Haiti, Nigeria, South Sudan and
Yemen. The terms of reference for this global review are
summiarized in the key points below (see Annex 1).

e Conduct a review of secondary data and key informant
interviews to document the WASH components of the
different types of RRT model that are supported by
UNICEF and its partners, including government and
non-governmental organizations (NGOs).

e Provide a comparative analysis of the operational and
performance-related aspects of the different types of
RRT model, along with challenges faced, best practice
and lessons learned.

e Collect case studies based on the review of the WASH
components of the different types of RRT model in out-
break settings.

e Provide operational recommendations based on key
findings, programmatic learning and best practice, and
include guidance on replicating the RRT model in out-
break settings.

al and performance aspects related to RRTs, along with
challenges faced, best practice and lessons learned.

The review was conducted over 45 days, from May to
November 2018. This included discussions with resource
focal points? to identify key informants and share docu-
ments, and an interactive web seminar (see Annex 2).2

1 This included the use of tailored data-collection tools, adapted for different roles (coordinator, team leader, team
member), and by language (English and French).

This includes people who provided introductions to key informants and sharing of documents.

The web seminar was hosted in October 2018. Presentation and recording are available on UNICEF’s Sharepoint.
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Constraints and limitations

The review was constrained by the limited number of
interviews conducted with key informants in some
countries, primarily Nigeria and South Sudan. The review
does not include accountability to beneficiaries because
no primary data were collected directly in any of the

countries. The review of secondary data was constrained

by the availability of qualitative data sources to further as-
sess the level of effectiveness and impact of the different
types of RRT model in all countries, and consequently the
review relied heavily on quantitative data sources.
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RRTs In outbreak settings:
Haiti and Yemen

Overview

In Haiti and Yemen, the RRT model established teams
to provide targeted WASH responses primarily aimed at
controlling cholera transmission in households. In both
countries, these teams were supported by UNICEF, in
collaboration with partners in government and NGOs. In
Haiti, the prediction of a potential increase ranging from
40,000 to more than 200,000 cases was the driving factor
that led to the establishment and activation of RRTs

in June 2013.*The RRTs provided tailored activities to
control cholera transmission for every suspected case,
known as case-area targeted interventions (CATIs).

RRTs comprise personnel from the Ministére de la Santé
Publique et de la Population’s (MSPP; ‘Ministry of Public
Health and Populations’) équipes mobiles d'intervention
rapide (EMIRA; ‘mobile rapid response teams’), and from
NGOs, mainly Action Contre la Faim (ACF), the Agency
for Technical Cooperation and Development (ACTED) and
Solidarités International (Sl).® There is also a complemen-
tary structure in place, through the equipes conjointes
d’engagement Communautaire, (ECEC; ‘community
engagement and hygiene awareness teams’), known as
the CEHA, which work closely with RRTs. These teams
provide follow-up support focused on cholera prevention
in affected and at-risk populations through community
engagement and mobilization. Additionally, the Direction
Nationale d'Eau Potable et dAssainissement (DINEPA,
‘National Directorate for Water and Sanitation Authori-
ty’) has established mobile WASH teams (EMO-EPAH;

‘mobile eau potable assainissement hygiene’) that carry
out 'quick fixes' of existing WASH infrastructure and
chlorination of water sources at the request of any part-
ner working in the affected areas. These mobile WASH
teams reinforce existing DINEPA Technicien Eau Potable
et Assainissement Communal (TEPACs; ‘drinking water
and communal sanitation technician’), whose role is to
support development-focused activities rather than the
emergency response. The WASH teams are supported by
an engineer acting as the emergency focal point under
the Unités Rurales Départementales (URD; ‘Rural Depart-
ment Unit’), which has responsibility for liaising with the
community through DINEPAS regional offices for more
development-focused activities, including training water
committees and mapping water points.

In Yemen, RRTs were activated at the height of the
outbreak in August 2017 and provided tailored activities to
control cholera transmission by targeting affected popula-
tions in hot-spots®, along with preparedness and preven-
tion activities targeting at-risk populations. As in the case
of Haiti, the driving factor that led to the establishment
and activation of RRTs in Yemen was the cumulative case-
load, comprising 621,209 cases since October 2016, with
predictions of a potential increase into the millions.”

RRTs comprise personnel from the emergency unit of
the General Authority for Rural Water Supply Projects
(GARWSP), which operates under the Ministry of Water

Rinaldo et al. (2018)

N o o b~

WHO (2017)

Note that Oxfam was also part of the RRT model until June 2018.
These are considered as the areas most affected by cholera, with active transmission.
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and Environment (MoWE). RRTs were initially designed
to function as part of the emergency operations centre
(EOC) and to include teams at national, governorate and
district levels.® However, due to issues related to the ac-
tivation of the EOC, RRTs function under the emergency
unit of GARWSR with the EOC providing epidemiological
data collected from the line lists in healthcare facilities

or treatment institutions to support their activation and

Alerts, activation and
deployment

Haiti has an alert-response strategy that guides the
triggering of alerts, along with activation and deployment
of RRTs.™ In July 2013, the National Directorate for Epi-
demiology Laboratory and Research (DELR) established

a national alert system, which was designed to monitor
the outbreak and response strategy, based on cholera
surveillance data at the district and departmental levels. It
comprises three stratified levels of alert: red, orange and
green. The criteria used to define these levels are based
on the number of suspected cases and associated deaths
(above age five) during the previous seven days. The sur-
veillance system relies on epidemiological data collected
from the line lists in healthcare facilities or treatment
institutions that are consolidated daily by the Department
of Health Office (DHO), with the support of NGOs (by
phone or in person visits)." Daily compilation of suspect-
ed cases is centralized by the DELR. The DELR validates
all departmental and district data and gathers data into

a national database. MSPP publishes this information in

a weekly bulletin, which in turn provides an overview of
the districts with the highest number of cases, in order to
support prevention and response efforts. The triggering of
an alert results in the activation and deployment of RRTs
for every suspected case. CEHA teams reinforce RRTs’
immediate intervention by providing follow-up in locations
where:

RRTS IN OUTBREAK SETTINGS:

deployment. There is also an existing RRM that supports
multi-sectoral responses through a pre-defined package
for WASH, NFls, nutrition and unconditional cash trans-
fers, which is implemented through partnership agree-
ments with UNICEF, ACF, ACTED and Oxfam. This mech-
anism also has mobile teams that can provide immediate
assistance within a maximum of one week, with WASH
being one of the main components of most responses.®

e the highest number of cases have been reported in the
last two weeks

e transmission has continued for more than two weeks

e the highest number of outbreaks have been reported in
the previous six months.

CEHA teams are activated and deployed once RRTs have
responded to all the daily cases, or once RRTs are no
longer needed (see Figure 7).

The analysis of data for response alerts and activations of
RRTs in 2017 demonstrates that, once an alert was trig-
gered, the RRT was deployed in under 48 hours in 84 per
cent of suspected cases.”™ In 2018, this improved to 85
per cent within 48 hours and 75 per cent within 24 hours,
with 93 per cent of all suspected cases being responded
to by the RRTs.™

The alert system uses electronic tools, including an on-
line database, Google Docs and WhatsApp for informa-
tion-sharing between RRTs. Activation and deployment of
RRTs can be through two distinct pathways (see Table 1).'°

The health-specific RRTs that support investigation and surveillance were also included.

UNICEF (2017c)
10 UNICEF (2018e)

11 Based on lessons learned, the recorded cases were originally only referenced by the healthcare facility or treatment
institution that provided treatment. From 2017, the information provided includes specific details of the patients’
addresses and locations to further facilitate the timeliness of the RRTs' response, based on epidemiological analysis

and the dynamics of local transmission.

12 Rebaudet et al. (2018)
13 UNICEF (2018a)
14 UNICEF (2018b)
15 UNICEF (n.d., a)
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Figure 1.

Alert-response at community, district, departmental and national level in Haiti
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Table 1.
Steps for activation and deployment of RRTs in Haiti

Through information shared at:
e healthcare facilities or treatment institutions based on nationally identified alerts (institutional
cases and deaths)
Step 1 e community-reported cases (community cases and deaths) through agents de santé
communautaire polyvalent (ASCPs; ‘multi-sectoral commmunity health workers')'®
This information is communicated to RRTs, on a regular basis, to support deployments to these
locations (i.e., using photos of the line lists).

Step 2 RRTs use an established WhatsApp group for information sharing and surveillance on cases to be

followed up.
Step 3 RRTs use the same group to inform on the status of every case after responding.
Step 4 One NGO supports the DHO to consolidate daily responses and uses these, along with a

comparative analysis of the line lists, to assess the completeness and promptness of responses.

Source. UNICEF (n.d., a)

16 Based on the analysis of recent post-intervention monitoring data, 35 per cent of the households cited referring
primarily to ASCP for a diarrheal case in the household; 31 per cent cited contacting the health authority (i.e.,
communal nurse, local healthcare facility or other); 10 per cent cited referring to other and 7 per cent cited
contacting NGOs directly.
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Yemen has a cholera integrated response plan that guides
the triggering of alerts, and the activation and deployment
of RRTs.” In August 2017, the Ministry of Health (MoH),
established a national alert system, which was designed
to monitor the outbreak and response strategy, based on
cholera surveillance data at the district and governorate
levels. Alerts are based on the surveillance system relies
on epidemiological data collected daily from the line lists
in healthcare facilities or treatment institutions. However,
while targeting criteria have been established to define an
alert, the framework is basic, and there is no categoriza-
tion to support the prioritization of alerts, as in the case of

Figure 2.
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Haiti."® The system compiles daily suspected cases, which
are transmitted from the district and governorate level to
the MoH, at national level.” Data are centralized nation-
ally using the electronic disease early warning system
(eDEWS). Owing to the scale of the outbreak and high
number of suspected cases, the triggering of an alert was
designed to respond to approximately 25 per cent of all
reported cases, based on a ‘clusters of cases’ approach,
based on.?° This was based on the limited capacity in the
country to respond to every suspected or confirmed case
(see Figure 2).2!
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These data are also used to identify cholera hot-spots,
which at the height of the outbreak were concentrated in
107 locations, and have now been reduced to 82 locations,
due to a decrease in cases. The epidemiological data

from these identified hot-spots support decision-making

to pre-position and target the locations for RRT interven-
tions.? In addition to the surveillance system, regular data
collection and analysis of rainfall patterns by Department
for International Development (UK) (DFID), along with
efforts by the Directorate General of European Civil Pro-

17 UNICEF (2017a)

18 Until March 2018, an alert was based on three episodes of loose stools within a 24-hour period. Since then, alerts
are defined once a rapid diagnostic test (RDT) is confirmed as positive for cholera, with suspected cases being

followed up by health authorities.

19 The information includes details of the patients’ addresses and locations to further facilitate the timeliness of the

RRT response.

20 A cluster of cases is defined as 20 cases or more in a given geographical area over a week period.

21 UNICEF and WHO (2018a)

22 Itis important to note that there are reported in-country discrepancies regarding the criteria used to define a cholera
hot-spot or at-risk districts. Additional attention and agreement are needed to be able to provide and share a standard
definition. To date, criteria related to rainfall patterns, lack of infrastructure (health and WASH) and conflict data have
been taken into consideration, but not systematically across all actors.



Global Review of Water, Sanitation and Hygiene (WASH)
Components in Rapid Response Mechanisms and Rapid
Response Teams in Cholera Outbreak Settings

Haiti, Nigeria, South Sudan and Yemen HAITI AND YEMEN

tection and Humanitarian Aid Operations (DG-ECHO), have
supported decision-making on the pre-positioning of RRTs,
material and supplies, and in targeting of 92 per cent of
areas with rainfall.?®

The analysis of data for response alerts and activations of
RRTs in 2018 demonstrates that, once an alert was trig-
gered, the RRT was activated and deployed, in under 24
hours in 3 per cent of cases, between 24 and 48 hours in
43 per cent of cases, and between 48 and 72 hours in 23
per cent of cases, suspected or confirmed. Additionally,
RRTs have responded to 32 per cent of suspected cases
and an average of 83 per cent of confirmed cases.?*

The alert system uses electronic tools, including an
online database, Google Docs and WhatsApp for infor

RRTS IN OUTBREAK SETTINGS:

mation-sharing among RRTs. As in Haiti, activation and
deployment of RRTs can be through two distinct path-
ways (i.e., institutional cases and deaths or community
cases and deaths). Despite significant efforts to optimize
the timeliness of alerts, there are still recognized delays
in sharing information from the surveillance system,
between the district, governorate and national level.?®
Additionally, as caseloads have decreased over time,
there have been variations in the use of the ‘cluster of
cases’ approach and as a result, RRTs have responded to
individual and/or small groups of cases reported through
community-based alerts and information exchanged at
national and sub-national coordination meetings. There
have also been issues related to the accuracy of the
data, as RRTs' have reported responding to non-chol-
era-related cases.

Team composition, scope and action

In Haiti, the RRT consists of four members: one team
leader (WASH or nurse profile), one hygiene promoter

or community mobilizer, one WASH technician or nurse
(depending on the team-led profile) and one driver.?6 They
can also have at least one member from the MSPP’s
EMIRA, who is responsible for administering oral chemo-
prophylaxis to those in contact with cholera cases during
hygiene awareness sessions.?’” CEHA teams are similar
in composition, with the exception of a member from
the MSPP’s EMIRA and are used interchangeably with
the RRTs. Mobile WASH teams from DINEPA also have a
similar composition to the RRTs and CEHA teams.

