
UNICEF HAITI 
2020 

 
 
 
 

 
 
 
 

 
 
 
 
 

 
 
 
 

 
 

 

 DEFEATING 

 CHOLERA IN HAITI: 
Chronicle of a 10 years fight against Cholera 

and lessons from the implementation 

of the alert-response strategy 



 

 
 

 

Special Thanks 

At the time of finalizing this chronicle, Haiti is facing a new threat with the new Coronavirus which 

is already taking lives on its territory. We trust that the courage and determination shown by the 

officials of the National Directorate for Water and Sanitation (DINEPA) and the Ministry of Health 

in fighting cholera over the past 10 years will stand them in good stead, and their experience in 

dealing with cholera will help them to prevent the widespread dissemination of COVID-19 in the 

country. Cholera would still be killing the most vulnerable in Haiti had it not been for the 

engagement of national authorities and their conviction that the disease could effectively be 

eliminated, as well as a strong and coordinated response that they led throughout the fight. 

 
The work described in this document would not have been possible without the commitment of the 

staff from our NGOs partners, colleagues and friends. UNICEF would like to thank the Haitian and 

international staff of: ACTED, Action Contre la Faim, Solidarités International, the French Red Cross, the 

International Federation of the Red Cross, Oxfam Intermon, Fondation Zanmi Timoun, CEDUCC, Zanmi 

Lasante, ADRA, Caritas Hinche, Caritas Gonaives, and Aloviye, who made the elimination of  cholera  

in Haiti a reality. In particular, our heartfelt thanks go out to the members of the response teams 

who dedicated five years of their lives to the fight against cholera: going out every day, tracking 

down cholera cases from complex urban environments to villages at the top of the Haitian mountains, 

relentlessly working to ensure that their children will be able to grow up in a cholera free country.  

 
UNICEF Haiti would like to thank its scientific partners , Assistance Publique et Hopitaux de Paris 

et Assistance Publique et Hopitaux de Marseille for their outstanding support. Professor Renaud 

Piarroux and Dr Stanislas Rebaudet were instrumental in developing the key elements of the alert-

response strategy and their continuous support to the Government of Haiti was crucial in 

assessing and advising the cholera response over the last 10 years. 

 
We would also like to specially thank our many partners and donors: CERF, DFID, ECHO, JAPAN 

(JICA), USAID-OFDA, MPTF for Cholera response in Haiti, the French and Spanish UNICEF national 

committees and the World Bank. Their continued support, both technical and financial, during 

this long fight against cholera in Haiti was instrumental in bringing about its demise. We sincerely 

thank them for their contribution. 

 
Heartfelt thanks as well to all key UNICEF staff involved in the implementation of the cholera 

response strategy in Haiti, during almost a decade: 

 
UNICEF Haiti Representatives: Edouard Beigbeder (2012–2015), Marc Vincent (2015–2018) and Maria 

Luisa Fornara (2018–2020), who believed in and supported this challenge over the years; 

 
Gregory Bulit, Emergency-Cholera Section Chief (2014–2018) and Samuel Jean Beaulieu, Emergency 

Specialist and Field cholera response support (2015-2019). They both worked relentlessly to plan, 

implement and continuously adjust the response strategy, in close coordination with and support 

of the Haitian Government and NGOs partners; 

 
Antonio Marro, Emergency-Cholera Section Chief (2018 –2020), and all UNICEF colleagues who, 

year by year, contributed to make this achievement a reality: Phenide Beaussejour, Julie Bara, 

Kettly Theleys Altidor, Fabienne Bertrand, Perrine Loock, Jean Metenier, Raoul De Torcy, Reginald 

Claveus, Ganddey Milorme, Abner Dorvil, Jean Dickson Massier, Regine Pierre Charles, Gertrude 

Andre, Midrene Mabial, Marizabel Jean-Baptiste, Aldine Parisot, Antine Legrand, Vanessa 

Excellent and Eles Metellus, just to mention some of them. 



 

 



 

 

Table of Contents 

Summary 5 

1. Introduction 6 

2. Rapid Historical Perspective of Cholera in Haiti 7 

2.1  Response Phases and strategy development 9 

3. Description of UNICEF-led cholera strategies and lessons learnt 14 

3.1  Coordination 14 

3.2  Surveillance 16 

3.3  Investigation (Assessment of transmission context) 19 

3.4  Case-Area Targeted Intervention 21 

3.5  High impact operation 25 

3.6  Cholera Shield Response 28 

4. Beyond Haiti: advice for cholera affected countries 32 

4.1  Hit Quick and Hard 32 

4.2  Tackle the factors influencing cholera persistence 32 

5. Essential elements for successful Cholera programming 34 

5.1  Leadership and responsibilities 34 

5.2  Epidemiological surveillance 34 

5.3  Flexibility and adaptation 34 

5.4  Monitoring, evaluation and learning process 35 

5.5  Financing issues 36 

6. Way Forward 38 

7. Conclusion 38 

Key References 40 



     Defeating Cholera in Haiti | UNICEF 2020 

5 

 

 

 
 
 

 
SUMMARY 

 
 
 

 
This document has been prepared to share the 10-year experience, 

from 2010 to 2020, that UNICEF staff and their partners have 

accumulated in fighting cholera in Haiti. This guidance document 

has the objective of providing WASH, Health, Communication for 

Development and Emergency sectors staff with insights and tools in 

dealing with a wide-scale cholera epidemic. Although the case of 

Haiti is particular in many respects, the implemented strategy and 

lessons learnt from the alert-response approach will be applicable in 

a number of contexts. 

 

Reducing the risk of cholera transmission is not solely about treating 

the sick, disinfecting patients’ homes, ensuring that water and 

sanitation services are safe, or even promoting safe hygienic habits, it 

is all those at the same time, and in the most integrated and time-

efficient manner possible. Time here is really of the essence; 

responding to every potential cholera case as fast as possible and 

implementing the alert-response approach has been instrumental in 

terms of reducing the transmission. Reactivity to all suspected cases 

was indeed essential, as a single undetected case has the potential 

to reignite the epidemic. 

 

Today, Haiti has not seen a confirmed case of cholera for a year and 

a half (last positive case was in February 2019), there is cautious 

optimism that Haiti may have won this war against cholera. 

However, continued surveillance remains essential to ensure not a 

single case slips through the cracks. 
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1. Introduction 

 
The story of Cholera in Haiti has been a tumultuous affair, with ups and downs, despair and 

renewed hope. However, today it seems we can be more than hopeful: Cholera in Haiti may 

actually be part of its past. This is due to the tremendous efforts of the people of Haiti, their 

Government and the international community. 

 
It was made possible largely thanks to a solid Cholera Response Strategy which was tried, tested 

and tweaked as lessons became available. 

 
The objective of this document is to tell the unique story of the Cholera response in Haiti; the 

different steps of the alert-response strategy developed by UNICEF and its partners, the flexibility 

in the implementation processes when it was needed, and the challenges that all responders 

were confronted with. 

 
These lessons aim at providing countries and organizations currently fighting the spread of 

Cholera with actionable data that might be readily used to develop their own particular Cholera 

response strategy. 

 
 
 

Box 1: Cholera in Haiti – Facts and Figures 

 
• Cholera: An acute diarrheal disease that can kill within hours if left untreated 

• Cholera modes of transmission: Infection occurs through the ingestion of food or 

water contaminated directly or indirectly by feces or vomitus of infected individuals. 

Cholera affects only humans; there is no insect vector or animal reservoir host. In 

unhygienic conditions, person to person contamination mainly occurs. 

• Outbreak onset date: first cases identified on 16th October 2010 

• Total # of recorded suspected cases & deaths: 820 510 suspected cases, 9 792 deaths 

(MSPP, Haiti 2010- 18th January 2020) 

• Last confirmed cholera-related death: February 7th 2019 

• UNICEF partners during this period: 

• Government: MSPP, DINEPA 

• NGOs: ACF, ACTED, CEDUCC, INTERMON OXFAM, Partners in Health 

(Zanmi Lasante), Solidarités International, Zanmi  Timoun 

• Maximum number of response teams employed: 88 teams (@4 staff per team) 

following hurricane Matthew 
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2. Rapid Historical perspective of Cholera in Haiti 

 
Mid October 2010, ten months after the devastating earthquake that hit Haiti on the 12th of 

January 2010, about 60 km north of the capital Port au Prince, a Nepalese contingent of the 

United Nations Peacekeepers imported the deadly bacterium Vibrio Cholerae El Tor, in Meille, a 

small locality in the Mirebalais commune in the central region of Haiti. 