Currently, there are 57 RRT and/or CEHA teams, including
47 which are concentrated in the three most affected
departments of the country (see Figure 3). There are two
mobile WASH teams (from DINEPA with support from
NGOs), which are based in the West department (and
available to deploy nationally. In the case of a changing
caseload, there is the capacity to scale up (or down)
depending on the size of the outbreak.?®®

23 This analysis is supported by the emergency unit of GARWSP's information management team. The team provides
regular analysis and visualization of this information in cumulative reports.

24 This was reported during UNICEF's presentation at the Consultative Meeting in Amman (10-11 October 2018). It was
also reported that urban cases are responded to within 24 to 48 hours and rural cases within 72 hours.

25 It can take up to three to four weeks for the epidemiological data and line lists to be compiled, validated and shared
by the national level to the district and governorate level.

26 This can increase to five members, pending inclusion of EMIRA members.

27 Tasks include support to the team with all activities (i.e., household disinfection or hygiene promotion or awareness-

raising).

28 The number of teams varies over time, depending on existing outbreaks which can trigger the activation of
additional, temporary teams (using pre-identified NGO staff on standby). For example, in November 2016, following
Hurricane Matthew, there was an increase to 80 teams nationally, followed by a decrease to 60 teams in 2017 This
included 13 ‘mixed-teams’ from NGOs and EMIRA.
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Figure 3.

RRTS IN OUTBREAK SETTINGS:

Number of rapid response team concentrated in the three most affected departments,

2017-2018.

Source. UNICEF (n.d., a)

In Yemen, RRTs consist of two team members, one male
and one female.?® In addition to the field teams, there is
also one national coordinator, one deputy national coor
dinator, and five national hub coordinators, along with 22
RRT coordinators at the governorate level. The structure
also includes support for logistics, surveillance, informa-
tion management, data collection, reporting and monitor
ing at all levels.

Legend:
Nb of NGO teams per
department

Currently, there are between 400 to 850 RRTs, locat-

ed in 22 governorates (see Figure 4).%° There are also
approximately 95 standby teams that are available to be
deployed, and that can be increased based on need.®" In
the case of a high caseload, there is the capacity to scale
up in response to the size of the outbreak and seasonal
variations and can also include the deployment of more
than two teams to the same village or community.?

29 This number can vary based on a flexible system according to the caseload in the previous six weeks, at the
governorate level. These teams are deployed to different districts based on reported cases.

30 GARWSP (2018c). This includes 736 teams for 5,000 to 6,000 cases a day; 450 teams for 1,400 and 2,000 cases a
day; and 300 teams for 800 to 1,000 cases a day. This number can vary based on a flexible system according to the
caseload in the previous six weeks, at the governorate level. These teams are deployed to different districts based on

reported cases.
31 GARWSP (2017; 2018)

32 GARWSP (2018a). The RRT model was not designed based on a set number of teams but is dependent on
epidemiological data, providing flexibility and agility in the number and size of teams in order to follow the ‘'moving
target’ of cholera incidences. In addition to the standby teams, GARWSP has also provided training to community
members who can be activated as needed. The exact locations of RRTs continuously changes (based on cholera

incidences).
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WASH RRTs, Yemen, 2018
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In Haiti, the key tasks and responsibilities of RRTs are to  This is defined as the ‘cholera transmission control sys-

target households, communities and healthcare facilities. tem’ (see Figure 5).

Figure 5.
Cholera transmission control system, Haiti

Cholera transmission control system in Haiti
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Source. UNICEF (n.d., a)
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At the household level, the first responsibility of RRTs

is to undertake a ‘cordon sanitaire’ for every suspected
case, targeting a perimeter of 50- to 100-metres radius
around the affected household (often between 10 and 20
houses), depending on habitat density. The intervention
includes key activities, such as immediate investigation
and active case identification, provision of oral chemo-
prophylaxis (by MSPP’s EMIRA member), household dis-
infection,®® water quality monitoring, delivery of hygiene
promotion sessions, and distribution of a cholera kit.** At
the community level, RRTs conduct a rapid assessment
of the WASH situation to identify potential risk factors,
provide temporary chlorination of water systems and
points (public or private), and activate bucket chlorina-
tion.®® The CEHA teams follow up the RRT response,
focusing more broadly on community engagement and
mobilization to disseminate information to local author
ities and community leaders, targeting public places
(markets, schools, religious centres etc.) for cholera pre-
vention and control. The CEHA teams use different com-
munication channels, and a diverse range of information,
education and communication (IEC) methods (radio,
posters etc.). This is supported by a UNICEF partnership
with a semi-public mobile phone firm, Digicel, to send
tailored SMS on hygiene, cholera prevention and control
to affected populations during a one-week period in the
event of a localized outbreak. The mobile WASH teams
from DINEPA also support the response by carrying out
‘quick fixes' of existing WASH infrastructure and chlo-
rinating water sources.® At healthcare facilities, RRTs
complement the clinical response by MSPP and medical

RRTS IN OUTBREAK SETTINGS:

NGOs by providing WASH and infection prevention and
control (IPC) support as needed, delivering hygiene pro-
motion sessions to patients and relatives, and installing
oral rehydration solution (ORS) points in communities (as
needed).

In Yemen, the key tasks and responsibilities of the RRTs
target households and communities. At the household
level, RRTs visit up to 21 houses a day, on average,
targeting approximately 50- to 100-metres of the imme-
diate surrounding area, in locations or ‘clusters’ identified
as having more than 20 reported cases, suspected or
confirmed. This is similar to the ‘cordon sanitaire’ ap-
proach taken by RRTs in Haiti. The intervention includes
key activities, such as immediate investigation and active
case identification, household disinfection®, water quality
monitoring, delivery of hygiene promotion sessions, and
distribution of a cholera kit.®’ The hygiene promotion ses-
sions are based on key messages that ensure integration
of communications for development (C4D), and VWASH.®®
At the community level, RRTs conduct rapid assessment
of the WASH situation to identify potential risk factors,
and provide temporary chlorination of water systems and
points (public or private).

In both countries, the model is based on standard operat-
ing procedures (SOP), guidelines and protocols that define
the activation, deployment, and response criteria, spatial
and temporal, for the RRTs.* These include detailed terms
of reference outlining the team composition, key tasks,
and data collection and reporting protocols.

33 Specifically targeting traces of excreta and vomit, toilets, patients’ clothing etc.

34 This includes chlorination tablets (Aquatabs), soaps, buckets etc.

35 As this work focuses mainly on preventing any further spread of the disease, it does not specifically address
long-term WASH solutions. It is based on the ‘Shield and Sword Strategy’ to control and prevent cholera. <http://
plateformecholera.info/index.php/bonus-page-2/216-the-shield-and-sword-strategy-in-emergency-response>

36 This includes support to local technicians, at the district level, with the provision of high test hypochlorite (HTH)

during an outbreak.

37 This includes soap and washing powder for one month, water treatment products (50 tablets of 33mg Aquatabs

38

39

per household), chlorine stock solution to disinfect household water buckets and jerry cans (shock chlorination), and
20-litre jerry cans for the household with the suspected or confirmed case.

These are based on an integrated |IEC package that has been designed jointly by WASH and C4D. These include:
cholera risks of transmission, importance of safe practices and early referral; importance of hand washing with soap
at key moments; importance of safe water, household water treatment and safe storage (clean buckets with lids or
clean jerry cans).

In the case of Yemen, this information is included in four different documents: WASH RRT terms of reference (only
response criteria are defined, not response times); health and WASH RRTs" information flowchart; the cholera
integrated response plan and WASH cluster SOPR This is unlike Haiti, where one guideline exists, organized into eight
steps that outline the activation, deployment and response of RRTs.


http://plateformecholera.info/index.php/bonus-page-2/216-the-shield-and-sword-strategy-in-emergency-response
http://plateformecholera.info/index.php/bonus-page-2/216-the-shield-and-sword-strategy-in-emergency-response
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Training and capacity-building

Several training programs for RRTs, including initial and re-
fresher training, have been conducted in Haiti and Yemen.
In Haiti, an initial two-day training event was conducted
in 2014 for RRTs (at the time, there were approximately
20 teams in the country), followed by an additional train-
ing day for RRTs and EMIRAs in the Centre and North dis-
tricts by MSPP and UNICEF. A one-day training event was
also conducted by UNICEF with 52 RRT team leaders in
2018, which focused on outbreak investigation methods,
response design, management and organization of RRTs,
WASH assessment in emergencies, and monitoring. This
was cascaded to field staff in other agencies. During the
first two years of establishing RRTs, on-the-job training and
capacity-building were provided through the frequent pres-
ence of UNICEF cholera response specialists and Assis-
tance Publique-Hopitaux de Marseille (AP-HM; ‘Public As-
sistance Hospital, Marseille’) epidemiologists in the field.
The two mobile WASH teams from DINEPA also received
specific training in 2018. This focused on water supply in
emergencies and water treatment and sanitation.

RRTS IN OUTBREAK SETTINGS:

Similar training programs have been provided to RRTs in
Yemen. These included an initial two-day training event

by UNICEF for 30 to 40 RRTs in August 2017, focused on
transmission contexts, epidemiology, household interven-
tions, logistics, and monitoring and reporting. This was
followed by cascade training to 16 RRT coordinators at dis-
trict level. An additional, one- to two-day training event was
conducted by GARWSP with 1,320 RRTs in August 2017,
and with 888 RRTs in October 2017. A fourday training
event was also conducted by UNICEF with RRT coordina-
tors at district level, which focused on response criteria
(spatial and temporal), intervention packages, data collec-
tion and reporting, and M&E. To date, refresher training
has not been systematically conducted, and this requires
further consideration, given the rate of staff turnover within
RRTs. There is also recognition that C4D should be better
integrated in the training package.

Financial resources and cost-efficiency

The financial resources required to sustain the RRT model
include all human and technical aspects related to salaries
and incentives, operational and administrative costs,

and materials and supplies. It is important to note that

the RRT model is one component of a comprehensive
alert-response strategy that includes multiple layers of
engagement in households, communities and healthcare
facilities, and that supports a wide range of complementa-
ry actions to achieve cholera control and prevention.

Table 2.

The costs for the RRT model in Haiti and Yemen are
influenced by context factors, such as the geographical
area covered, security and access constraints, price fluc-
tuations, and supply shortages, that are specific to each
country and its’ operating environment (see Table 2).

Average monthly costs for RRT models, Haiti and Yemen

Country Average monthly cost per team (US$)*° Average number of teams
Haiti 583,338 57
Yemen 1,500,000 - 1,875,000 625

In Haiti, based on analysed data from 31,306 WASH re-
sponses over four years, the implementation of the RRT
has a total cost of less than US$8 million a year.” This

includes US$7 million a year for an average of 57 teams
and US$1 million a year for associated support costs by
UNICEF (based on expenditures in 2017 and 2018). This

40 Unless otherwise stated, all monetary amounts in this publication are in US dollars.
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results in a monthly average cost of US$583,338 for an
average of 57 teams*!, and an average monthly cost of ap-
proximately US$10,234 per team.*? In Yemen, the average
monthly cost range is US$1,500,000 — 1,875,000 for an
average of 625 teams, with costs varying depending on
rural and urban settings.* This results in an average month-
ly cost of approximately US$2,400 for urban teams and
US$3,000 for rural teams.

Partnerships and coordination

In Haiti, UNICEF's main partnership is with the gov-
ernment (MSPP and DINEPA) and NGOs to support
RRTs and CEHA and mobile WASH teams. Coordination
between these actors is led by, and the responsibility

of, MSPP at national and district levels. This includes the
support of two UNICEF cholera response specialists at
the national level, in addition to cholera coordinators,
(CMI: "coordinateurs maladies infectieuses’), funded by
the World Bank, in the three most affected departments.
These actors collaborate and work directly with RRTs and
CEHA teams to support their activation and deployment
and any follow-up responses. Coordination and ways of
working are still being developed between the RRTs,
CEHA teams and the mobile WASH teams from DINEPA,
as these teams have been operational for a limited time,
with a focus on the West department (to date, only one
deployment has been carried out outside this area of
intervention).

In Yemen, UNICEF’'s main partnership is with the gov-
ernment (emergency unit of GARWSP) to support RRTs.

RRTS IN OUTBREAK SETTINGS:

To date, there has been limited analysis of any associated
costs with implementing the RRT model in different set-
tings, including urban and rural settings, or by population
density. It is therefore difficult to provide an indication of
the cost-efficiency of the RRT model based on the experi-
ence of Haiti and Yemen. However, cost efficiency is one of
the key performance indicators (KPIs) that should be taken
into consideration when designing an RRT model.

Coordination is led by, and under the responsibility of, the
MoH and MoWE, with support from WHO and UNICEF.
The RRT supervisors at district level report to the RRT
coordinators at governorate level, who coordinate daily
with national coordination structure for the RRTs and
DHO. These resources collaborate and work directly with
RRTs to support their activation and deployment. Collab-
oration with health-specific RRTs is in place and focuses
on identification of and information-sharing of surveillance
data and cholera hot-spots, on a daily and weekly basis.
However, a recent evaluation of the response in Yemen
cites the need for improved coordination in terms of
planning and implementation of activities between the
health- and WASH-specific RRTs.* This requires further
harmonization in terms of planning and implementation
of activities to further strengthen the overall response. A
flowchart for information-sharing and ways of working be-
tween the health and WASH sectors has been developed
(see Figure 6).%°

41 This includes salaries and incentives, car rental, fuel and maintenance, materials and supplies, and operational and

administrative costs for UNICEF

42 Note this is the total cost which includes the administrative costs associated with UNICEF and NGOs. The
operational cost estimate is US$6,800 USD per month per team (i.e., rental car, fuel and maintenance: US$2,500
USD and salaries: US$4,300 for one team lead, two hygiene promoters or community mobilizer and one driver).

43 It has been reported that RRTs operating in rural settings are costlier than those in urban areas due to access and
security constraints. The breakdown of costs is: 43 per cent for salaries and incentives, and car rental, fuel and
maintenance, 54 per cent for operational and administrative costs for GARWSP materials and supplies, and 3 per

cent on other items.
44 Darcy et al. (2018: p.40)
45 UNICEF and WHO (2018b)
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Figure 6.

RRTS IN OUTBREAK SETTINGS:

Cholera coordination and information flowchart for health and WASH teams, Yemen

Cholera Information flow-chart for Health and WASH
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National coordination with the WASH cluster includes
involvement in weekly joint meetings to analyse the
previous week's response and to review epidemiological
and rainfall data to prioritize future responses, including
pre-positioning of RRTs, materials and supplies. Based
on the potential need for a scale-up, the WASH cluster
communicates this information to partners to mobilize
responses in these specific locations. At the sub-national
level, the WASH cluster receives epidemiological data and
line lists and conducts a regular comparative analysis of
RRT interventions (mainly focused on distributed items)
and partners’ interventions to better understand gaps and
current levels of coverage. The WASH cluster also maps
the broader preventive WASH responses (underway or
completed) by partners that immediately follow RRT in-
terventions. In the case of any identified gaps, the WASH
cluster liaises with partners to provide support as re-
quired. While coordination is working well at both national
and sub-national levels, there is still a need to further
strengthen the links between RRT interventions and the
broader preventive WASH responses that are supported

by WASH partners, in coordination with the WASH cluster.
This has been recognized as a key factor in optimizing the
delivery of a comprehensive alert-response strategy (with
RRTs as one component of this). Limited collaboration
between the WASH partners active in the RRM and RRTs
when responding to cholera has also been noted. This
also requires strengthening to further optimize cholera
response and prevention efforts in the country.



24

Global Review of Water, Sanitation and Hygiene (WASH)
Components in Rapid Response Mechanisms and Rapid
Response Teams in Cholera Outbreak Settings

Haiti, Nigeria, South Sudan and Yemen HAITI AND YEMEN

RRTS IN OUTBREAK SETTINGS:

Data collection, reporting and monitoring

In Haiti, data collection and reporting are mainstreamed
using an electronic Google database, accessible online,
that maintains historical details of responses from the
end of 2014. Two types of data sets are regularly reported
by UNICEF partners using standard formats, including line
lists and activity reports. Data collection and reporting
consist primarily of quantitative information regarding
household-level interventions.*¢ Monitoring of all activities
conducted in households, communities and healthcare
facilities uses a standard toolkit, known as the ‘Cadre
d'intervention eau potable, assainissement et hygiene
prevention et réponse pour cholera’. This includes a
guidance note for the overall use of the toolkit. Cholera
coordinators at the department level coordinate monthly
or ad hoc meetings to monitor activities and follow-up
action plans. UNICEF provides regular field monitoring of
RRTs and CEHA teams. NGOs conduct daily supervision
of RRTs to monitor the quality of activities and ensure
that proper reporting of interventions takes place using
internal teams. The existing post-intervention monitoring
(PIM) questionnaire has been updated, and the develop-
ment of an accompanying online tool using KoboToolbox
is being completed. The PIM collects information from
households regularly, approximately two weeks after an
intervention, and includes details regarding household vis-
its, household disinfection, water quality monitoring and
measurement of free residual chlorine (FRC), key hygiene
knowledge and practice, usage of distributed items, and
beneficiary satisfaction.

In Yemen, data collection and reporting are performed by
GARWSP and include information on activities conducted
at household and community levels, including rapid as-

Exit strategies

Based on the feedback from key informants, potential exit
strategies for RRTs in Haiti and Yemen were identified

to include a wide range of initiatives that could further
optimize existing resources and capacities, along with
capitalization and lessons learned over recent years.
These are summarized below.

Multi-disciplinary RRTs led by government authorities
(with minimal support from NGOs)

sessments for WASH. This consists of daily reports, using
an electronic tool and database, accessible online, in the
field by RRT members to RRT supervisors at the district
level, and then to RRT coordinators at the governorate lev-
el for consolidation and sharing with the national coordina-
tion structure for RRTs. Monthly reports are compiled by
RRT coordinators nationally, using the information man-
agement unit that has been established within GARWSP
Data collection and reporting consist primarily of quantita-
tive information regarding household-level interventions.*®
All information is available on the GARWSP dashboard.*’
GARWSP conducts daily supervision of RRTs to monitor
the quality of activities and to ensure proper reporting

of responses by RRT supervisors at the district level.
Additionally, internal self-monitoring of RRT interventions
is conducted at the household level to evaluate critical
behaviours using knowledge, attitude and practice (KAP)
surveys, followed by a weekly meeting with RRT coor-
dinators at the governorate level to discuss internal find-
ings. UNICEF staff conduct one field visit a week using

a standard reporting format (not specifically tailored to
the response). UNICEF also uses a third-party monitoring
(TPM) firm to review the quality of activities implement-
ed by RRTs in households. The TPM firm conducts two
field visits a month, to two households with suspected

or confirmed cases and two randomly selected house-
holds in the community, using the same standard tool

by GARWSP and RRTs for data collection and reporting.
UNICEF has engaged three WASH consultants to monitor
activities, including through daily visits to households and
communities where RRTs have conducted interventions.
The consultants use a specific format for reporting and
send weekly reports to UNICEF for compilation.

* InYemen, this involves the eventual transition into the
existing RRM, with GARWSP acting as the lead for
all WASH-related emergencies, in collaboration with
NGOs.

e |n Haiti, this involves the eventual phasing out of NGO
support to MSPP’'s EMIRA and incorporation of mobile
WASH teams from DINEPA into the RRM.

e Optimization of the composition and skills of the teams
should be taken into consideration, for both Haiti and Ye-

46 This includes the number of chlorinated water points, number of distributed hygiene kits, number of distributed
watertreatment products, and ORS sachets, and number of delivered hygiene promotion sessions.

47 See <https://tinyurl.com/y5sycscj>


https://tinyurl.com/y5sycscj

25

Global Review of Water, Sanitation and Hygiene (WASH)
Components in Rapid Response Mechanisms and Rapid

Response Teams in Cholera Outbreak Settings
Haiti, Nigeria, South Sudan and Yemen

HAITI AND YEMEN

men. This requires strengthening the C4D component,
in addition to convergence with any other type of RRT
(e.g., health-specific RRTs in Yemen) to create multi-dis-
ciplinary response teams that are government led, with
minimal support from NGOs, to further increase the ac-
countability and sustainability of the model.

RRTS IN OUTBREAK SETTINGS:

ic response within 24 hours, along with strong engage-
ment from government to effect capacity-building and
structural investment in WASH in the country.
InYemen, there is a need to further integrate RRTs into
the existing RRM, with the capacity to respond to any
type of emergency or humanitarian crisis.

Support for broader WASH emergencies and more sus-
tainable WASH actions
e The potential for RRTs to also conduct preventive activ-

Autonomy of community-based initiatives through support
and leadership by national authorities
e There is potential to increase the role and responsi-

ities, including technical assessments, awareness-rais-
ing and behaviour change, for medium- to long-term
WASH programming, has been recognized for both Hai-
ti and Yemen.

In Haiti, the 2019 strategy focuses on increasing the
autonomy of the MSPP's EMIRA, with the possibility
of expanding the mandate of these teams to respond
to other public health and WASH-related emergen-
cies.*® It is recognized that for this to work, a robust
surveillance system is required to support a systemat-

bilities of community-based organizations (CBOs) in
leading on triggering alerts for outbreaks, with support
and leadership from national authorities such as MSPP
DINEPA and GARWSR This includes strengthening ex-
isting CBOs and the establishment of an early-warning
community-based WASH surveillance system.

In Haiti, there is an ongoing pilot in the West depart-
ment with the activation of a communal health commit-
tee under the leadership of the DHO to support commu-
nity-based alerts.

Comparative analysis: Haiti and Yemen

In both Haiti and Yemen, the RRT model is based on an
integrated and harmonized package that specifically tar
gets pathways for cholera transmission, targeting affected
households and the at-risk population in the community.3®

While there are many similarities, the review has also
identified distinct operational differences in each setting
(see Table 3).

Table 3.
Comparative analysis of RRT models, Haiti and Yemen
Component Haiti Yemen
Four members? Two members.
'Mixed-teams’, with multi-sectoral team Non ‘mixed-teams’, with WASH only
Team members from government partner (MSPP's team members from government partner
composition EMIRA) and NGOs (GARWSP)
Total of 57 teams in 10 departments Between 400 — 850 teams in 22
governorates
one suspected case = one alert = one response ‘Cluster of cases’: 20 cases or more in
Activation one geographical area over a week period

(aimed to reach 25 per cent of cases)

48 This type of transformation may require a reduction in the number of EMIRA staff when the cholera epidemic is
close to elimination or eliminated. This also applies for mobile WASH teams from DINEPA and NGOs, which are
already taking on a modified mandate to support both cholera response and other WASH emergencies related to

natural disasters, displacement etc.
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Component Haiti Yemen

In 2018, 85 per cent of suspected cases were
responded to within 48 hours, and 75 per cent

In 2018, 3 per cent of suspected and
confirmed cases were responded to within

Response within 24 hours. 95 per cent response rate for 24 hours; 43 per cent within 24 to 48 hours

time suspected cases and 23 per cent within 48 to 72 hours. 32
per cent response rate for suspected cases
and 83 per cent confirmed cases

Response 10 to 20 households per case 20 to 21 households per day

coverage

Response Includes a case management / medical response Does not include a case management /

package (i.e., oral chemoprophylaxis) medical response (i.e., no oral chemopro-

phylaxis)
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RRTs In other settings:
Nigeria and South Sudan

Overview

In Nigeria, a RRM is in place, consisting of multi-sec-
toral, mobile teams that can respond to newly opened
or hard-to-reach areas, large population movements,
disease outbreaks, and natural disasters.* The RRM
was launched in 2017 and is coordinated by United
Nations Office for the Coordination of Humanitarian
Affairs (OCHA), with the support of other United Nations
agencies and NGOs.*°The RRM package covers emer-
gency shelter, NFls, WASH, nutrition, food security and
health, based on an agreed minimum package. The RRM
provides a time-bound, first-line response, followed by
sectorspecific responses. Responses are mobilized
through coordination by the clusters in the country

and are implemented within two weeks to one month
following the alert.

In South Sudan, there is a similar mechanism in place,
known as the integrated RRM (IRRM), which is coordi-
nated by OCHA and the World Food Programme (WFP),
with the support of other United Nations agencies and
NGOs. In addition to the IRRM, there is also an emergen-
cy, preparedness and response (EP&R) mechanism.®' This
is a multi-sectoral mobile team that is able to respond to
the immediate humanitarian needs of vulnerable conflict-,
disaster and/or outbreak-affected populations. The EP&R
mechanism was launched in 2010, and its WASH compo-
nent is considered one of its key pillars, led by the WASH
cluster. The WASH EP&R can access and provide respons-

es in most locations of the country, particularly where
other partners are not present. In addition, the WASH
EP&R can provide guidance and capacity-building as it

is supported by a group of the most experienced VWASH
partners in the country. It also provides outreach to local
NGOs and CBOs, without a presence in the capital, to
increase information-sharing between national and county
levels. The WASH EP&R provides a time-bound, first-line
response, followed by sectorspecific responses. Re-
sponses are mobilized through coordination by the WASH
cluster in the country and are implemented within two
weeks to one month following the alert (with a maximum
response time of up to four months).

There are also cholera-specific RRTs in South Sudan.
These are supported by UNICEF and are based on a
model established by WHO and the MoH to deploy
mobile teams to different areas of the country to sup-
port outbreak investigation, surveillance and response.

In 2017 UNICEF further evolved the model to create a
multi-sectoral mobile team, including C4D and WASH
partners from government and NGOs, to support cholera
response. The establishment of multi-sectoral teams was
based on lessons learned from the 2016 outbreak, which
highlighted the capacity gaps in the country.5? A response
by the cholera-specific RRTs in South Sudan has yet to
take place, as these were established in preparation for
future outbreaks.

49 OCHA (2018)
50 OCHA (2017)
51 UNICEF (2018c)

52 At the height of the outbreak, the capacity of the government to respond was limited, and only two NGOs were able

to provide support (deemed insufficient).
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RRTS IN OTHER SETTINGS:
NIGERIA AND SOUTH SUDAN

Team composition, scope and action

The main WASH partners supporting the RRM in Nigeria
are ACF, Oxfam, the Danish Refugee Council (DRC) and
the Norwegian Refugee Council (NRC), which work with
the WASH cluster by providing dedicated human resourc-
es, logistical capacity, and pre-positioning of materials
and supplies. The mobile teams that support the RRM
are activated and deployed within three days once the
alert is confirmed. The teams are multi-sectoral, with one
individual representing each sector, and consist of four
to five individuals. The mobile teams support rapid and/or
multi-sectoral needs assessments and provide a tailored
response for each intervention based on the findings,
adapting the agreed minimum RRM package as needed.
For WASH, the response can include emergency water
supply and storage, emergency sanitation and hygiene
promotion. Data collection and reporting occur for each
intervention and include sharing assessment results that
justify the decision-making process for the response.
Monitoring of interventions includes a database for track-
ing alerts, deployments and interventions, a beneficiary
complaint mechanism, PIM data collection and analysis,
and regular reviews of the RRM.