 
While the debate about the Nepalese origin of the outbreak lasted until 2016, Hendriksen et al. 

genomic study published in 2011 already concluded that “results in this study are consistent 

with Nepal as the origin of the Haitian outbreak” (Hendriksen R.S et al. 2011) 

 
The bacteria were introduced in a small tributary of the river Artibonite, through the illegal 

dumping by a private Haitian sanitation company of the contents of the UN Peacekeepers’ 

latrines in an open pit which was regularly subject to flooding (Piarroux, 2019). The fecal sludge 

inevitably ended-up in the river which was used by a large number of population living nearby 

for their bathing and consumption. 

 
The disease spread like wildfire (Fig. 1): within days of the detection of the first case of cholera, 

the local hospital in Mirebalais saw more than 300 patients a day suffering from acute watery 

diarrhea. 

 

 
Figure 1: Location of the first reported cases and expansion of the disease 
in the first 8 days, between October 16th and 24th of 2010. 
(Source: MSPP, APHM) 
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Just one month after the advent of the disease it had spread throughout the island of Hispaniola 

(Haiti and Dominican Republic). Field investigations revealed that one of the main reasons for 

the abnormally rapid spread of cholera was due to the simultaneous contamination of seven 

communes of the lower course of the Artibonite river; villagers from these communes were 

all using the water from the highly contaminated river, increasing the geographical spread of 

the disease (Piarroux, 2011). 

 
Other reasons for the rapid progression of the disease were as follows: in Haiti 35% of the 

urban populations and 52% of the rural populations did not have access to safe drinking water 

whilst 72% of the population did not have access to the safe disposal of faecal matter. This dire 

situation was compounded by the fact that basic hygiene habits such as water chlorination or 

handwashing with soap were lacking, creating a highway for the transmission of the disease. 

Furthermore, a number of social science studies highlighted that Haitians were not familiar 

with this disease and many imaginary stories circulated, opposing a “mystical” cholera versus 

the “medical” cholera, making it difficult to identify and provide timely treatment to cholera 

patients when initially referred to traditional healers. 

 
Health workers in the different dispensaries were taken aback by the sudden surge of patients 

with symptoms of acute diarrhea, vomiting and severe dehydration. Unaware they were 

confronted with cholera, their initial care may have lacked the hygienic measures required     in 

order to avoid the transmission of the disease, they may have in fact assisted in its proliferation 

until made aware that they were facing such a highly contagious disease. The disease rapidly 

spread throughout the country, reaching even the most isolated places. The country’s geography 

was effectively a barrier to early responders: with remote villages located in mountainous areas 

that could only be reached after hours of walking. 

 
Finally, according to medical journals and other sources dating back to the 19th century, there 

is no evidence that cholera occurred in Haiti before 2010 (Jenson & Szabo, 2011), this could mean 

that the population did not develop any natural immunity to the disease (a certain level of 

immunity is often acquired amongst populations in countries where cholera is endemic), making 

the epidemic in Haiti particularly lethal. By the end of 2010, more than 185 thousand suspected 

cases were recorded and 4,100 deaths registered (MSPP, Haiti). It was the beginning of an 

epidemic that lasted almost a decade and claimed thousands of lives. 
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2.1 Response phases and strategy 
development 

In the first phase of the epidemic, which lasted 

from 2010 to 2013, the response to the disease 

was haphazard. Despite the presence of 

numerous NGO’s and development 

organizations in the country supporting the 

reconstruction of Haiti after the earthquake, 

they were ill-prepared to respond to such a 

sudden onset of a cholera epidemic which 

appeared, with no causal link to the earthquake, 

60kms north of Port-au-Prince. 

 
In terms of the cholera response put in place by 

the different development actors; this was first 

centered on identifying and treating the sick in 

health centers. Médecins Sans Frontières (MSF) 

and ALIMA (Alliance for International Medical 

Action) were particularly active early on in 

supporting their Haitian medical colleagues as 

were Cuban Doctors already supporting several 

local hospitals. Yet, apart from increased 

actions regarding water chlorination and 

latrines disinfection in the many camps hosting 

the earthquake victims in the capital, there 

were little or no systematic interventions at 

community level elsewhere and the results of 

these two years of an uncoordinated cholera 

response were poor: whilst certain parts of the 

country saw the disease receding other parts 

faced new outbreaks, the disease also rapidly 

rekindled during the rainy seasons. 

 
In order to address the lack of coordination, 

the National Plan for Cholera Elimination 

(2013-2022) was elaborated and launched by 

the Government of Haiti in February 2013 with 

strong support from the international 

community. This was the beginning of the 

second phase of the fight against cholera which 

lasted from 2014 to 2016. The National Plan for 

Cholera was a concerted effort by all national 

and international partners mobilized against 

cholera in Haiti. The plan outlined specific 

 

 
 

areas to prioritize, such as increasing access to 

drinking water, sanitation, hygiene and health 

services for a majority of the population. 

Although these improvements would evidently 

have positive impacts in the long run in curbing 

the spread of cholera, their effectiveness in the 

short-term was questionable. Indeed, actions 

to increase access to even basic water and 

sanitation services would take several years to 

implement, with no immediate effects on a 

rapid elimination of the outbreak. 

 
Although the National Plan for Cholera 

Elimination was ambitious, in many ways it 

also revealed a certain amount of resignation; a 

feeling that cholera had now become endemic. 

Some ‘experts’ even claimed that the cholera 

bacteria were now ‘in the environment’, with 

the understanding (in their view) that it would 

never be completely eliminated. Yet, the 

environmental paradigm has never been 

proven scientifically, moreover, neither does 

it fit with lessons from other countries where 

cholera has effectively been eliminated with 

no resurgence for decades due to fast and 

decisive interventions. Furthermore, recent 

scientific papers, which analyzed the seventh 

pandemic history, even concluded on the 

unlikely existence of a perennial environmental 

reservoir of pathogenic vibrio cholerae in 

Africa and the Americas (Weill et al. 2017). 

 
During this second phase, some organizations 

did start to look at limiting the transmission of 

the disease by identifying hotspot areas. 

Unfortunately, this approach was underfunded, 

uncoordinated and they were unable to 

respond to remote and localized outbreaks, 

leading to a rapid resurgence and continued 

spread of the disease. The interventions to 

stem cholera continued to be unsystematic; 

there was a need to formalize a new approach. 
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In 2013 the Alert-Response approach was tentatively launched by the Direction d’Epidémiologie, 

de Laboratoires, de Recherche (DELR), with support from UNICEF through its scientific partner 

Asisstance Publique-Hôpitaux de Marseille (APHM) and in particular from Professor Renaud 

Piarroux and Dr Stanislas Rebaudet who were both instrumental in developing the strategic 

vision for the alert-response approach. During the second phase of the cholera fight this 

approach started gaining momentum. It proposed an alert system at the commune level, with 

three stages: red, orange and green (see Table 1 and Figure 1), according to the number of 

cholera cases and deaths registered. It allowed for a quick prioritization of the communities 

needing a rapid and reinforced response. 

 

Table 1: Alert levels for prioritizing cholera response in Haiti 
 
 
 
 
 

 
 
 

 
Red Alert 

 
• ≥1 suspected death ≥5 years old over the past 7 days, or 

• ≥10 cases of suspected cholera ≥ 5 years old seen over the 

past 7 days, or 

• ≥5 cases of suspected cholera ≥5 years old seen over the 

past 7 days and that originate from the same region, or 

• ≥50% of the rapid tests are positive, or 

• ≥1 of positive stool culture for Vibrio cholera O1 at the Public 

Health National Laboratory 

 

 
Orange Alert 

• Doubling or more of the number of suspected cases ≥ 5 

years old seen in the past 7 days relative to the 7 days prior 

to that, or 

• Red alert the previous week, or 

• Rumor of an outbreak in the community 

Green Absence of Alert • No red or orange alerts for the past 2 weeks 

 

This alert system resulted in a more refined and dynamic approach to tackle cholera outbreaks 

as it focused on the need to act as rapidly as possible when a cholera outbreak was suspected.  

 
Ten field teams, initially called EMIRA (Equipe Mobile d’Intervention Rapide) were established 

within the MoH and deployed in 10 departments of Haiti to hunt down cholera cases and 

implement the strategy. 