In South Sudan, the WASH EP&R partners, mainly S,
Polish Humanitarian Action (PAH), NRC, DRC, Medair,
Oxfam and the International Organization for Migra-

tion (I0OM),% work with the WASH cluster by providing
dedicated human resources, logistical capacity, and
pre-positioning of materials and supplies. The WASH
EP&R mobile teams are activated and deployed within
three to seven days once the alert is confirmed. These
teams are self-sufficient to provide an initial response on
arrival at the location. The teams range from four to five
dedicated members, including engineers and hygiene
promoters. Most WASH partners have at least two teams
readily available. The WASH EP&R supports rapid WASH
needs assessments and provides a tailored response for
each intervention based on the findings. This can include
emergency water supply and storage, hygiene promotion,
distribution of NFls, training of local community groups,

emergency sanitation and solid waste management. The
WASH EP&R also establishes partnerships with local
hygiene promoters and pump mechanics to support

the implementation of the response.% Coordination is
ongoing and regular between WASH EP&R partners,
including weekly meetings in which the WASH cluster
plays a pivotal role in centralizing all alerts and promoting
rapid decision-making for the activation and deployment
of teams. Data collection and reporting are harmonized
among WASH EP&R partners, including through online
tools and standard indicators. Reporting of interventions
and activities occurs daily and findings are shared during
weekly coordination meetings. Monitoring of the inter
ventions includes a database for tracking alerts, baseline
surveys and PIM data collection and analysis. However,
this is not yet systematic and requires further harmoniza-
tion.®®

For cholera-specific RRTs in South Sudan, 116 team mem-
bers from government and NGOs have been trained and
are on standby in 18 hot-spots, along with pre-positioning
of materials and supplies.*® The activation and deployment
of cholera-specific RRTs followed the national guidelines
for RRTs, originally established by WHO in collaboration
with MoH.%” While activation of these teams has yet to
occur, it is expected that the WASH and C4D components
of the RRT will support containment and control mea-
sures, including disinfection, distribution of WASH-related
NFls and hygiene promotion. The health component of
the RRT will support the investigation, surveillance and
confirmation of cases. These multi-sectoral teams have
already been recognized as improving coordination efforts
between the health and WASH clusters. Coordination
with the IRRM includes training IRRM team members on
the integrated cholera response package, as a contingen-
cy measure where IRRM partners are needed to support
a response in locations where the RRM is already being
implemented.

53 The first six partners are all funded by DG-ECHO and are part of a quasi-consortium that supports the WASH EP&R.
IOM is not funded by DG-ECHO but works in collaboration with the other NGOs, using a harmonized strategy.

54 This includes support in implementation, capacity-building, training, mentoring and on-the-job coaching, and
provision of materials and supplies (i.e., tools and spare parts).

55 DG-ECHO is requesting that funded WASH EP&R partners establish a standardized monitoring system because thus
far, each partner conducts internal monitoring of activities separately.

56 This was conducted over a series of cascade training events, including training the first 50 RRTs in January and
February 2018, selected from 18 hot-spots with a mix of government and NGOs (approximately three individuals for
each hot-spot). Based on this, RRTs in each hot-spot were responsible for training up to 10 additional RRTs in that
location. The 18 hot-spots were identified in the mapping exercise completed in February 2018.

57 There is no specific protocol.
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RRTS IN OTHER SETTINGS:
NIGERIA AND SOUTH SUDAN

Adaptability requirements

ed to a cholera outbreak, as they were only established

in early 2017. In both countries, it has been noted that the
WASH components of the RRM and EP&R can be further
adapted and strengthened to support cholera response.
The components described below have been identified as
required, based on feedback from key informant inter
views.

While there are no specific teams dedicated to cholera re-
sponse in Nigeria, the existing mobile teams have WASH
capacity and have responded to cholera outbreaks in the
country on several occasions in recent years. In South
Sudan, the WASH EP&R has also responded to cholera
outbreaks on several occasions in recent years. While
cholera-specific RRTs do exist, they have not yet respond-

Hot-spot identification and mapping

Nigeria

South Sudan

Based on the experience from 2017, outbreaks are
occurring in different locations, outside traditionally
mapped hot-spots due to the security context in the
country and population movements. Requires updat-
ing of identified hot-spots.

This is being used to pre-position newly established
cholera-specific RRTs, including materials and sup-
plies in 18 identified hot-spots.

Preparedness and planning

Nigeria

South Sudan

In 2017, there was a general contingency plan for the
entire country, not adapted to local states. As a re-
sult, in 2018, this will be adopted by local states.

No clear guidance exists on the elaboration of spe-
cific guidelines or protocols for use of the RRM to
support cholera responses.

Pre-positioning of human resources, materials and
supplies is required to support cholera responses,
particularly in areas with accessibility issues (e.g.,
security or seasonal constraints).

An early-warning community-based surveillance sys-
tem should be considered.%®

Lack of nationwide contingency planning for the en-
tire country. This only exists for Juba.

Coordination between IRRM, WASH EP&R and chol-
era-specific RRTs along with health and WASH clus-
ters and partners should be better defined.

An early-warning community-based surveillance sys-
tem should be considered.%®

Training and capacity-building

Nigeria

South Sudan

Ensure that RRM WASH partners have the capacity
and skills to respond in a cholera outbreak.
Recognized need to recruit human resources with
specific cholera experience and for an increased
number of teams.

Training of IRRM and WASH EP&R partners should
be conducted using the cholera modules provided to
the cholera-specific RRTs (only Medair and Oxfam
have participated).

Recognized need to recruit human resources with
specific cholera experience and for an increased
number of teams.%

58 This should include continuous monitoring of risk factors (e.g., water quality). Provision of trained volunteers should
be a priority in the areas with accessibility issues (e.g., security or seasonal constraints).

59 Current WASH EP&R teams are not sufficiently staffed. Only six partners are responding with an average of two
teams each, requiring an increase in human and financial resources.
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RRTs In all settings:
Challenges, best practice
and lessons learned

Documentation of how the different types of RRT mod-
els have been designed and implemented, along with
mapping of where similar models are currently in place,
is key to gaining a better understanding of the operational
aspects of RRTs. Capitalization and documentation of the
lessons learned from the different types of teams in all

Challenges

Information-sharing and coordination

The sharing of epidemiological data and lines lists from
the MoH and other key health partners has been cited as
one of the top challenges faced by those responding to
cholera in Yemen. This includes the timeliness of infor
mation-sharing, which directly affects the ability of RRTs
to deploy rapidly, as response criteria is one of the key
indicators used to monitor and measure the effectiveness
of RRTs. Additionally, the data provided are considered
insufficient because they contain inaccurate information
regarding patients’ addresses and locations. This touches
on the poor coordination and interaction between health-
and WASH-specific RRTs in the country. There is a stated
need for an integrated approach that harmonizes the two
teams into one joint team that works at governorate and
district levels, along with the inclusion of C4D expertise.
Coordination between health-specific RRTs, the WASH
cluster and its partners, and WASH partners active in the
RRM has also been noted by key informants as requiring
strengthening to optimize the delivery of a comprehen-
sive alert-response strategy.

In Haiti, there has been a similar experience in the accep-
tance and willingness to contribute and share epidemio-

countries are critical to better understand the effectiveness
and impact of their interventions, along with the potential
for replicability and adaptability in other settings. Based on
feedback from key informants, further insights on the com-
mon challenges, best practice and lessons learned for RRTs
in different contexts are summarized below.

logical data and line lists with WASH partners, although
because the model has been in existence for longer,
this issue has been resolved. The experience from Haiti
demonstrates that while it is possible to better integrate
RRTs, harmonization across a diverse range of actors
does take time.®° The structure is considered achievable,
although the details surrounding coordination and infor-
mation-sharing require close follow-up and monitoring to
ensure the timely activation and deployment of RRTs.

In South Sudan, similar issues related to coordination
between the health and WASH cluster were cited as
concerns, particularly related to the timeliness of informa-
tion-sharing and alerts to WASH EP&R partners in order
to provide a response. There have been instances where
alerts of suspected cases of cholera by health actors have
not been shared for several weeks, despite the capacity
of WASH EP&R partners to provide a response. There is
also a lack of clarity about how cholera-specific RRTs and
WASH EP&R respond to cholera outbreaks respectively,
and there is a recognized need for an integrated approach
to improve coordination and optimization of the limited
resources in the country.

60 Rebaudet et al. (2019)
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Access and logistical constraints

In Nigeria, South Sudan and Yemen, issues with se-
curity because of the presence of an open conflict and
instability poses key barrier to accessing areas affected
by cholera and the logistics of quickly deploying teams,
materials and supplies is limited. In Nigeria and South
Sudan, movements are supported using helicopters

and coordinated military movements, and also by flight,
through the United Nations Humanitarian Air Service
(UNHAS) and by road, respectively. In Yemen, there can
be problems obtaining permission from local authorities
t0 access certain areas, which requires time for negotia-
tions because there can be a high level of suspicion sur
rounding the implementation of these types of activities
in certain parts of the country. In addition, in Nigeria, the
deployment of teams has also been limited by the willing-
ness of staff to work in certain insecure areas, for fear for
their personal safety.

These constraints require a heightened level of planning
in terms of logistics and pre-positioning, as available
transport options are limited by the low frequency of
available flights, poor road conditions and limited space
for teams, materials and supplies. While pre-positioning
is seen as a viable option that is capitalized upon in most
of the countries reviewed, in Yemen, pre-positioning is
constrained because there is limited access to secure and
space-efficient warehouses (e.g., risk of airstrikes or raids
by armed groups). The ability to secure the supply chain
for replenishing key items, such as chlorine tabs and hy-
giene kits, has been gravely limited because of limitations
of access to international procurement and imports, and
has resulted in the need to establish contingency stocks
(i.e., a minimum of six months’ supply).

Best practice

Established yet agile model

All countries cited the existence of established teams
supported by trained human resources and the availability
of or pre-positioning of materials and supplies in most
at-risk and/or hot-spot areas as key to the design of the
RRT model. A robust surveillance system that provides
timely sharing of epidemiological data and line lists is
also important in guiding the activation and deployment
of RRTs. These components are essential to enable and
support a rapid response by the RRTs, and have been cit-
ed as crucial elements to the effectiveness of the model.
The establishment of a monitoring system that contin-
uously assesses KPIs to ensure that RRT interventions
are tailored to the evolution of the outbreak and cholera
transmission, based on epidemiological data, is also an

RRTS IN ALL SETTINGS:
CHALLENGES, BEST PRACTICE AND LESSONS LEARNED

In Haiti, access is constrained by the remoteness of
locations and seasonal variations, which limit the ability
of RRTs to rapidly reach certain areas of the country. This
is particularly problematic during the rainy season and is
being addressed through the pre-positioning of materials
and supplies, along with capacity-building and training of
local volunteers to ensure that a response can be activat-
ed remotely, even if RRTs cannot be deployed or encoun-
ter delays in reaching these locations.®°

In all cases, while these aspects can be mitigated through
preparedness and planning, it is important to recognize
that the ability of RRTs to respond within the defined
time frame of 24 to 48 hours can be severely hindered,
making it increasingly difficult to achieve one of the KPIs
for cholera response.

Resource mobilization

Sustaining the RRT model over time was mentioned

as one of the key difficulties encountered, due to the
financial requirements to support human resources, ma-
terials and supplies, and logistical support. While in the
initial phases of a cholera outbreak emergency funding
is readily available and can provide the financial support
required, over longer periods of time, this type of fund-
ing becomes increasingly difficult to secure. This was re-
ported for Haiti, where the RRTs have been in existence
for almost four years. In Nigeria, competition for limited
financial resources between the WASH component of
the RRM and other regular programming has also been
cited as an issue. In South Sudan and Yemen, funding
for WASH EP&R and cholera-specific RRTs has yet to be
identified as a major concern, but this could eventually
arise.

important component of a comprehensive alert-response
strategy. The ability to quickly adapt RRT interventions to
those locations with increased cholera incidence provides
allows for a good level of agility in the model. Flexibility

in funding also enables the different types of teams in

all countries to tailor the response based on identified
needs, and enables rapid decision-making and implemen-
tation.

Optimization of available resources

In most countries, including Haiti, Nigeria and South
Sudan, coordination among different partners and sectors
was cited as supporting the ability of the different types
of teams to rapidly respond to outbreaks. Coordination
and information-sharing with health actors, along with na-
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RRTS IN ALL SETTINGS:

tional authorities, including government and the military,
help to support timely interventions and optimization of
resources in contexts where the constraints are numer
ous, particularly when conducted at more local levels.
Harmonization across different teams in terms of well-es-
tablished SOPR guidelines and protocols, information
management and reporting systems, for both implement-
ed and monitored activities, has also helped to improve
coordination and ways of working, particularly in Haiti.®

This is also true for Yemen, where the benefits rec-
ognized need of stronger links between health-and
WASH-specific RRTs, the WASH cluster and its partners,
and the WASH partners active in the RRM have resulted
in the optimized delivery of a comprehensive alert-re-
sponse strategy. The use of ‘mixed-teams’, with multi-sec-
toral team members, from MSPP and NGOs in Haiti also
demonstrates the optimization of resources by helping
to fill gaps that arise due to the limitations faced by local
authorities, including the training of RRTs in immediate
outbreak investigation and active case identification.®

In South Sudan, the role that the WASH cluster plays is
crucial to the harmonization of the WASH EP&R model
and supports prioritization and rapid response among
NGOs. It is expected that the multi-sectoral nature of
cholera-specific RRTs will be effective in further improving
coordination between the health and WASH sectors, par
ticularly at a decentralized level, as teams are composed
of government partners and NGOs with diverse skills.
This increases their ability to conduct immediate outbreak

Lessons learned

In Haiti, while there has not been a dedicated exercise in
lessons learned for RRTs, there have been several review
exercises to capitalize on the learning from the cholera
response by MSPP. DINEPA and NGOs in recent years.
There have also been various studies by the AP-HM, in
collaboration with UNICEF.'26%2 \With the support of the
Centers for Disease Control and Prevention (CDC), an
impact evaluation of RRTs is planned. The key findings
specific to the RRT model are summarized below.

Use of epidemiological data and surveillance to inform
and design the response

A surveillance system that promotes timely informa-
tion-sharing of epidemiological data and line lists, daily,

CHALLENGES, BEST PRACTICE AND LESSONS LEARNED

investigations and active case identification, immediately
followed by a joint health, WASH, and C4D response. In
Yemen, the fact that RRTs are embedded into GARWSRE a
government partner, coupled with the recruitment of per
sonnel locally, has resulted in increasing coordination with
local authorities. This is particularly important to support
the RRT model, given the security context in the country.

Contribution to control and prevention of cholera
transmission

In all the countries reviewed, the use of different types
of teams were noted as having contributed to the control
and prevention of cholera transmission. By targeting
households, communities and healthcare facilities in
cholera hot-spots, these teams have played a key role in
further engaging the affected and at-risk populations and
have supported the adoption of good practice, such as
household water treatment and storage, hand washing at
critical times, and the use of sanitary facilities.®’ House-
hold visits by RRTs have resulted in a better understand-
ing of the risk factors associated with cholera transmis-
sion and have also been useful in further tailoring the
response. Follow-up of RRT interventions with broader
preventive WASH responses, embedded within a com-
prehensive alert-response strategy that includes multiple
layers of engagement with households, communities and
healthcare facilities, has also been cited as supporting
the control and prevention of cholera transmission. This
further demonstrates that a wide range of complementa-
ry actions is essential in all contexts.

across all actors and at all levels, is seen as key to guiding
the response and ensuring the effectiveness of interven-
tions to control the outbreak. The lack of available labora-
tory data was cited as one of the main inefficiencies of
the surveillance system, and has resulted in the response
being guided by a ‘process of elimination’ (rather than
accurate epidemiological data). It was also reported that
strong coordination and robust information management
systems should be put in place to support the timeliness
of RRT interventions. It has been recognized that, through
early detection at the beginning of an outbreak and the
prompt use of RRTs plays a critical role in avoiding further
spread of the disease.

61 Michel et al. (2018)
62 AP-HM (2016-2017)
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Predictable funding to support a harmonized model

The importance of the predictability of funding to maintain
the RRM is clear. This allows the geographic scope and
type of interventions to remain flexible and agile enough to
respond according to the evolution of the outbreak. Harmo-
nization of the model across all partners in terms of human
resources, along with materials and supplies to support
response activities, is critical. Information management,
data collection, reporting and monitoring are also important
elements to be standardized for the model. In the absence
of funds to permanently support the RRM, an agreement
on contingency funding should be established with donors
through the national mechanism for emergency funding
(e.g., OCHA Emergency Response Fund).

Collaboration with local authorities and community
leaders

Engagement and mobilization of communities through the
collaboration of local authorities and community leaders,
particularly on behaviour change and improvements, are
considered to be another key component in supporting
RRT interventions. This includes a joint review of key
messages to be shared for cholera control and preven-
tion, communication and dissemination methods as well
as target audiences. The importance of a harmonized C4D
package was also cited as key in supporting these efforts.

Similarly, in Yemen, there has been no dedicated exer
cise in lessons learned. However, in early 2018, UNICEF
supported an evaluation of the cholera response and the
WASH cluster. Its partners also conducted a ‘lessons
learned’ workshop. These exercises helped to identify
key findings and specific learning from the RRTs. Despite
these efforts, there is not yet a process in place for sys-
tematic documentation of lessons learned from the RRTs.
This has been recognized as a crucial next step in the
evolution of the RRT model, with a descriptive study on
effectiveness and impact planned by UNICEF before the
end of 2019. The key findings specific to the RRT model
are summarized below.

Use of epidemiological data and surveillance to inform
and design the response

The capacity to use and analyse available epidemiological
data and line lists to target the activation and deployment
of RRTs has not been as strong or consistent as needed.

RRTS IN ALL SETTINGS:
CHALLENGES, BEST PRACTICE AND LESSONS LEARNED

While a tool was developed, supported by UNICEF, to
help focus the response appropriately, the lack of consis-
tent support and supervision of an epidemiologist to anal-
yse the data limited the effective use of these findings to
inform and guide the operational response.

Enhanced rapid response capacities

A review of the existing RRT model is required to
strengthen its use in future responses. This includes the
revision of RRT SOR guidelines and protocols, along with
coordination and ways of working with health-specific
RRTs, the WASH cluster and its partners, and the WASH
partners active in the RRM. Appropriate pre-agreements
and contracts should be put in place with operational part-
ners and suppliers to support RRT interventions. Support
for joint interagency contingency planning is required to
define the precise role and responsibilities covered by the
RRT model. Simulation exercises were also cited as an
important preparedness and response action.

Improve coordination between health-and-WASH-specific
RRTs and WASH partners

Strengthening coordination and ways of working with the
health-specific RRTs, the WASH cluster and its partners,
and the WASH partners active in the RRM has been cited
as key to optimizing the delivery of a comprehensive
alert-response strategy. Additionally, there have been
concerns with the fact that health- and WASH-specific
RRT information is not readily available, including terms of
reference and contact details. This requires sharing with
all WASH partners through the collaboration of the WASH
cluster to further improve coordination efforts. The need
to clarify the role of C4D and collaboration with health-
and WASH-specific RRTs was also cited by informants.

In Nigeria and South Sudan, there is no harmonized
system to document lessons learned internally or exter
nally and this has been recognized as a programmatic
gap. In South Sudan, NGOs supporting the WASH EP&R
currently conduct internal reviews; however, these are
not occurring jointly nor systematically. It was reported
that key findings are shared during weekly coordination
meetings. The WASH EP&R partners are developing a
strategy to conduct regular ‘lessons learned’ exercises on
a quarterly and biannual basis.
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Existing evidence: Timeliness and targeted responses

Existing studies and evidence support the rationale for tar  Evidence proves that early case detection and treatment
geted responses, and the basis for which the RRT model act as key control measures in reducing cholera incidence

was designed and implemented in outbreak settings in and fatality rates. The early establishment and prompt
Haiti and Yemen, specifically regarding the timelines of use of RRTs can help to support the timeliness of the
the response and its impact on the epidemic curve and response and staying ahead of the epidemic curve (see

the perimeter for interventions around suspected cases.®®  Figure 7).%*

Figure 7.
Timeliness of response and impact on epidemic curve®®

Scenario A Scenario B

HHUHHHHHER
_~

Source. Modified from Darcy, et al. (2018)

In addition, evidence also proves the relationship between  within a 50-metre radius of a confirmed case, six times
the relative risk of cholera transmission and proximity higher within a 51- to 100-metre radius, and five times
of households with confirmed cases. The relative risk of higher within a 101- to 150-metre radius (see Figure 8).5
being infected in the first three days is 36 times higher

63 Using the approach of a ‘cordon sanitaire’, as mentioned above.
64 Darcy et al. (2018)

65 Schematic representation of the same cholera control measures implemented at the beginning (Scenario A) and after
the peak (Scenario B) of an outbreak, and potential cases averted. [Y—axis = incidence of new cases,
X-axis = time]. Darcy et al. (2018)

66 Azman et al. (2018) ; Debes et al. (2016)
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Figure 8.
Relative risk of cholera transmission

<150m 5 x Relative Risk
/ <100m 6 x Relative Risk
<560m 36 x Relative Risk

\_

Source. MISF (2017) ; Debes et al. (2016)

RRT performance: Effectiveness and impact

The RRT models reviewed in Haiti, Nigeria, South Su-
dan and Yemen all demonstrate key learning that can be
scaled and adapted to different contexts and settings. This
includes aspects related to:

e performance in terms of effectiveness and impact

e ability to provide a timely, coordinated and predictable
response

® insights into the replicability of these types of models,
particularly in outbreak settings.

In Haiti and Yemen specifically, a series of systematic
reviews, research and studies, quick impact analysis and

PIM data have been analysed to better understand the
correlation between RRTs' response time and coverage
and a reduction in cholera incidences. Key examples

have been extracted from available secondary data and
are included to highlight the correlation between RRT
interventions and cholera incidence in both countries. It is
important to note that, despite dedicated efforts by these
countries to analyse and document the effectiveness and
impact of RRTs, there are still only limited qualitative data
sources that can support measurement of these perfor-
mance-related aspects. The knowledge gaps associated
with the measurement of the effectiveness and impact of
RRTs are well recognized as an area for future action.
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Systematic reviews, research and studies

Haiti

A systematic review to assess the effectiveness of the
use of CATls was conducted over a three-year period
from 1 January 2015 to 31 December 2017 in one admin-
istrative department of Haiti, comparing the outcome of
cholera outbreaks with the promptness of response.®'
The study evaluated CATI effectiveness by comparing the
number of cases from the fourth day of an outbreak in re-
sponded and non-responded outbreaks, analyzing a total
of 3,887 CATIs, which were notified by RRTs to UNICEF®”
The review was based on the identification of 456 cholera
outbreaks across 290 different localities, including 176
that were responded to by at least one complete CATI
(see Figure 9). Key findings include the following:

e There is increased cholera risk among neighbours living
within a few dozen metres of cases during the few days
following disease onset.

e Significant protection of household contacts of cholera
patients is achieved through promoting hand washing
with soap and treatment of water.%®

e Results from a micro-simulation modelling study sug-
gest that early targeted response interventions are

Figure 9.

Outbreak outcome according to the response’®

40
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Source. Michel et al. (2018)

more resource efficient than mass interventions against
cholera.®®

e The sooner the first correct response was implemented
by the RRTs, the fewer the number of suspected chol-
era cases. Accumulated cases reduced by 74 per cent
where the first completed CATI was conducted within
one day or less, compared with the first CATI complet-
ed CATI within seven days or more of the outbreak.

e As for the promptness of the response by RRTs, the
duration of outbreaks was also significantly reduced.
The duration of the outbreak decreased by 64 per cent
where the first completed CATI was completed within
one day or less, compared with the first CATls complet-
ed CATI within seven days or more of the outbreak.

Evidence strongly suggests that where CATIs are promptly
conducted by RRTs, this significantly shortens the duration
of cholera outbreaks, with the potential to reduce and/or
‘slow down' transmission. Thus, the sooner the first-re-
sponse CATI is implemented, the fewer cases are record-
ed and the shorter the outbreak lasts.

2
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67 CATI interventions are defined as complete if mobile teams reported at least a doorto-door activity (education,
decontamination) and a water chlorination activity (chlorine tablet distribution, chlorination at water points,

chlorination of a water supply system).

68 Based on randomized trial in Bangladesh of interventions promoting handwashing and water treatment (with kit
distribution) in families of hospitalized cholera cases. Georges et al. (2016)

69 Finger et al. (2018)

70 (A) Comparison of the number of cholera suspected cases from the fourth day of outbreak according to the CATIs/
week ratio; and (B) Kaplan-Meier comparison of the duration of outbreaks according to the CATls/case ratio.
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A fouryear study of the implementation of the national
alert-response strategy was conducted, covering a period
of 209 weeks, from its launch in July 2013 (2013w27) to
June 2017 (2017w26), including the RRTs' response. An
evaluation of the efficiency and impact of the response
strategy was out of the scope of the study; however, it
does conclude that cholera incidence exhibited a con-
tinuous decrease over the period of the study, reducing
to below 500 weekly cases in 2017, despite exceptional
precipitations being recorded in April and May. In addition,
analyses found that response interventions were signifi-
cantly more likely and more numerous in response to red
alerts compared with orange alerts. Over the course of
the study, a significant improvement in the exhaustive-
ness (defined as the probability of response to a cholera
alert), as well as the intensity and quality of interventions,
was observed, independently of funds available for the
strategy. The probability of launching a response interven-
tion significantly decreased with increased rainfall, likely
because of logistical difficulties. The implementation of
response interventions appeared significantly heteroge-
neous between NGOs, districts and departments. This is
based on an analysis of available evidence and informa-
tion, including the evolution of accumulated rainfall and
cholera epidemic indicators (panel A); cholera retrospec-
tive alerts (panel B); and implementation of the response
strategy by UNICEF (panel C), on a weekly basis over

the 209-week study period. (see Figure 10). Key findings
include the following:

e There was a total of 149,690 suspected cases and
1,498 deaths. A total of 8,094 stool samples were cul-
tured and 52 per cent tested positive for V. cholerae O1
(see Figure 10 panel A).

e A total of 31,306 responses to cholera cases and 9,450
systematic preventive interventions in at-risk areas
were conducted, of which 61 per cent were conducted
in towns with a red alert and 14 per cent in towns with
an orange alert. Responses to red and orange alerts sig-
nificantly improved throughout the study period; for ex-
ample, the response to red alerts during the same week
in 2013 (second semester) increased from 18 per cent
to 84 per cent in 2017 (first semester). Rates for orange
alerts were 10 per cent and 67 per cent respectively
during the same periods (see Figure 10 panel B).

e QOverall, 47 per cent of the 7853 red and orange alerts
received hygiene promotion sessions during the same
week (@ median of 209 persons per alert), and 44 per
cent of alerts were responded to by decontamination of
a median of 20 houses. Chlorine tablets were distribut-
ed in 44 per cent of alerts to a median of 40 households,
and chlorination of water sources were implemented in
7 per cent of alerts (see Figure 10 panel B).

e UNICEF's total financial expenditure of US$25.4 million
(approximately US$8 million a year), supported RRTs
(including MSPP's EMIRA) and mobile WASH teams
with DINEPA and NGOs. This included US$2 million for
response items (i.e.,chlorine, soap, buckets and ORS)
and US$3.7 million for other cholera-related activities
(i.e.,cholera surveillance, coordination and other WASH
prevention activities) (see Figure 10 panel C).

e RRTs provided hygiene promotion sessions to 2.9 mil-
lion people, decontaminated 179,830 houses, distribut-
ed chlorine tablets to 757693 households and soap to
593,494 households.
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Figure 10.