Alert level Criteria 
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EMIRA’s were composed of ten members 

including nurses, a hygienist, a hygiene 

promoter, and a driver. The system was 

financially supported by UNICEF and the World 

Bank and complemented by WASH rapid 

response teams (RRT or CORT1) of UNICEF 

NGOs partners. This approach, together with 

other probable factors such as a long dry 

season from November 2013 to March 2014 and 

a possible immunity building-up amongst the 

population, may have contributed to the 

notable drop in suspected cases of cholera 

during the first semester of 2014. However, by 

the end of the same year, two important 

outbreaks, one of which was in Port-au-Prince, 

the capital, went undetected and led to the 

resurgence of the disease and rapidly spread 

to other departments. In essence, this period 

was plagued by little wins and big setbacks: 

each time the disease was controlled in one 

area, it popped-up in another. 

 

 

Picture 1: Field team member of an Alert-

Response team after a house disinfection, a 

component of household intervention. 

 

Box 2: Unique Challenges 

The fight against cholera also faced a number of unique challenges during this period; one 

compelling example is the vandalism of the water network in some neighborhoods of 

Port-au-Prince by gangs involved in selling water; this led to water from the broken pipes 

being mixed with contaminated runoff water. This water was then sold to, and consumed 

by the inhabitants. This certainly was at the origin of a new succession of outbreaks from 

the end of 2014 to early 2015. The situation went on without any intervention from the 

Haitian Police or the soldiers from the MINUSTAH (United Nations Stabilization Mission in 

Haiti). 

 
The reality was that with the little financing available to establish sustainable water supply 

infrastructure for all Haitians, as proposed in the National Plan, investing in repairs on a 

water network that would immediately be vandalized again by the gangs, was most likely 

not seen as a priority investment. An unconventional but pragmatic solution to this issue 

was found when after long discussions with members of the said gangs, formalization of 

their water-related activities was achieved despite the financial and security constraints. 

 
UNICEF and its partners worked directly with the ‘groups’ and trained them on water 

chlorination. 

 

 
 

1No te that cholera WASH RRT are now called CORT as agreed with the Global Taskforce on Cho lera Control. CORT stands for 

Community Outbreak Response Team. A full CORT Guideline is currently being finalized by the UNICEF WASH section in New-York. 
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The third phase of the fight against cholera which started in 2016, did not bode well. A certain 

amount of donor fatigue meant that some donors lowered their contribution and some 

stopped contributing altogether. The reduction in contributions may also have been in part 

due to the then much publicized ‘theory’ that ‘the disease had become endemic and was likely 

to stay in the environment for the foreseeable future’. Yet, no scientific evidence to support 

this hypothesis had been proposed, and, on the contrary, a 2018 study on environmental 

surveillance of V. cholera O1/O139 in five African great lakes (Bwire G. et al 2018) confirmed 

the conclusion of the genomic study published in 2017 (Weill FX et al. 2017) as they found 

no evidence that these water sources were reservoirs for V. cholerae that cause cholera 

epidemics in humans. 

 
The number of field teams implementing the alert-response strategy had to be drastically 

lowered due to lack of funding. Inevitably, cholera cases soared. By July 2016 health officials 

saw a resurgence in cholera cases in several departments with 823 cases recorded in the 

3rd week of July and 20 communes on red alert. Also, 15% more cholera-related deaths 

were registered compared to the same period the year before (OCHA July 2016). Insufficient 

number of CORTs implied that less than 40% of suspected cases were handled within 48 

hours. Fortunately, by mid-2016, following the new UN Approach for Cholera Elimination 

in Haiti, a loan2 of 8 million US Dollars from the UN emergency fund enabled the return of 

much needed teams to implement the strategy. The number of CORTs was increased and by 

July 2016, 46 teams were working again. 

 
On the 4th of October 2016, Hurricane Matthew made landfall. Within 24 hours, 4 departments 

in Southern Haiti were hit, and devastation ensued. Massive flooding led to the destruction of 

infrastructure such as bridges, electricity and water installations, homes, schools and   80% of 

crops were lost. The hurricane caused widespread devastation, but it also triggered 

international attention. The media picked-up on the story and declared that Haiti, where 

‘cholera is endemic’, will face a massive outbreak of cholera in the near future due to the 

devastation created by Hurricane Matthew. Shining a spotlight on the plight of the Hait ians 

had two major outcomes: first of all, a massive oral vaccination campaign was launched by the 

MoH, with support of WHO and UNICEF, in the two departments mostly affected by the 

hurricane. The impact of this vaccination campaign was unfortunately never properly assessed. 

The fact that one single dose of the vaccine was tried at first was understood as an experiment 

by the Haiti MoH ethical committee which never granted the requested efficacy study. This 

makes it difficult to attribute any tangible results to the campaign. 

 
A second outcome was the sudden recognition of a pending ‘emergency’ and the need to 

tackle cholera in Haiti. This was compounded by a speech given by Ban Ki Moon, former 

Secretary General of the United Nations, on the 1st December 2016. His speech put an end 

to years of speculation when he apologized on behalf of the United Nations for not ‘doing 

enough’ during the cholera epidemic. Although it was not a direct admission of responsibility 

with respect to the UN Peacekeeper’s role in introducing the disease in Haiti, many saw this 

speech as an acknowledgement of guilt. The result of this global acknowledgement regarding 

 
 

2Taking out such a substantive loan for the implementation of their activities is not standard operating procedure for UNICEF as 

reimbursement is usually expected, but the Haiti Country Office believed this loan would enable life -saving and time-sensitive 

work to be carried out and they were ready to bare the risk and cost. 
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the urgency to fight cholera in Haiti was a proposal of a 200 million US dollar program to reduce 

the incidence of cholera by carrying out both short and long-term interventions in water, 

sanitation and access to health care. Namely, this new UN Approach proposed two response 

tracks, with the first one being based on the recognition of the work done by the CORTs, rolling- 

out rapid response in the communities, coupled with supporting surveillance efforts, case 

management, and also the management of the vaccination program. The second response track 

encouraged longer-term water and sanitation investments. Despite little of these earmarked 

funds actually making it to the Cholera Elimination Plan, the media coverage did allow for 

successful further fundraising and facilitated the recruitment and dispatch of more CORTs 

implementing the alert-response approach in Haiti, and a fully dedicated team within UNICEF 

Haiti office to coordinate and support partners on the ground. 

 
With nearly 100 CORTs in the field following hurricane Matthew, the impact was quickly felt. 

From October 2016 to April 2017 a massive drop in cases was recorded: from 1,500 suspected 

cases to less than 250 cases a week nationwide, a clear success of the alert-response strategy. 

Following this, even if the numbers of CORTs were gradually reduced, a continuous decline of 

the number of suspected cases was observed. In July 2017, to counter a possible resurgence of 

the disease, UNICEF Haiti country office supported local authorities to launch a preventative 

‘high impact operation’ in 8 communes of Port-au-Prince. The assumption was that controlling 

this high-risk area before the period most at risk would enable a lasting control of the disease 

throughout the entire country. This ‘high impact’ operation entailed increased coordination and 

surveillance, deploying more CORTs in high risk areas, and rolling-out a massive awareness 

raising and communication campaign around water treatment and hygiene. All this was very 

closely and continuously monitored. The result was a substantial reduction in confirmed cases 

of cholera, and Port au Prince, the capital, virtually free of the disease in early 2018. 

 
From January to December 2018, when the implementation strategy was at its optimal efficiency, 

the number of reported suspected cases of cholera nationwide continued to drop with 3,777 

cases for the year, including 41 fatalities. Also, 90% of cases were responded to within 48 hours 

of the alert and 100% of cases were handled as per the Case Area Targeted Intervention strategy 

(CATI). 

 
The implementation strategy was now realizing its full potential. The different actors working 

on the National Cholera Elimination Plan were well aware that this was not the time to reduce 

the intensity of the efforts. To ensure the total elimination of cholera, it was understood that 

every single suspected case needed to be addressed as soon as possible, to firmly cut off any 

possibility of transmission. 

 
In 2019, 681 suspected cases were identified and 3 deaths were reported, hence the incidence 

went down to 0.052 per 1000 inhabitants, the lowest annual incidence recorded. More 

significantly, since early-February 2019 no new confirmed cases have been registered in Haiti. 

97% of all suspected cases (and even 14% of simple acute diarrhea cases) tested in laboratory 

have rendered negative results. This result, based on more than 1,200 consecutive cultures 

taken from 50 municipalities and analyzed at the laboratory, rules out the hypothesis of a 

persistent transmission. 