Weekly evolution: Accumulated rainfall and cholera epidemic indicators™
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The study does cite limitations with alerts being com-
municated through the surveillance system, along with
non-inclusion of community cases (including inconsistent
reporting of community deaths). Alert notifications were
based on information collected from healthcare facilities
that provided treatment and did not include patients’ ad-
dresses. Therefore, RRTs directly gathered epidemiolog-
ical data and line lists from healthcare facilities providing
treatment and through other health authorities, which

included patients’ addresses. Although it was recognized
that the alerts provided a practical indicator, the weekly
timescale for reporting largely exceeded the 48-hour re-
sponse deadline on which RRTs based their performance
indicator. This resulted in response rates by RRTs being
higher than those communicated through the alert sys-
tem. As previously mentioned, since 2017 a new system
has been put in place, based on line lists from healthcare
facilities, and which includes patients’ addresses, with

71 Rainfall, suspected cases and deaths (panel A); cholera retrospective alerts (panel B); implementation of the
response strategy by UNICEF (panel C), from mid-2013 (2013w27) to mid-2017 (2017w26). Area-averaged cumulated
rainfall was obtained from NOAA. Suspected cholera cases, cholera-associated deaths, and positive and negative
stool cultures tested for V. cholerae O1 were provided by routine surveillance databases of MSPP. Details on
expenditure and WASH interventions were provided by UNICEF.
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the aim of providing more accurate data and a timelier
response.’?

Additionally, a review was conducted in April 2017, which
provides perspectives on the impact of the rapid response
and alert-response strategy, in which the RRT model plays
a crucial role.”® The review provides several indications of
how the overall response strategy, with a large contribu-
tion from RRT interventions, has resulted in a reduction in
cases in 2017, despite potentially harmful rainfall patterns.
Key findings include the following:

e The approach, which involved CATIs at the patient's
household and the implementation of a ‘cordon sani-

Quick impact analysis

Haiti

In July 2017 in a preventive measure against a potential
increase in cholera cases, the Direction Departmental
Sanitaire de I'Ouest (DDSO; ‘West Department Health
Directorate) and DINEPA launched, with the support

of UNICEF and NGOs, an intensified response in the
West department, with the aim of reaching the lowest
cholera incidence possible before the traditional period
of high transmission (i.e., September to December).
This effort was referred to as ‘Operation Coup de Poing
(OCP: "high-impact, rapid operation’).”® A quick analysis

taire’, has proven to be effective in preventing the occur-
rence of secondary cases.

e The systematic review highlights a significant reduction
in the duration and cumulative incidence of outbreaks
because of the chlorination of water systems and points
and distribution of watertreatment products.”

e Predictions based on mathematical models of major
outbreaks (which did not occur) did not consider the im-
proved capacities and resources in place to respond to
cholera as a result of the strategy. Trends demonstrate
that despite significant rainfall patterns, outbreaks be-
came more and more controlled, because of the time-
liness in triggering rapid response and preventive inter
ventions to scale.

of the OCP correlates the number of suspected cases,
the number of rapid responses (including RRT interven-
tions) and coverage of the rapid responses conducted,
covering a 15-week period, from July to October 2017
(2017w29-2017w42). There is a demonstrated and notable
improvement in the consistency of coverage of the rapid
responses conducted during the OCP period, compared
with previous months.” In addition, for some of the
weeks, there are cited decreases in cases when mea-
sured against the number of rapid responses conducted,
which largely included RRT interventions (see Figure 11).

72 As stated above, this has resulted in responses in fewer than 48 hours in 84 per cent of suspected cases in 2017,
which improved in 2018 to 85 per cent within 48 hours and 75 per cent within 24 hours. 93 per cent of all suspected

cases being responded to by the RRTs.
73 AP-HM (2017)

74 Qutside the Port-au-Prince metropolitan area.

75 UNICEF (2017b)

76 This was partially due to incomplete reporting during the first three months of 2017, caused by a modification to the

format of the online database.
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Figure 11.
Trend of suspected cholera cases and associated rapid responses, West department
of Haiti, 2017 (2017w1-2017w42)”’
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More evidence of the impact of the OCP is demonstrated 50 per cent of all cases.”® Due to the OCPR the West de-
by the trends in suspected cholera cases and rainfall for partment accounted for less than 10 per cent of all cases,
the country as a whole and for the West department (see  reducing the risk of a national outbreak, as this locality is
Figure 12). The dark orange bars represent the number of the most populated area and main intersection in Haiti. It
cases in the West department, and the light orange bars is also interesting to note that rainfall did not systemati-
represent the number of cases nationally. Before the OCP  cally result in an increase in cholera incidences.

the West department usually accounted for 30 per cent to

77 UNICEF (2017b)

78 Except in mid-2014 due to a severe surveillance default in this department (i.e., cases were not being reported
following Hurricane Matthew in the southern peninsula).
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Figure 12.
Trend of suspected cholera cases, with national and West department rainfall, Haiti, 2017
(2017w1-2017w42)7°
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Source. UNICEF (2017b)

Another quick analysis was conducted in the North-

West department in 2018, which compared the number
of suspected cholera cases with the number of RRTs,
response times and rainfall data. This covered a 20-week
period, from January to May 2018 (2018w1-2018w20).5° A
chronological summary of the response provides insights
into how the response was scaled up as follows:

Before 2018w15, there was one team in one vehicle,
alongside one member of EMIRA staff and other EMI-
RA staff responding independently.

Between 2018w15 and 2018w 16, there were two teams
in two vehicles and two EMIRA staff working alone in
remote areas.

During 2018w17, there were two teams in two vehicles,
one extra team with back-up staff, and two members of
EMIRA staff alone in remote areas. The response time
was delayed due to localized flooding.
From 2018w19, there were five teams in five vehicles,®'
with the integration of five EMIRA staff in each team.
Staff of NGOs were deployed in remote areas, with
EMIRA and six community-based agents mobilized in
the two most affected remote areas.
At this point, the response included an increased size
of ‘cordon sanitaire’ from 10-20 houses to 20-30
houses and an increased number of interventions
within 24 hours.®?

79 Note that 2018w42 data are incomplete.

80 UNICEF (2018d)

81 An additional two teams were provided by the Artibonite department, based on the geographic flexibility agreement

between UNICEF, MSPP and NGOs.

82 Same-day notification was ongoing, based on the placing of four agents inside treatment institutions, directly

reporting to RRTs new-case arrivals.



47

Global Review of Water, Sanitation and Hygiene (WASH)
Components in Rapid Response Mechanisms and Rapid
Response Teams in Cholera Outbreak Settings

Haiti, Nigeria, South Sudan and Yemen DISCUSSION
The analysis of the12-week period from March to June e the correlation between an increase in the RRT re-
2018 (2018w 13-2018w24) illustrates: sponse rate and a decrease in suspected cases (see

Figure 14).
e the correlation between an increase in the number of
RRTs deployed, a decrease in suspected cases and rain-
fall patterns (see Figure 13). %

Figure 13.
Trend of suspected cholera cases compared with numbers of RRTs and rainfall, North-West
department in Haiti, 2018 (2018w13-2018w24)
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Source. UNICEF (2018d)

83 Despite a correlation with a decrease in rainfall, the assumption is that a heavy rainfall of 110mm, causing localized
flooding, should have resulted in a greater rate of disease transmission. On the contrary, the trend shows a ‘slowing
down'’ the week following this rain and a clear decrease the week after.
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Figure 14.

Trend of suspected cholera cases compared with RRT response time, North-West

department in Haiti, 2018 (2018w13-2018w24)
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There was another review conducted of the ‘quick im-
pact’ of the emergency preventive response on cholera
incidence and control in the metropolitan area of Port-au-
Prince.®* This covered a 17-week period, from January to
April 2015 (2015w 1-2015w17). This review correlated the
possible relationship between rainfall, cholera incidence
and the number of water chlorination points in Port-au-
Prince (see Figures 15 and 16).%° As access to chlorinated

water points increased over time (from 20 to 45), there
was a reported decrease or slowing down’ of cases,
which is likely to have been influenced by this increase.
These findings are useful and help to further demonstrate
the effectiveness and impact of RRT interventions, which
include water treatment, despite not being directly men-
tioned in the review document.

84 UNICEF (2015)

85 This also included a similar analysis that included distribution of Aquatabs, instead of water chlorination points.
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Figure 15.
Suspected cases, rainfall and water chlorination points, Port-au-Prince,
Haiti, 2015 (2015w 1-2015w17)%¢
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Figure 16.
Comparative mapping of cholera cases in the Port-au-Prince metropolitan area,
Haiti (27 January and 1 April 2015)

. 1 . J hol B 3 d break Picture 2: Repartition of suspected cases of cholera in Martissant and Carrefour areas on outbreak
Picture 1: Repartition of suspected cases of chol erc_r in Martissant an_ C.urref our areas on outbrea peak day following the rains in March (10 cases) against water chlorination points installed in both
peak day (27th January 2015) with 69 cases on this single day. areas (yellow points)

Source. UNICEF (2015)

86 There is evidence showing that short and small rains (A) in January generated the contamination of water systems
and the transmission of the disease to hundreds of people in few days, while, with a similar rainfall pattern in April
(B), there has been only a slight increase, rapidly followed by a reduction in daily suspected cases. The graph quite
explicitly shows that with an increased number of chlorination points in Martissant and its surroundings (as well as
the complete response package), and despite a period of rains at the end of March and heavy rains at the beginning
of April (C), cholera has been controlled in this zone of the Port-au-Prince metropolitan area.
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DISCUSSION

There has been limited analysis regarding the correla-
tion between cholera incidence and interventions by
RRTs in Yemen. One example has been provided by
GARWSP based on an analysis from the launch of the

Figure 17.

RRTs in August 2017 up to October 2018. This covered
a 60-week period, from 15 August to 14 October 2018
(2017w33-2018w41) (see Figure 17).% There is also an
extraction of this data, from 15 August to 26 December

2017 (2017w33-2017w5h2) (see Figure 18).%

Reported cholera cases and evolution of RRT coverage, Yemen (2017w33-2018w41)
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87 GARWSP (2018b)
88 GARWSP (2018d)
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Figure 18.

Extraction of reported cholera cases and evolution of RRT coverage,

Yemen (2017w33-2017w52)
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Another, more specific example has been provided by
GARWSP based on findings from July and August 2018.
This review covered an eight-week period, from 2 July

to 26 August 2018 (2018w27-2018w34).%° It studied the
possible relationship between the number of working
RRTs and cholera incidence, along with rainfall data. It
showed that for the first period (which had low rainfall), an
increase in the number of working RRTs resulted in fewer
cases (2018w27-2018w34) (see Figure 19). As rainfall

starts to increase (2018w30), there is an increase in cases
and fluctuations in the number of working RRTs. With

a new decrease in rainfall and stabilization of working
RRTs, there is a noted decrease in the number of cases
(2018w33-2018w34) (see Figure 20).%¢ This demonstrates
the potential influence that RRT interventions can have on
the cholera incidence. Further analysis is required over a
longer period to better understand the potential correla-
tion, along with rainfall patterns.

89 GARWSP (2018a)
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Figure 19.
Correlation between EOC cases and working RRTs, Yemen, 2018 (2018w27-2018w34)
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Figure 20.
Correlation between EOC cases and rainfall, Yemen, 2018 (2018w27-2018w34)
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Post-intervention monitoring

Haiti

Since 2017 frequent PIM, measuring both quantitative
and qualitative aspects of interventions,® has been in
place.® The key findings are based on an analysis of PIM
data collected by three NGOs between April and August
2018 from 403 households, of which 22 per cent had
suspected cases of cholera and 78 per cent were within
the cordon sanitaire. Data obtained from the four districts
of Ouest, Artibonite, Centre and Sud highlights that:%?

hand washing with soap and water; while 57 per cent
only had soap available and 58 per cent only had water
available, demonstrating the difference between knowl-
edge of hygiene and practice.

For beneficiary satisfaction, 99 per cent of households
were satisfied with the key messages received on chol-
era, along with the items distributed to support good
hygiene practice. Additionally, households felt that the
key messages received were clear in most of the cases
(i.e.,99 per cent for hand washing, 99 per cent for water
treatment, 98 per cent for food handling, 84 per cent for

e For household visits, 91 per cent of households report-

ed being visited by the RRT, with 75 per cent of those
being disinfected.

For distributed items, 96 per cent of households re-
ceived ORS, 95 per cent received water-treatment prod-
ucts, 62 per cent received soap, 55 per cent received
IEC materials, 40 per cent received medicine and 12
per cent received a water container (i.e., a bucket).
Note that for ORS and watertreatment products, more
households reported receiving these items than were
visited. This could be due to re-distribution between
neighbouring households, items received outside the
household during a hygiene awareness session, or mis-
understanding of the question.

For Household Water Treatment and Storage (HWTS),
93 per cent of households reported chlorination of drink-
ing water as a direct result of the RRT intervention, with
75 per cent of households having a detectable presence
of FRC. However, only 60 per cent of those were within
the acceptable range for FRC of 0.3 mg/l to 1.0 mg/l,
representing 42 per cent of all households sampled.
For key hygiene knowledge and practice, 96 per cent
of individuals who were sampled recalled hand wash-
ing before eating, and 95 per cent recalled hand wash-
ing after defecation. However, only 48 per cent could
name three critical times for hand washing: 50 per
cent recalled before food preparation, followed by 32
per cent after cleaning a child’s bottom. Additionally, of
the households sampled, only 42 per cent had available

sanitation and 61 per cent for funerals).