 
Although the different actors in Haiti who have led this 10-year fight against cholera prefer to 

stay prudent, the elimination of the Vibrio cholerae El Tor appears to have been finally achieved. 
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3. Description of UNICEF-led cholera strategies and lessons learnt 

 

 
 
  

 
 
 
 

 
 
 
 
 

 
 
 

3.1. Coordination 
 

 
Coordination: key objectives and process 

 
The coordination efforts in Haiti were centered around the need to facilitate the implementation 

of the Alert-response actions at central, departmental and local levels. Coordination efforts also 

ensured that key information and specific needs at the local level were raised to the central level 

in order to rapidly review the data and redefine the appropriate response. Another key objective 

was to ensure that all the different actors involved in the fight against cholera were working in a 

complementary fashion and there was no overlap in actions on the ground. 

 
The importance of the effective coordination in the implementation of the alert-response 

strategy cannot be emphasized enough; success of the cholera elimination plan was dependent 

on the continuous and comprehensive coordination of the different activities in the field and the 

different actors involved. 

 
In the early days of the fight against cholera in Haiti, the multitude of actors involved was probably 

partly responsible for the poor results in slowing down the spread of the disease. There was no 

common strategy to fight the disease and very little communication between the different 

actors. However, when a clear strategy was proposed, and regular coordination meetings were 

held at local, regional and central levels with representatives from all sectors involved, progress 

was rapidly observed. Information sharing and daily updates of the epidemiological situation 

and activities carried out in each region meant that the fight against cholera became effective 

and the number of suspected cases started to drop. 

 
A better coordinated response also concurs with the time when UNICEF, in phase 2, was able to 

take the lead on the coordination of the different actors working on the community rapid- 

response, working with the different Government institutions involved (Ministry of Public Health 

and the National Directorate of Drinking Water and Sanitation- DINEPA). UNICEF, in collaboration 

with PAHO/WHO, enhanced the role of the National Cholera Coordination Cell, with weekly 

meeting at national level and the participation of the DELR to share most recent updates. This 

assumed leading role, taken on by the Emergency section within the UNICEF Country Office, 

allowed for continuous support to partners on the ground, to closely monitor the disease trends 

and anticipate risks factors, to clarify roles of the different actors at the different levels, and 

discuss any arising challenges and propose solutions. 
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The medium-term plan (2016-2018) to fight cholera in Haiti ensured that these coordination 

committees, their mandates and meeting frequency were clearly outlined. Although their 

implementation was not 100% effective, these committees did allow for improved coordination 

between the different entities (see Table 2). 

Table 2. Coordination: challenges and lessons 
 

ACTION KEY CHALLENGES KEY LESSONS 

Coordination • Multitude of actors working 

on cholera fight can end up 

being inefficient if not properly 

coordinated 

• Within UNICEF, the absence 

of a cholera focal point 

accountable for the program 

results, and unclear roles and 

responsibilities, may lead to 

ineffective strategy 

• Once an implementation 

strategy for cholera response 

has been adopted by the 

Government and its partners, 

ensuring that everyone 

effectively implements the 

strategy can be complicated 

• Poor or slow communication 

between the different actors 

can lead to missing out on 

key information which can 

potentially slow-down the 

elimination strategy. 

•  Rapidly set-up coordination 

meetings with all actors involved 

in the fight against cholera, 

define roles and responsibilities 

of each actor 

•  Support from the APHM was 

instrumental in defining the 

Alert Response Strategy and 

provided the scientific rigor 

needed. Associating a reputable 

university or research center 

should be considered in 

developing the response. 

•  Within UNICEF, identify a 

cholera response focal point 

with experience in emergency 

coordination and logistics and 

assign a unit, with dedicated 

staff, to be in charge of the 

response during the acute phase 

of the epidemic 

•  Ensure that the adopted strategy 

is clearly understood by all 

partners and create ownership 

of the strategy amongst all 

the actors involved in its 

implementation 

•  Ensure that all meetings are 

formalized and that minutes 

are taken and shared regularly 

between all actors 
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3.2. Surveillance 

Epidemiological surveillance entails the continuous and structured data collection and analysis 

pertaining to a disease, enabling the provision of an adequate response based on verified 

information. Continuous surveillance also serves the purpose of building a chronological data 

set of the disease, this facilitates the analysis of key indicators in a geographical and time-bound 

context. It will pinpoint areas of disease persistence and hence increase the capacity to develop 

targeted responses in terms of provision of improved access to water and sanitation services 

and hygiene promotion. 

 
In Haiti, efficient epidemiological surveillance was a cornerstone of the fight against cholera and 

it still is today during the elimination phase. Its principal objective was the immediate detection 

of each suspected case of cholera as to be able to respond to it swiftly and effectively. Studies 

have shown that contamination risk is highest for the first 3 days and for the people living within  

200 meters around the suspected case(s). Hence, it is crucial to rapidly pinpoint the exact location 

of a suspected case, to respond efficiently and stop transmission. 

 
One strategy put in place by the MoH with technical support from UNICEF and its partners was 

the use of line-listings to guide the response. This was developed in order to ensure the rigorous 

surveillance and response to all cases. Harmonization of line listing by the DELR and their use 

in the daily response was gradually put in place in all departments from 2014 to 2018 and has 

led to a comprehensive recording of all suspected cholera cases at a national level. Online  
 

 

The line-listings data can also feed into the Alert system that was introduced by the Assistance 

Publique-Hôpitaux de Marseille (APHM) and UNICEF. As described in the introduction, this system 

is based on specific criteria for each alert level. The communes on alert are ranked on a weekly 

basis which can then be translated into a map as seen in Figure 2 below. This facilitates decision- 

making with regards to the appropriate response reinforcement needed for each alert level. 

 
 

Box 3: Line Listings 
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Figure 2: Example of the Alert System depicted on a map of Haiti 
 

 
Surveillance of cholera cases is complex as identified ‘suspected cases’ are not necessarily 

cholera but can also be linked to a number of other diseases. It isn’t until a laboratory test (stool 

culture) is carried out that a cholera case can be confirmed, sometimes this happens only weeks 

later. This lengthy process impeded reactivity to the disease. Hence, to improve the capacity of 

national laboratories to analyze culture samples, starting in 2016, UNICEF provided financial 

assistance to two laboratories (the LNSP, Laboratoire National de Santé Publique, and a MoH 

approved laboratory in Saint-Marc, managed by the NGO Partners in Health) to sustain and 

increase their capacity. This enabled for a more effective and a quicker analysis of culture 

samples. The data were used to better target the response as CORTs could now focus on areas 

with confirmed cholera cases. In 2018, PAHO/WHO were also instrumental in ensuring that a 

maximum number of culture samples were tested as their Labo-moto project enabled the rapid 

transportation of culture samples on motorcycles from the treatment centers to the 

laboratories for the testing of cholera. The percentage of suspected cases whose stools sample 

was tested in laboratory rose from as little as 5% in 2015 to more than 80% in 2018. To this day 

in Haiti, testing remains systematic, and every suspected cholera case is tested to ensure 

complete elimination of the disease. 

 
A quicker alternative to laboratory testing is the Rapid Diagnostic Tests (RDT). It allows for quick 

confirmation of cholera cases and is simple enough so that it can be implemented by field 

health workers using a stool specimen, in situ. However, if RDTs are introduced in an outbreak 

response it is important to closely monitor their use to avoid detrimental effects. The Haitian 

experience with the use of RDT’s was actually harmful and its use was stopped by the MoH 

upon UNICEF’s recommendation in 2016. This measure was taken following the observation 
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that it reduced the clinical diagnosis capacity of ADTC medical staff, often relying exclusively on 

RDT results and not trusting their own judgement. This situation created a diagnosis vacuum 

during periods when RDTs were in short supply. The use of RDTs was also questioned because 

of the moderate accuracy of the test in use at that time. Teams could have missed cases based 

on false-negatives given by the test. However, new generations of RDTs have higher precision, 

and complementary manipulations exist to further increase their accuracy, making their use 

once again suitable if well monitored and shortages can be avoided. RDTs could prove to be an 

interesting tool for the latter part of the fight against cholera; when each case needs to be 

tracked and confirmed rapidly. 

 
Enhanced surveillance within communities themselves is also vital. In 2017, unreported 

community deaths resulted in flash outbreaks in remote areas in Artibonite and Centre. To 

reduce this risk, UNICEF Haiti country office worked with the Red Cross movement to reinforce 

the capacity of local agents within at risk communities to detect both suspected cholera  cases 

and deaths, and to report these alerts so that verification and response teams could be quickly 

deployed. 

 
 

Picture 2: Beds for patients in a cholera treatment center 
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Table 3. Surveillance: challenges and lessons 
 

ACTION KEY CHALLENGES KEY LESSONS 
Surveillance • For the surveillance tools (line- 

listings/alert system) to be effective 

and contribute to the elimination of 

cholera, they need to be completed in 

a timely manner and used flawlessly 

by all actors involved. 

• Every suspect case, confirmed case, 

and death needs to be registered. 

Failure to do so could negatively 

impact the strategy as confirmed cases 

or deaths could be missed, leading to 

renewed outbreaks. 

• RDTs use can lead to harmful results if 

not properly monitored 

• Remote areas with difficult access 

may suffer from a lack in surveillance, 

which can lead to uncontrolled 

outbreaks. 

• Effective use of laboratory tests to 

confirm cholera cases helps to 

identify hotspots and areas of 

cholera persistence. This in turn 

helps the response teams to 

increase and pinpoint their 

investigations. 

• RDTs cannot be used to test all 

suspect cases. Depending on available 

funding rapid testing should, when 

possible, be used in cases of doubt 

and for monitoring purposes. 

• RDTs can be a useful tool as to 

accurately respond to effective 

cholera cases as they allow for quicker 

targeting. Ensuring the availability of a 

strong monitoring component and the 

continuing capacity building of medical 

staff in health facilities will however be 

essential. 

• Ensuring that local surveillance entities 

in communities are constituted will 

be essential to keep track of potential 

cholera cases, particularly in remote 

areas where access for surveillance 

teams will be difficult. 

 
 

3.3. Investigation (Assessment of transmission context) 

The objective of the investigation is to search for the likely sources of contamination, at an 

individual, household and community level (inter-human, contaminated food, contaminated 

water source, etc.) in order to stop the transmission as quickly as possible. This process allows 

for the further refinement of the response by adapting it to the assessment results. There are 

two types of investigation: 

 
1. Case specific investigations - where each case is investigated from the ADTC level to the 

home of the suspected person. Case specific investigations are at the center of the rapid 

response activities and should be carried out continuously during the fight against cholera; 

and 

2. Epidemic outbreak investigations - these are launched to understand the causes of a sudden 

flare-up of the disease with increased number of fatalities or the persistence of high 

transmission in a specific area. 
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In Haiti, each and every case is investigated, the motto is: ‘one suspected case equals one alert, 

and one alert equals a response’. The investigation takes the response team to the home of the 

patient where a detailed protocol is followed and a structured questionnaire is administered by 

the MoH nurse (member of the team) to figure out how the person got sick or why a specific 

zone suffered a sudden increase in cases. There are also a number of assessment forms to   be 

completed regarding the water, sanitation and hygiene (WASH) situation at community level. 

The investigation, by its nature is multi-sectoral and hence requires a multi-sectoral team to 

assess the epidemiological aspects as well as the WASH aspects. Experience from other 

countries fighting cholera revealed that teams can also benefit from the experience of social 

scientists such as behavioral specialists or anthropologists who can contribute to comprehend 

people’s perceptions as to improve the way the responses are elaborated and implemented. 

 
The data from case investigations should ideally be analyzed the same day, to look for potential 

linkages between suspected cases and a sudden increase of cases in specific locations and 

ensure a rapid response. This data must also rapidly be entered into a data collection system so 

that a report and a map can quickly be drafted, and any potential trends can be tracked. 

 
Regarding outbreak investigations, a number of these were carried out in Haiti, notably in 

Titanyen in Mai 2017 and Cornillon in June 2018, where situations of sudden outbreaks of 

cholera without clearly identifiable causes were noticed and a multidisciplinary investigation 

team was deployed. The outbreak investigation can take from 2 to 3 days and focuses on the 

historical context of the flare-up (date and area of first cases/reported deaths, daily cases 

registered by zone) as well as an epidemiological analysis of the flare-up. This assessment maps 

the suspected cases, analyses the case investigations data carried out, interviews the local  

actors and families within the affected zone to trace the source of the outbreak, as well as 

carrying out bacteriological tests on the main water sources, taking samples both from direct 

water sources as well as water in storage facilities at the homes of the families. An assessment 

of public spaces is also carried out if the analysis points in this direction. Recommendations 

focused on the 4 main pillars of the alert-response: coordination, surveillance, investigation and 

response. Clear implementation guidelines and timelines are given to each actor responsible for 

each of the four pillars, whilst reinforced coordination and surveillance activities are proposed 

to provide monitoring of the implementation of the recommendations. 

 

In 2017, the multi-sectoral approach of the outbreak investigation process took the form a joint 

investigation committee in the Western region (CIDO, for Comité d’Investigation du 

Departement de l’Ouest), under the leadership of the Department Health Directorate, with 

members from the DINEPA, PAHO/WHO, UNICEF and its NGO partner Solidarités International 

(SI). This committee was the result of UNICEF’s advocacy to have stronger investigation 

capacity in this key region. The committee had clear ToRs and aimed to be deployed on the 

news of an outbreak or rumors of active cholera cases, or in areas with disease persistence. 
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Table 4. Investigation: challenges and lessons 
 

ACTION KEY CHALLENGES KEY LESSONS 
Investigation • At the height of the epidemic it may 

be difficult for each suspected case 

to be investigated. Nevertheless, 

it is important to ensure that each 

suspected case is seen to as rapidly as 

possible so as to put in place the 

rapid-response immediately if the 

case is diagnosed as a potential 

cholera case. Time is of the essence to 

combat the transmission, for this to 

happen, enough alert-response teams 

need to be available to carry out the 

investigations 

• Outbreak investigations are detailed 

processes with a number of 

defined steps. To ensure that these 

investigations are properly carried 

out, alert-response teams need to be 

trained in these processes. This did 

not happen initially in Haiti due to a 

lack of time and unavailable training 

materials. 

• The investigation process remained 

incomplete for a long time and was 

a shared task between different 

organizations, this limited the capacity 

to have a full picture of the outbreaks. 

• Response teams trained to carry out 

investigations in each region will ensure 

that suspected cases are adequately 

responded. This first contact with the 

‘suspected case’ will enable the team 

to separate these cases from the ‘other 

diarrheal disease cases’ and to ensure 

that ‘most likely cholera cases’ are 

targeted. 

• Investigation results must be used 

rapidly to guide the response, e.g. to 

increase water chlorination or reinforce 

hygiene promotion depending on the 

most likely causes identified. 

• Training response teams in the case 

investigation as well as outbreak 

investigation processes early on would 

have ensured a more streamlined 

process as well as more effective 

responses. 

• Areas with sudden upsurge of cases or 

persistence of cases must be thoroughly 

investigated by a multi-sectoral team as 

soon as possible. 

 

 

3.4. Case-area targeted intervention 

The objective of the case-area targeted intervention (CATI) is to stop the transmission of the 

disease. It entails acting directly on the possible sources of the contamination. This is done by 

the CORTs and consists in carrying out a visit to the households where the suspected cases are 

from and implementing a number of specific measures within 48 hours of notification of the 

case to help stop the local transmissions’ sudden flare-up of the disease with increased 

number of fatalities or the persistence of high transmission in a specific area. 
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The first level of intervention is done at the 

household level. It aims at setting a ‘cordon 

sanitaire’ around the suspected case’s house. 

This cordon sanitaire targets households 

within 150-200 meters around the patient’s 

home, which often equates to 10-30 homes 

(approximately 50-100 people per cordon) in 

the case of rural Haiti, in urban settings these 

numbers can be much higher. Once the 

perimeter of the ‘cordon’ is defined, the same 

intervention is then carried out within each 

household, comprising of: 

• An active search of other potential cases 

within the visited households; 

• Distribution of a cholera kit containing oral 

rehydration salts sachets, water 

disinfection products (tablets or liquid 

chlorine), soaps and a bucket with lid and 

tap (to act as a safe drinking water storage 

device in the home); 

• Sensitization of the household members on 

protective hygiene practices 

(handwashing, handling food and water), 

and use of the kit items; 

• Disinfection of homes with a focus 

specifically on the toilets, bathrooms, 

kitchen, door knobs and places where fecal 

matter can be seen and where patients 

vomited. Alternatively, households can be 

supported and guided to disinfect 

themselves. 