Yemen

Since the establishment of the RRTs, the model reached
2,323,265 households between 15 August 2017 and 21
October 2018.%8 Cumulative information on RRT inter
ventions includes the distribution of 104,862 jerry cans,
3,683,941 bars of soap, 1,644,981 hygiene kits and
11,013,397 chlorine tablets.®* While PIM is reported as
being conducted regularly, there are no reports to docu-
ment the effectiveness and impact of these interventions.
The key findings of a TPM report, covering the period of
14 May to 1 June 2018, based on 174 households in 11
districts of five governorates, highlight that:%

e An average of 91 per cent of households had been vis-

ited within the past week, with most reporting either
having experienced or witnessed a case of acute water
diarrhoea (AWD) in the previous two-week period.
Households were visited by configuration of RRTs, in-
cluding 7 per cent of households with one volunteer
(male),®® 0 per cent of households with one volunteer
(female), 59 per cent of households with two volunteers
(male and female), 21 per cent of households with two
volunteers (male) and 13 per cent of households with
two volunteers (female).

90 Before 2017 this focused mainly on quantitative aspects of implemented activities.

91 This includes timing and geographic targeting, the number of people reached, methodology of education sessions
and the quantity of distributed watertreatment products, as well as their impact on hand washing, defecation and

watertreatment practices.
92 UNICEF (2018f)

93 Also note that as of 31 August 2018, there had been a reported 1,159,448 cases of cholera, with 2,407 deaths, in the
country since October 2016. GARWSP (2018c)

94 This includes 750,629 households; 8,076 jerry cans; 430,146 bars of soap; 632,773 hygiene kits and 3,524,324
chlorine tablets (15 August-31December 2017) and 1,572,636 households; 96,786 jerry cans; 3,253,795 bars of
soap; 1,012,208 hygiene kits; and 7489,073 chlorine tablets (1 January-21 October 2018). GARWSP (2017; 2018)

95 UNICEF (2018g)

96 There was recognition that visits by males only could hinder access to households, particularly in rural areas.
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e The time spent at households was less than 10 min-
utes for 33 per cent and for most, it was more than 10
minutes.

e An analysis of the retention of five key messages and
demonstration of these was conducted, including 36
per cent of those interviewed on HWTS, 36 per cent
on hand washing at critical times, 15 per cent on prop-
er food handling, 7 per cent on cholera symptoms, and
5 per cent on modes of transmission. Overall, none of
those interviewed was able to recall any of the five key
messages provided by the RRTs. Despite there being
variations in the key messages that were recalled more
than others (i.e., modes of transmission for cholera
were less recalled than the other key messages).

e Soap and washing detergent were the most used items
(99 per cent and 90 per cent on average, respectively),

followed by 80 per cent for Aquatabs. The reported use
of IEC materials distributed was quite low, at 9 per cent.

e 74 per cent of households could explain or demonstrate
how to use chlorine tablets (0.33 mg/l). Out of the 70
per cent of households that had chlorine tablets avail-
able at home, only 23 per cent were able to explain or
demonstrate their use.

e 36 per cent of households had handwashing facilities,
and 67 per cent of those had soap near the facility.

e 382 per cent of households were able to explain how to
prepare ready-made ORS and 16 per cent were able to
explain the preparation of home-made ORS.

e 917 per cent of households expressed satisfaction with
the services provided by RRTs.

RRTs' response: Timely, coordinated and predictable

The review also aimed to better understand perceptions
of the ability of different types of teams and models to
provide a timely, coordinated and predictable response

from those directly involved in their implementation (see
Table 4).

Table 4.
Timely, coordinated and predictable responses
Haiti Nigeria South Sudan Yemen
Perameters RRTs ARM WASH EP&R RRTs
(WASH component)

Timely Most All All Most
Coordinated Most All All Most
Predictable Most All All All

There were mixed responses about the ability of the RRT
model to provide a timely response, ranging from all key
informants considering this to be the case in Nigeria and
South Sudan, and with most considering this to be the
case in Haiti and Yemen. These responses were based
on the view that while having all the required resourc-

es in place, including human and financial, materials

and supplies, coordination and information structure, to
ensure a response by RRTs (i.e., within 24 to 48 hours),
this is only somewhat timely. It was also highlighted that
embedding the RRT model into a government structure,
such as MSPP. DINEAP and/or GARWSP further increas-
es accountability of the response. There were concerns
reported with not always being able to reach the indicator

for the response time of 48 hours due to security con-
straints and access issues related to the geographic area
covered and remoteness of locations. Additionally, the
use of timeliness as an indicator for the response requires
improved data collection and analysis of implemented
activities, along with the quality of data and timeliness of
information-sharing between health and WASH actors.

Questions about the ability of the RRT model to provide
a coordinated response also produced mixed results,
ranging from all key informants considering this to be the
case in Nigeria and South Sudan and most considering
this to be the case in Haiti and Yemen. These respons-
es were based on the view that while the RRT model
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provides the framework required to support a response,
this is only somewhat coordinated, despite having a
harmonized, joint approach in its terms of reference, SOP.
guidelines, protocols and training.?” It was recognized that
the harmonized, joint approach only functions well with
clearly defined roles and responsibilities for all actors,
particularly at centralized levels, along with accountabili-
ty. Coordination is recognized as complex and reliant on
various stakeholders, and the availability of good-quality,
reliable and timely epidemiological data and line lists. It
was recognized that the presence of RRT models that
work closely with existing coordination mechanisms, as in
the case of the WASH EP&R and WASH cluster in South
Sudan, plays a pivotal role because this centralizes all
alerts and promotes rapid decision-making for the activa-
tion and deployment of teams.

There were also mixed responses about the ability of the
RRT model to provide a predictable response, ranging

RRT model: Replication

To support the replication of RRTs in different countries
and contexts, particularly in outbreak settings, it is import-
ant to note the key factors required to create an enabling
environment for the RRTs in Haiti, Nigeria, South Sudan
and Yemen. The most significant factors include:

e |[nterest and willingness among national and local au-
thorities is required to ensure an effective response and
facilitates systematic adherence to the comprehensive
alert-response strategy, further reinforcing informa-
tion-sharing, coordination and accountability.

e Strong coordination between stakeholders, including
national and local level authorities, coordination mecha-
nisms, such as the Health and WASH Cluster, and com-
munity leaders, facilitates timely information manage-
ment and sharing.

e Strong information management, including a robust sur
veillance system and timely sharing of epidemiological
data, based on a well-defined alert system to support
the activation and deployment of teams.

e FEarly detection at the beginning of an outbreak and
prompt use of RRTs plays a critical role in avoiding further
spread of the disease, and is further reinforced through
the support and leadership of national authorities.

from all key informants considering this to be the case in
Nigeria, South Sudan and Yemen, and most considering
this to be the case in Haiti. These responses were based
on the view that the design of the RRT model is based
on a standard package of assistance that aims to ensure
the same quality, through similar delivery mechanisms, in
different locations, noting that the variability of response
times was due to constraints already cited above. It also
optimizes the combination of pre-positioning of materi-
als and supplies, as well as well-trained and dedicated
staff from government partners and/or NGOs to ensure

a systematic response across different stakeholders in
different locations. This model is constantly evolving and
requires more focus to ensure the provision of a consis-
tent and effective response. It was also cited that the
model itself is considered reliable, as has been reported
as key in establishing the credibility of the effectiveness
and impact by the WASH sector on cholera, particularly in
Haiti and Yemen.

e Availability of well-trained personnel in multi-sectoral
teams, that include health, WASH and C4D, with the
flexibility to increase or decrease resources in response
to cholera incidence and to remain agile in reacting to
the ‘moving target’ of identified cholera hot-spots.

e Availability of materials and supplies, logistics support,
and pre-positioning of items in secure and space-effi-
cient warehouses, is required to support timeliness of
interventions.

e Predictable, flexible and timely funding is essential for
the RRTs and should be sustained over time. Contin-
gency funding established with donors through a na-
tional mechanism for emergency funding is required in
the absence of permanent funding sources.

While it is difficult to predict a timeline for the establish-
ment and implementation of the RRT model, it is possible
to put forward a phased approach based on the expe-
rience in Haiti, South Sudan and Yemen. In all these
countries, this occurred over a three- to fourmonth peri-
od,®® with recognition that the process occurs more fluidly
when conducted during the preparedness stage rather
than during an outbreak. The key operational milestones
have been outlined (see Table 5).

97 Itis important to note that there are different levels of coordination and stakeholders involved. This includes

government partners, UNICEF and NGOs.

98 In Haiti, this occurred over two months, starting in June 2013; in South Sudan, this occurred over a three- to four
month period, starting in January 2018; in Yemen, this occurred over a period of two and a half months.
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Table b5.

DISCUSSION

Phased approach and operational milestones

Phased approach

Operational milestones

0-15 days

Development of agreements with government partners and NGOs.

15 days—1 month

Establishment of teams; procurement of materials and supplies; draft SOP, guidelines
and protocols for activation and deployment; draft data collection, reporting and moni-
toring system.

1-2 months

Training (2-3 days on cholera control), including a simulation exercise.

2 months and beyond

Monitoring of RRTs, adapted based on the context and evolution of the outbreak.

3 and 6 months

Real-time evaluation of RRTs; capitalization of challenges faced, best practice, and les-
sons learned.

To support the monitoring of the RRT model, it is important that KPIs are also taken into consideration (see Table 6).

Table 6.

KPIs for RRTs, Haiti and Yemen

Indicators

Description

Number of cases re-
sponded to per day

Total number of teams required to support the overall mechanism. Based on an esti-
mate of the number of cases that the RRTs can realistically cover in a 24-hour period.

Response effect

Use of a robust surveillance system (based on a well-defined alert-response strategy)
to conduct a comparative analysis between alerts and suspected cases (based on the
epidemiological data and line lists) versus completed interventions to better under
stand the ability of RRTs to control localized outbreaks. Measurement of alerts from
community cases should also be factored in.

Response time

Based on the time it takes from the alert being triggered to the activation, deployment
and response of the teams. This is recommended to be measured within 24 hours and
within 48 hours.%

Response coverage

Based on the identified risk, which has been proven to be within 50- to 100-metres ra-
dius of a confirmed case. This is defined as the ‘cordon sanitaire’ and is defined by the
perimeter of houses with higher probability of having been in contact with the affected
household(s).®® This should be further defined for urban and rural settings, based on
population density and results of the immediate outbreak investigations.

Cost-efficiency

Monthly analysis of RRT interventions by the number of affected and at-risk house-
holds, along with a comparison of the cost for different types of models (i.e., govern-
ment led, NGO led, ‘'mixed-teams’) and settings (i.e., urban, rural). This should also
include analysis of the costs associated with standby teams.®

99 Itis important to clarify that, at times, the RRT model may be costly as the design is based on the life-saving efforts
of reaching containment and control of a cholera outbreak, not cost-efficiency.
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Conclusion

The RRT model has demonstrated that it is an indispens-
able mechanism in supporting cholera response and
prevention activities in the different countries where it
has been used. Through the systematic use of surveil-
lance systems and available epidemiological data, RRTs
target affected households and at-risk populations in the
community. Through early detection at the beginning of
an outbreak and the prompt use of RRTs plays a critical
role in avoiding further spread of the disease. The RRT
model is evidence-based and provides an integrated and
harmonized package that specifically targets pathways for
cholera transmission.

RRT interventions focus on changing or improving the key
behaviours that are considered most effective, based on
evidence, including: the use of safe drinking water, safe
defecation practices, handwashing with soap at critical
times, and best practice in food preparation and handling.
The capacity of RRTs to provide these interventions
within 24 to 48 hours and targeting a perimeter of 50- to
100-metres radius around the affected household adds

to the ability of the model to contribute towards reducing
cholera transmission in outbreak settings. It is essential

to reducing the spread of cholera and the risks to affected
and at-risk populations. RRT interventions provide an im-
mediate and timely response, with the potential to reduce
and/or ‘slow down’ transmission. The knowledge gaps
associated with measuring the effectiveness and impact
of RRTs are recognized as an area for future action.

The RRT model is embedded in a comprehensive
alert-response strategy that includes multiple layers of
engagement with households, communities and health-
care facilities, providing a wide range of complementary
actions to support the control and prevention of cholera
transmission. Strong interest and the willingness of
national and local authorities to support a comprehensive
alert-response strategy create the enabling environment
for information management, timely information-sharing
and coordination that further support the model. The
RRT model can be sustained when it is incorporated and
supported by national control and elimination programs
that focus on broader public health measures, such as
community-based initiatives, with support and leadership
from national authorities.
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Recommendations

different settings and contexts is strongly recommended.
This should include tools and resources to support de-

sign, implementation, training and capacity-building, data
collection, analysis and reporting, and M&E (see Table 7).

This review aimed to provide operational recommenda-
tions on key findings, programmatic learning and best
practice in the RRT model, including specific guidance
for outbreak settings. To support the replication of RRT

models, the development of an operational guideline for

Table 7.

Priority operational recommendations for RRTs

Recommendations

Actions

Considerations

Strengthening of co-
ordination between
all stakeholders

e Put in place a working modality to sys-
tematically link interventions with the
overall coordination of the response
through platforms such as the WASH
cluster.

e Conduct regular mapping interventions
against current responses by WASH
partners.

e Provide a comparative analysis of RRT
interventions and the overall response
by WASH and health partners.

Strengthen coordination between the
health and WASH sectors; should be sup-
ported at a high level.

Recognize the importance of ensuring
that RRT interventions are connected to
broader preventive measures.

For countries with an active cluster coor
dination mechanism in place, ensure that
ways of working, roles and responsibili-
ties, are well-defined and measurable.