• The presence of a nurse in the teams means 

that an antibiotic can be administered to 

the members of the household that were in 

close contact with the patient, this 

measure is known to lessen the intensity 

and length of the disease should another 

person already be infected 

 

At the community level, a second level of 

intervention is carried out by the response 

team in areas notifying many cases or having a 

persistence of the disease, consisting of: 

 
• A quick evaluation of community water 

systems, sources used for drinking water, 

assessing if they could be the source of 

contamination 

• Control of chlorination levels (residual 

chlorine) in water systems or reservoirs 

that supply the communities; 

• Setting up emergency chlorination points 

on water sources that might constitute a 

cause of contamination, and by default 

when no clear cause is identified; 

• A sanitary diagnostic to assess the situation 

at public spaces such as marketplaces, 

and bus stations. In the event of a high 

proportion of school-aged children among 

patients, school sanitary conditions are 

also evaluated; 

• Supporting hygiene at food preparation/ 

distribution stalls in public spaces and 

ensure clients have access to both potable 

water and simple handwashing facilities, 

whilst verifying that it is at a safe distance 

from excreta disposal sites; 

• Engage community participation to 

promote peer to peer communication 

about basic hygiene behaviors (including 

the importance of hygienic practices during 

funeral practices of deceased cholera 

victims to avoid contamination) and 

protecting the community from cholera 

including person to person transmission 

routes. 
 

 

Picture 3: Community-level sensitization about cholera 
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Table 5: Indicators for CATIs interventions 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
The experience in Haiti has shown that as soon as CATIs were carried out in an efficient, rapid and 

systematic manner, cholera transmission was greatly reduced. Figure 3 shows an association 

between the intensification of CATIs and the reduction of suspect cholera cases. What also 

became evident is that without continuous rapid response to cholera the rainy seasons can 

become an additional burden and sustain the transmission of the disease. However, when the 

response intensifies in rapidity and number, as was done by the end of 2017, rainfall no longer 

triggers cholera outbreaks. For the first time in this epidemic, less cases were reported during 

the 4th quarter of 2017 compared to the third quarter of the year, despite heavier rainfall. The 

number of cases were close to nil when CATIs implementation was at its most efficient in 2018 

and 2019. 

 

It is important to bear in mind that the CORTs mostly implemented Case Area Targeted Interventions 

(called type I response for monitoring purpose)  but that in the absence of cases, the teams were 

continuously involved in prevention activities, such as hygiene promotion (called type II) in schools, 

public places or support to chlorination of water systems (see chapter on Shield type response). The 

CORTs were always active, which is one key principle of the alert-response strategy put in place to 

ensure that this response capacity was present at any time. 

 
The Haitian experience challenges the theories that the rainy season will inexorably lead to th e 

increase of cholera transmission or that floods and disasters will systematically yield an outbreak 

of cholera (Ex. hurricane Maria related floods in November 2017). In fact, if CATIs are carried out 

efficiently, the so-called cholera seasonality disappears and the rainy season has no significant 

impact on cholera. 

Total number of cholera cases 

responded to by CORTs during the 

reporting week 

 
--- 

 
CORTs online reporting 

% of suspected cases responded to 

by CORTs during the reporting week 
80% 

Online Line listing with cases 

response status 

% of CORT responses conducted 

within 48 hours of presentation at 

CTC 

 
80% 

Online Line listing with cases 

response status 

Mean number of households visited 

per case (ex. “cordon sanitaire” 

size) 

15 HHs (rural) 
CORTs online reporting, Post-

Intervention Monitoring 

Number of households that received 

household water treatment 

products, soap, and IEC materials 

 
--- 

CORTs online reporting, Post-

Intervention Monitoring 

Number of FRC tests taken from 

stored household water 
--- Post-Intervention Monitoring 

Number of emergency chlorination 

points activated by CORTs 
--- 

CORTs onlinereporting, chlorination 

points mapping 

 

INDICATORS  SOURCES OF VERIFICATION 
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Figure 3 – Cholera and targeted response trends in Haiti since July 2013. 
(Sources: DELR, UNICEF, NOAA, APHM) – Orange bars for daily suspected cases nationwide, brown 

bars for daily suspected cases in the West department (Port au Prince metropolitan area), blue bars 

for daily average rainfall in mm, blue line for response intensity in number responses and 
prevention activities per case (measuring types I and II interventions done by the CORTs). 

 

Vaccination was not part of the CATI protocol in Haiti, but was carried out in certain regions in 

parallel to the alert-response strategy. However, it is difficult to attribute any positive impact 

solely to vaccination campaigns as many other preventive activities, such as water chlorination 

and hygiene promotion activities, were ongoing within the same regions. Furthermore, while 

the CATIs targeted each and every reported suspected case nationwide, the vaccination 

campaigns, over time, covered less than 10% of the population during this 10-year period, 

conferring a limited overall herd effect. One of the reasons why massive oral vaccination 

campaigns in Haiti was not a UNICEF CO priority was the risk of having funds prioritized for a 

measure leading to relative short-term protection (WHO states that “the cumulative efficacy 

of the 2 vaccine doses over 3 years was 51% (95% CI: 40–60%)”, instead of accelerating access to 

sustainable water and sanitation services in key hotspots, known to be the best long-term 

barrier to cholera. 

 
In the future, however, it could be appropriate to: 
 

• Introduce the cholera vaccination as part of CATI activities to those people living within a certain 

radius of a suspected cholera case as is done for the administering of antibiotics. However, this 

should not be in lieu of communication and community engagement strategies about water 

chlorination and hygiene practices. 

 
• Systematize small-scale complementary reactive vaccination campaigns to better protect 

communities in areas with outbreaks, where a persistence of cases is observed despite the 

response, as was done in the communes of Mirebalais and Saint-Michel de l’Attalaye in 2018 

upon UNICEF’s advocacy. 
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Table 6. Targeted rapid response: challenges and lessons 
 

ACTION KEY CHALLENGES KEY LESSONS 
Targeted Rapid 

Response 

• Response teams need to be effective 

and efficient fast. However, taking 

some time to roll-out a comprehensive 

training for the team members will 

allow them to be more efficient in the 

field. 

• Repetitiveness is the enemy of 

effectiveness; when teams are carrying 

out interventions all day, day in day 

out, it may occur that their actions 

become increasingly routine and the 

impact of the messages are diluted. 

• Hygiene awareness methods and tools 

become obsolete over time and must 

be revised. 

• The administration of antibiotics to 

subjects in close contact with the 

patient is effective but needs to receive 

a follow-up at the laboratory level to 

assess the sensitivity of the bacteria 

to the antibiotic as to limit the risk of 

developing a resistance to it. 

• The Oral Cholera Vaccine (OCV) is not 

yet included in the response package, 

hence this may lead to a disconnect 

between the actual outbreak dynamic 

and the timing for the vaccination of 

selected areas. Readily available 

vaccines will be crucial to enable the 

response to be as reactive as possible. 

• A refresher training and ongoing 

monitoring for the response teams, 

specifically on the activities in the 

households will ensure that their 

communication and sensitization will 

not become too automatic. 

• Cholera specific family kits (5 soaps, 

100-150 aquatabs or the equivalent 

in local liquid chlorine for one month 

water treatment, 5 Oral Rehydration 

Salts sachets, plus optional water 

storage containers) coupled with 

effective and revised communication 

tools on hygiene practices have been 

key in reducing the risk of transmission.  

• Cholera vaccination could be introduced 

during the CATIs but should be 

monitored and not replace sensitization 

of households on water safety and 

hygiene. 

• Line listings have been instrumental 

in ensuring that ‘suspected’ cases are 

effectively seen to within 48 hours 

making the approach both efficient and 

successful (see previous section on this 

issue). 

 

 

3.5. High impact operation 

The objective of a high impact operation (HIO) is an intensification of all the actions in the 

response strategy in a given territory: coordination, surveillance, investigation and response. 

A HIO can be launched for two reasons: 

 
1. During cholera perseverance despite an ongoing response, to temporarily reinforce the 

interventions to reduce local transmission. 

2. In a known hotspot, immediately prior to what is known as a ‘risk prone time’ such as the 

rainy season, to reduce to a minimum the number of suspected cases prior to an event  and 

gain greater control of the situation during the event. 
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In Haiti, the implementation of HIO’s was 

carried out in one region particularly 

(Western region including Port au Prince) from 

July 2017 until the end of that year. The 

objective was to take advantage of the overall 

low numbers of cholera cases nationally to 

drive the disease down as much as possible. 

The strategy was to focus on those areas with 

disease persistence so that even the heavy 

and repetitious downpours of the rainy season 

would not lead to an upsurge of cholera cases. 

 
The HIO also intended to block the disease in 

a (mainly urban) region considered to play a 

pivotal role in its transmission. The 

assumption was that stopping its transmission 

in this area would also mean halting it in the 

nearby regions and, ultimately, across all of 

Haiti. Both results are visible in Figure 3, with 

a clear reduction of suspected cases from the 

Western region by the end 2017 and, for the 

first time, a lower number of suspected cases 

during the second quarter of 2017 at national 

level, signifying the disappearance of so- 

called ‘seasonality’. 

 
This innovative approach, based on the 

concept of hitting the disease hard when it’s 

weak, was a success as the number of 

suspected cases in the area diminished 

drastically and there were no further major 

outbreaks in the Port au Prince metropolitan 

area following the HIO. 

 
As mentioned, the HIO consisted in the 

systematic reinforcement of all four five 

strategy components, namely coordination, 

surveillance, investigation, rapid response 

intervention, complemented with a second 

level of response: 

 
• In terms of the coordination effort, this 

was done through the activation of a ‘daily 

situation room’. Under the leadership of 

the Department of Health Directorate, all 

cholera partners gathered every 

 

 

Picture 4: UNICEF team member taking down key 

information of a chol- era patient at a treatment center 
 

 

 

morning for 30-60 minutes, to present the 

distribution of cases of the previous day 

and discuss the main response needs and 

obstacles. Such daily meetings took place 

for two months for the HIO implemented in 

Port au Prince. This was then continued for 

a further four months with meetings every 

2 days once the disease was essentially 

under control. It allowed for the day to day 

management of all ‘suspected cholera 

cases’. 

 
• Surveillance was intensified as data on 

‘suspected cases’ was entered directly on a 

webpage and made accessible to all actors 

so that it could be updated as information 

became available. Each morning, during 

the situation room, all cases were 

discussed and geo-localized to ensure that 
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each one benefitted from a response, and 

actions for intensification were decided 

accordingly. 

 
• As indicated earlier, a joint investigation 

committee was created in the area of the 

HIO. This allowed for a comprehensive 

investigation of unusual epidemiological 

events and confirmed outbreaks with high 

incidence. During the HIO, such a 

committee was successfully used to 

provide guidance to response actors in 

areas where cholera causes were multiple 

and complex. 

 
• Regarding the rapid response component, 

UNICEF Haiti took a calculated risk in 

initiating this operation, as it required 

unplanned, additional resources and meant 

the reduction in the number of teams in the 

regions, to ensure a stronger capacity in the 

capital. Indeed, the adapted strategy for 

this HIO called for additional teams to 

complement those implementing the CATI’s. 

These ‘support teams’ were asked to simply 

stay longer in the most affected 

neighborhoods and intensify all preventive 

activities, prioritizing active search of cases 

and hygiene awareness. 

• On a day to day basis, a second level of 

response was put in place. Response teams 

through community-centered hygiene 

communication campaigns. A weekly 

analysis provided a detailed description 

of the outbreak per area in order to decide 

where to intensify the second level of 

interventions, particularly in areas with 

public spaces such as schools, churches, 

bus stations and markets. Small-scale 

agreements were implemented with local 

organizations to undertake awareness 

raising activities, through interactive 

street and forum theatre, with a strong 

emphasis on community engagement. 

Hygiene promotion was also intensified 

and became increasingly dynamic with 

the distribution of merchandise such as 

stickers, pamphlets, bags and t-shirts 

branded with the key messages during 

promotional sessions in public spaces. 

Additionally, UNICEF collaborated with 

the national mobile phone company to 

send key messages by SMS in affected 

areas, with a minimum duration of 7 days, 

several times per day.

Figure 4: Evolution of the number of CORTs, impact of the HIO, versus 
weekly rainfall and suspected cases. 
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Table 7. High impact operations: challenges and lessons 
 

ACTION KEY CHALLENGES KEY LESSONS 
High Impact 

Operation 

• The decision to implement an HIO 

may be taken at the last minute as 

to take advantage of an auspicious 

situation, or because there is a 

sudden upsurge of cholera cases that 

needs to be addressed vigorously. 

This however means the need for 

flexibility in gaining access rapidly to 

non-earmarked funds as to Intensify 

the CATIs and the overall response 

mechanisms. Ensuring such funds are 

considered in the budget will be 

essential in enabling reactivity to 

certain situations which may call for a 

HIO. 

• Stakeholders and donors were hesitant 

in accepting the disbursement of 

additional funds on an untested 

activity/process and was initially met 

with some resistance. 

• The daily situation rooms were 

extremely useful as they enabled the 

local and national entities engaged in 

the response to increasingly take over 

the lead in these types of situations. 

This experience contributed to build the 

country’s capacity to face epidemics. 

• Communicating results of the HIOs 

rapidly to the different stakeholders 

was instrumental in reassuring the 

different actors of the value of HIO’s. 

The positive results obtained (an 

impressive decrease in suspected cases 

numbers and the very low rate (<20%) 

of positives at the laboratory level) 

did convince the donors and led to the 

extension of the HIO for a further 2 

months. 

• Taking the risk was beneficial to 

demonstrate the relevance of such a 

strategy and its potential impact on 

cholera nationwide. 

 

 

3.6. Cholera shield response 

The objective of a shield response, in addition to CATI’s and HIOs, in the context of cholera is to 

enable the implementation of an exhaustive strategy in terms of disease prevention. 

 
There are two types of shield response: 

 
1. The pro-active response where a number of measures are put in place in ongoing cholera 

hotspots. These measures focus on locations with mobile and high-density populations 

(markets, bus stations, schools, churches, temples etc.). The pro-active shield response can 

be activated any time following a cholera alert and comprises: 

 

• The provision of water from tankers or by water treatment units; 

• The chlorination of water networks, private water sources and water reservoirs, establishing 

temporary water chlorination points; 

• Rapid repairs of existing water networks and systems; 

• Systematic assessment of all water points including household wells, informal sources, and 

support to household water treatment by making chlorination products available.
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These activities have been critical over the last two years to gain control of the disease. In 

2015, while the disease had invaded Port au Prince, UNICEF Haiti increased the availability of 

emergency chlorination points, up to 40 unprotected water sources in most affected 

neighborhood were attended with a chlorination workers all day long, and also supported 

DINEPA to fix leakages of the main pipeline in an affected area to improve the control of 

chlorination in that area. UNICEF also coordinated with the Red Cross to locate and chlorinate 

about 300 private water reservoirs in the city. Such activities were regularly carried out to 

complement the CATIs, either by the CORTs or other partners’ teams. 

 
To further facilitate the rapid implementation of these interventions, in March 2018 UNICEF 

supported the creation of another type of team called the EMO-EPA (Équipe Mobile Eau Potable 

et Assainissement3); they were 3 mixed DINEPA-NGO teams with the aim of delivering this 

proactive WASH package in addition to the CORTs, in areas of persistent infection. 

 
2. The preventative response or ‘long-term’ actions focused on improving water and 

sanitation conditions in areas of cholera persistence, with the additional aim of working 

towards achieving Sustainable Development Goal 6: Ensure availability and sustainable 

management of water and sanitation for all. The cholera risk reduction targeted activities 

were comprised of: 

 

• Detailed cholera vulnerability analysis in hotspots, with multilayer mapping of cholera’s 

social, behavioral (C4D), environmental and infrastructure determinants. 

• Increasing access to safe drinking water by supporting the water sector regulatory framework 

and coordination platforms; 

• Increasing measures4 that safeguard the quality of the water being consumed, facilitate the 

construction, extension and rehabilitation of water networks, or the protection of water 

sources, and wells. 

• Support access to household sanitation facilities to eliminate open defecation, as well as 

assisting initiatives for safe excreta disposal and elimination. 

• Gain commitments and engagement from local actors to actively disseminate key hygiene 

messages in their communities. 

 
Priority zones for shield responses were determined according to a number of agreed upon 

criteria. 

 

In Haiti, they were categorized into 3 types in the National Mid-Term Elimination Plan 
2016-2018: 

 
Type A: Regions that have been on Red Alert for more than 50% of the weeks over the last 

2 years and play a role in spreading the disease to surrounding communities through their 

pivotal geographical position, the presence of main roads and important markets. 

Type B: Regions that have been on Red Alert 25-50% of the time and are considered to be relays 

and amplifiers of the disease being crossed by main roads. 

Type C: Regions that have been on Red Alert 25-50% of the time that play a less important role 

as a relay for the disease, being located at the extreme north-west and south-east of the country. 