Comprehensive
alert-response
Strategy

e Develop a comprehensive alert-re-
sponse strategy, which includes the
RRT model as one of the key compo-
nents. The criterion for the activation
and deployment of RRTs should clearly
demonstrate information-sharing and
decision-making for monitoring and ac-
countability purposes.

e Putin place a WASH-based surveillance
system' to complement the exist-
ing health surveillance system, and to
ensure that all cases of cholera are re-
sponded to (i.e., institutional and com-
munity-based cases).

Recognize that the RRT model is part
of a broader, holistic and multi-sectoral
strategy to support cholera control and
elimination. This requires contributions
and collaboration from all sectors and
stakeholders in the design, implementa-
tion and monitoring.

Through early detection at the beginning
of an outbreak and the prompt use of
RRTs plays a critical role in avoiding fur
ther spread of the disease.

Establish priorities on the basis of evi-
dence (i.e., epidemiological and rainfall
data).

Recognize the importance of ensuring
that community-based alerts are also well
incorporated into the strategy.

100 This could include formalization of the use of community-based structures that can contribute to triggering alerts

and information-sharing (somewhat similar to the model in Haiti with the multi-sectoral community health workers).
It can also support the establishment and/or strengthening of water quality monitoring and surveillance (as a proxy
indicator to identify potential risks for cholera transmission). This system usually already exists and is embedded
with the MoH, but requires additional resources to ensure its systematic implementation. This too can contribute to

triggering alerts and information-sharing.
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Strong and e Establish a robust surveillance system e Consider the critical nature of high-level
timely information and timely sharing of epidemiological political support at the national level, as
management and data and line lists, based on a well-de- well as at the local level to create the en-
sharing fined alert system. Use of rainfall data abling environment for information-shar

should be included.

e Establish well-documented SOPR guide- °
lines and/or protocols that consider miti-
gation measures for issues associated
with the accuracy or availability of epi-
demiological data and line lists.

ing, coordination and accountability.
Provide technical support as required,
through the secondment of technical ex-
perts.

Multi-sectoral RRTs e Establish multi-disciplinary teams that °
draw on resources from the health,
WASH and C4D sectors, along with
government partners and NGOs.

e Provide training based on a harmonized °
package that includes refresher courses
and a simulation exercise.

o Make pre-positioned materials and sup-
plies available to increase the timeli- °
ness of responses.

e Consider mitigation measures for secu-
rity and/or seasonal constraints.

Establishment of multi-sectoral teams
should be embedded into government
structures. Support and leadership should
be provided by national authorities.
Select locations for the pre-positioning of
teams, materials and supplies, should be
evidence-based (i.e., epidemiological and
rainfall data).

Ensure good coordination with all relevant
stakeholders, including any other RRM or
EP&R in place in the country.

Systematic inclu- e |mplement a comprehensive C4D pack- o
sion and scaling up age. Increase focus on key messages
of C4D that are tailored for specific target

groups and delivered through appropri-
ate communication channels.

Conduct operational research or forma-
tive studies on the effectiveness and
impact of scaling up C4D on behaviour
change and improvements related to
cholera transmission.™

101 As not enough evidence-based analysis has been conducted, an overall transmission study has been advised for the
purpose of the prevention of cholera (not just that of rapid response). However, it is important to note the challenges
related to the scope and size of the type of study required, as there are in-country limitations to conducting such

assessments, coupled with security and access constraints.
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Recommendations Actions

Considerations

Systematic monitor- Develop a harmonized log frame with
ing and evaluation KPIs that can measure the effective-
framework ness and impact of RRT interventions.

e Establish a protocol to support the har
monization of data collection, analy-
sis and reporting based on a standard
methodology and tools.

e Regularly analysis of the correlation
of cholera incidence, the number of
teams, presence and coverage of inter
ventions, and rainfall data (i.e., weekly,
monthly and cumulatively). Include con-
tributing factors such as access or secu-
rity constraints.

e PIM of RRT interventions should be
systematically measured using a stan-
dard methodology and tools. Frequency
should be defined to better correlate
completed interventions and repeated
cholera incidence. Suggested intervals
are two weeks, one month, and three
months after an intervention.

The M&E framework needs to ensure
systematic measurement to articulate
the effectiveness and impact of RRT in-
terventions on reducing the cholera inci-
dence and transmission.

The framework should also be able to
measure and demonstrate the optimi-
zation of the cost-efficiency of the RRT
model in different settings (e.g., urban
and rural, by population density).
Recognize that the framework should be
comprehensive and include all data and
information from activity reports, PIM
reports, and capitalization and lessons
learned exercises, etc.

Trend analysis should be regularly con-
ducted, based on a comprehensive analy-
sis of the evolution of the outbreak cor
related against the response strategy,
including RRTs, to better understand how
to adapt and improve the response.

Standardized capital- e FEstablish a standard methodology and

ization and program- tools to harmonize capitalization and les-

matic learning sons learned exercises (i.e., quarterly,
biannually and annually).

e Conduct regular in-country exercises to
document programmatic learning. This
should be disseminated via online plat-
forms, in-country workshops, etc.

Ensure alignment with the M&E frame-
work.

Ensure that all documentation demon-
strates how lessons learned have been
(or have not been) incorporated into fu-
ture responses.

Conduct a meta-analysis of all program-
matic learning to demonstrate the incor
poration of lessons learned into future
responses.

Sustainability and e Incorporate the RRT model into national

long-term measures control and elimination programs that
focus on broader public health mea-
sures.

e Potential to use of RRTs in a low-trans-
mission context, to avoid a resurgence
of the disease where conditions are
prone to recurrent cholera outbreaks.

e Advocate for resource mobilization from
the donor community based on long-
term elimination and control efforts.

The RRT model should be embedded into
government structures, led by national
authorities.

The RRT model should be embedded into
a country's multi-sectoral national control
plan (NCP) for cholera control and elimina-
tion.
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Annex 1. Terms of reference

Background and rationale

The rapid response mechanism (RRM) is an operational,
programmatic and partnership model designed to en-
hance the humanitarian community’s capacity to respond
in a timely, coordinated and predictable manner to the
needs of populations made vulnerable by conflict, dis-
placement, disease and/or natural disasters in humanitar
ian settings. Through the RRM, UNICEF and its partners
provide critical multi-sectoral emergency response in a
wide range of sectors, including nutrition, WASH, non-
food items, health, education and protection.

In 2017, UNICEF's Office of Emergency Programs
(EMOPS) carried out an internal review of the RRM. The
purpose of this review was to provide UNICEF practi-
tioners with historical and current information regarding
RRMs globally, as well as to capture lessons learned
and best practice from RRM practitioners at the country,
regional and headquarters level.

In parallel, in recent outbreaks, the use of WASH rapid
response teams (RRTs) has increased. RRTs have been
used as part of cholera responses in Haiti, Yemen, So-
malia, Sudan, the Democratic Republic of the Congo and
other countries. The scope of these teams varies widely
across countries. As RRTs become more commonly used
in outbreak settings, it is important to document them
better to map when and how they are used.

Through this consultancy, UNICEF would like to further
map the WASH-related aspects of RRM and RRTs. A spe-
cific focus to be explored is how RRM and RRTs are used
in outbreak settings.

Purpose
The purpose of the WASH RRT review is to:

map all WASH RRT interventions supported by UNICEF
map other WASH RRT interventions supported by
WASH sector partners (government partners, NGOs,
UN agencies etc.)

detail and compare different RRT structures and scopes
make recommendations on RRT best practice

develop case studies for all WASH RRM/RRTs involved
in outbreak settings

Activities

Review relevant general RRM/RRT background docu-

ments.

Design a methodology for the review of WASH compo-

nents of RRM/RRTs, by:

— developing a review methodology and report struc-
ture

— collecting, organizing and reviewing all documents
related to WASH RRM/RRT

— identifying and interviewing key stakeholders.

Write a report describing the scope, response criteria,

average response time, interventions, resource require-

ments (financial and human resources), staffing struc-

ture, type of training given to RRT staff, type of partner

ships with implementing partners, type of coordination

structures, exit strategies and challenges faces by differ

ent WASH RRTs.

Develop case studies for each RRM/RRT involved in out-

break settings (Haiti, Democratic Republic of the Congo,

Somalia and Yemen, among others).

Make recommendations on RRT best practice and in

which context these are an appropriate programmatic

solution.

Present the report and the case studies to UNICEF's

New York headquarters (face to face) and at regional of-

fices, country offices and partners (via web seminar).
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Annex 2. List of key informants and resource focal points

Contact list for Key Informants

Name Agency Position Email address
Haiti
1 Samuel Jean UNICEF WASH Specialist sibeaulieu@unicef.org
Beaulieu
International Fed- . .
2 Angeline Brutus eration of the Red National Community Health angeline.brutus@ifrc.org

Cross

Manager

Société nationale

Mobilisateur coommunau-

3 Moises Canel de la Croix rouge taire moisepierrecanel@yahoo.fr
Haitienne
4 Gracius Chasma ACF Responsible Equipe HMC graciuschasma7@gmail.com
Wangcos Responsible rpwash.pap@solidarites-haiti.
5 Sl
Laurore Programme EHA org
Junior Jean Chef de projet cholera, sur
6 . ACTED le département de I'Ouest junior.jeanlouis@acted.org
Louis
et le Grand Sud
7 Elie Meleck ACTED Mobilisateur . emeleckna@gmail.com
Communautaire
. Société nationale S
8 Stgphanla de la Croix rouge l\/loblllsatrloe_ missstephania93@gmail.com
Michel " communautaire
Haitienne
Paul Christian National Coordinator for
9 DINEPA Cholera Response (CNRC), christianpaul1970@yahoo.com
Namphy
DINEPA
10 Emmangel Sl Chef d'equipe EAH emmanuel1972@gmail.com
Paulissaint
Marcel Jean , . .
1 Piarre Sl Chef d'equipe allybrun@gmail.com
12 Mazard Trazillo ACF Project Manager EHA wash1-gon@ht-actioncontrela-
faim.org
Nigeria
1 Keneth Otieno Oxfam PHE Coordinator Keneth.Otieno@oxfam.org
Awuor
Soulevmane WASH Specialist-Sector
2 Sow Y UNICEF Coordinator for three North- ssow@unicef.org

ern East States
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FOCAL POINTS

South Sudan

Hygiene and Sanitation

1 Mercy Aran PAH Manager mercy.aran@pah.org.pl

2 Donald Burgess UNICEF WASH Specialist dburgess@unicef.org

3 Sady Civil IOM Project WASH Officer scivil@iom.int

4 Beata Dolinska PAH Head of Programs hop.ssud@pah.org.pl

5 Tlmothy (Tim) S| Country Director juba.hom@solidarites-south-
Murungi sudan.org

6 Dr Olg_sola UNICEF Healt_h _Emergenmes ooladeji@unicef.org
Oladeji Specialist

Yemen

1 Fateh . GARWSP . National Coordinator alanesifateh@gmail.com
Alanesifateh emergency unit

2 j'\(ffn‘;o“” Alha- UNICEF WASH Specialist malhajomar@unicef.org
Sawsan Abdus- GARWSP Alsabeen district - AL _—

3 o . Sawsan_hakimi@yahoo.ocm
salam Al-hakimi emergency unit Amana-Yemen
Helmi Moham- GARWSP Aden Hub Coordinator

4 med Abdul Qawi . (RRT) / Acting Director helmi.anaam@gmail.com

' emergency unit .
Ana’am of Evaluation
: . Emergency Specialist : .

5 Elias Diab UNICEF and RRM Manager ediab@unicef.org

6 Abdoulaye Fall UNICEF WASH Specialist abfall@unicef.org

7 :;arl]fgtlna Fer ACF Country Director hom@ye.missions-acf.org

8 Emma Tuck UNICEF WASH Cluster Coordinator etuck@unicef.org

Contact list for Resource Focal Points

No. Name Agency Type of support Email address
Provision of key document; shar

1 Laure Anquez UNICEF ing of key informants for Haiti and lanquez@unicef.org
Yemen

2 Francois Bellet UNICEF Provision of key documents fbellet@unicef.org
for South Sudan

3 Gregory Bulit UNICEF Provision of key documents; gbulit@unicef.org

sharing of key informants for Haiti
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Marije Broekhui-

Provision of key documents; shar

4 sen UNICEF ing of key informants for Yemen mbroekhuijsen@unicef.org
5 Allain Darius CDC Sharing of key informants for Haiti xwmb@cdc.gov
Provision of key documents
6 Julien Graveleau UNICEF for the Democratic Republic jgraveleau@unicef.org
of the Congo
7 Tom Handzel CDC Sharing of key informants for Haiti tnh7@cdc.gov
Cristina Mena Sharing of key informants .
8 Lander NRC for South Sudan cristina.lander@nrc.no
Independent Prov-|5|on of key documents; jeanmccluskey@
9 Jean McCluskey consultant sharing of key informants hotrmail.com
for Nigeria and South Sudan ’
) Provision of key documents .
10 Pierre Yves Oger UNICEF for Guinee and Yemen pyoger@unicef.org
11 Dominique UNICEF Sharing of key informants dporteaud@unicef.org
Porteaud for Yemen
Stanislas Provision of key documents from .
12 Rebaudet AP-HM Haiti stanreb@gmail.com
Shannon Independent Provision of key dgcuments shannon.strother@
13 from UNICEF Rapid Response
Strother consultant . yahoo.com
Mechanism consultancy
14 Nisar Syed UNICEF Sharing of key informants nsyed@unicef.org
for Yemen
Christophe Independent Prov_|5|on of key documents; christophe.valingot@
15 . sharing of key informants for Ye-
Valingot consultant outlook.com

men
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