 
3Mobile Drinking Water and Sanitation team 

4Chlorine residue testing and E. Coli testing 
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Factors influencing the persistence of the disease were also instrumental in categorizing the 

above zone types for shield response. A study was carried out in 4 urban hotspots in Haiti to 

assess the effect of a number of variables on the transmission of the disease. The following 

were found to constitute risk factors to be addressed as priority: 

 
Limited access to water: Less than 12 hours of running water from regular systems per week, 

no access to water networks, no chlorine treatment of the water from networks, over-reliance 

on surface water. 

Towns with poor sanitation: Average access to toilets but high percentage of unhygienic toilets, 

high percentage of perceived open defecation, in particular around public spaces like markets 

with high density populations, coupled with a quasi-absence of functioning public toilets. 

Absence of Urban Planning: Absence of large public infrastructure (public markets, public 

transportation stations, public halls, football fields) with an above-average population density 

attesting to the absence of proper urban planning. 

 
Such findings were not new to cholera practitioners. However, the systematic data analysis that 

allowed them to demonstrate their impact was useful to persuade local authorities and donors 

to consider investing more on tackling those issues. 

 
This data was translated into monitoring indicators (see Table 8) which can be used as a tool 

for all future work for cholera elimination in Haiti but also for the overall improvement of water, 

sanitation and hygiene infrastructure in the country. This table can easily be adapted and serve 

as a benchmark for other countries involved in cholera elimination. 
 

Indicators Sources for verification 

% of drinking water supply systems and reservoirs in 

affected areas that have been chlorinated within 72h 

after a cholera alert 

Mapping of systems and reservoirs 

Water testing DINEPA & NGO report 

% of temporary water chlorination points having more 

than 0,3 mg/l at any time in affected areas 

Mapping of water points 

Water testing DINEPA & NGO report 

% of users of unprotected water sources in affected 

areas that are using water chlorination products 1 

month after distribution 

Post Distribution Monitoring report 

% of market places and transport hubs in affected are- 

as where hygiene awareness activities are carried out 

Mapping of market and transport 

hubs Activities reports 

% of churches and schools in affected areas where 

hygiene awareness activities are carried out 

Mapping of churches and schools 

Activities reports 

 

PRO-ACTIVE SHIELD RESPONSE 
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% of the population from priority zones who have 

access to an improved water source 

Joint Monitoring Program (JMP) 

Mortality, Morbidity and Service 

users study (EMMUS) 

% of the water networks with Free Residual Chlorine 

(FRC) between 0,5 and 1mg/L at distribution points 

Computerized Water Quality Surveil- 

lance system (SISKLOR) 

% of users of water from unprotected water sources 

that chlorinate their water at home and have a FRC 

above 0,3 mg/l 

Post Distribution Monitoring report 

% of the population of priority zones that have access 

to improved sanitation 

Joint Monitoring Program (JMP) 

Mortality, Morbidity and Service 

users study (EMMUS) 

# of communities in priority zones that are declared 

Open Defecation Free status 

Mortality, Morbidity and Service 

users study (EMMUS) 

% of markets and public spaces in priority zones with 

appropriate access to water and sanitation 

Market sanitary surveys 

 
 

 

Table 8. Shield response: challenges and lessons 
 

PREVENTATIVE SHIELD RESPONSE 

ACTION  KEY LESSONS 
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4. Beyond Haiti: advice for cholera affected countries 
 

 

With 10 years of experience in the fight against 

cholera, Haiti has accumulated many lessons in 

the application of the alert-response strategy, 

as well as cholera response tactics, as described 

in the previous sections. This section will look 

at some of the key issues that should inform 

potential cholera responders in their own 

countries whilst defining their cholera 

elimination plan. 

4.1 Hit quick and hard 
 

Haiti unfortunately learnt the hard way that to 

slacken the effort against cholera when the 

disease is not completely eliminated may 

result in its sudden and virulent resurgence. At 

the end of 2014, after merely one year of 

implementing the first premises of the alert- 

response approach in Haiti, the incidence of 

cholera cases was at an all-time low of 2.55 per 

1000 inhabitants. For months, the number of 

suspected cases was less than 50 a day, 

Unfortunately, due to a still weak surveillance 

system at that time, the disease spread again 

in the absence of systematic case notifications 

or cases were simply not registered due to the 

remoteness of the communities. The epidemic 

picked-up again and was transmitted through 

the continuous population movements, the 

markets, celebrations and ceremonies. Before 

long, the epidemic was back at full strength 

and moved throughout the country; by 2015 

the incidence of cholera cases was up again to 

3.30 per 1000 inhabitants. 

 
The fundamental challenge to eliminating 

cholera is the need for continued pressure   to 

carry out in-depth surveillance and 

investigations and respond as fast as possible 

to all potential cases, as emphasized by the 

target of a maximum 48h turn-around in 

responding to each case. Depending on the 

country’s strategy, the response may also be 

provided to clusters of cases, however the key 

 

lesson is the same. Often, when the epidemic 

seems to slow down, the natural reaction of 

responders is to also slow down and take a 

break from their incessant hunt. However, the 

experience in Haiti has clearly demonstrated 

that it is specifically at this moment that the 

tracking of potential cases and new clusters 

should intensify. This should go together with 

increased laboratory confirmation of cases to 

ensure that an adequate percentage of cases 

are confirmed. Intensifying the battle against 

cholera also means that a certain amount of 

financial flexibility is necessary to increase 

investigations, lab tests, rapid responses and 

monitoring during these periods of low 

transmission that donors usually do not 

prioritize. 

 
To avoid repeating history, UNICEF and PAHO 

currently support the Ministry of Health to 

ensure a high level of surveillance. Nearly all 

suspected cases are being tested in laboratories 

(97% in 2018), non-suspect diarrhea cases are 

also partly checked across the country. CORTs 

gained a new mandate to strengthen 

community surveillance, to detect rumors and 

alert to verify all of them quickly, not to 

mention their new role of COVID-19 

community responders building on their 

cholera experience. 

 
 

4.2 Tackle the factors influencing 
cholera persistence 

 
The main areas that are known to be factors 

influencing the persistence of cholera are: 

• Unsafe excreta management 

• Low access to safe water 

• Inadequate hygiene behaviors, including 

food hygiene and hand washing 

 
To these factors, one could add ‘seasonality’ as 

a factor influencing the persistence of cholera. 

Yet, as mentioned previously, in Haiti, the 

work carried out through the CATIs, the High 
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Impact Operation and Shield type interventions 

have demonstrated that the rainy season is 

not necessarily a vector for the disease if 

appropriate preventive and protective 

measures are taken at the right time. 

Undeniably, the rainy season remains an 

element that can trigger a localized outbreak 

where there is active transmission of the 

disease, but the ongoing monitoring   of the 

disease has shown that since 2017, the rainy 

season no longer impacts cholera transmission 

due to a tighter control of every single nascent 

flare-up. Moreover, this may also suggest that 

cholera does not necessarily lie dormant in the 

‘environment’ waiting to be activated by 

events such as heavy rains. 

 

Poor access to safe water, sanitation and 

hygiene is a clear factor that can trigger 

cholera outbreaks in regions or countries with 

active transmission. Water points are prone to 

rapid contamination by the cholera bacteria, 

and open defecation can be a highway for 

cholera transmission, as are dirty hands. Yet, 

despite the continued low levels of water and 

sanitation coverage in Haiti, cholera cases 

were reduced to zero early 2019. 

 
Indeed, according to the JMP and EMMUS5 – VI 

20185, from 2000 to 2015, basic access to 

drinking water services barely increased in the 

country: in rural areas, coverage went from 

40.5% in 2000 to 42.4% in 2015. The situation 

was even worse in urban areas, as coverage 

had effectively gone down from 84.74% in 

2000 to 84.67% in 2015. However, EMMUS- VI 

2018 measured an increase in access to 

drinking water, up to 60% in rural areas and to 

95% in urban areas, though only access was 

being measured and not water quality. 

 

Access to basic sanitation almost doubled at 

country level in the last 20 years. Nevertheless, 

access was extremely low to begin with. 

In 2000, 10.7% households had sanitation 

coverage in rural areas and 27.8% in urban 

areas. In 2015 sanitation coverage was 22.3% 

in rural areas and 41.7% in urban areas. The 

work carried out by UNICEF to reduce open 

defecation over the past years is showing some 

results; nevertheless, access to basic 

sanitation is still extremely low. 

 
We can venture to say that the incidence of 

cholera has been reduced despite the relatively 

modest progress made over the past 10 years 

to increase access to basic water and sanitation 

services. Hence, it seems that the active and 

preventative measures put in place by UNICEF 

in support of the MoH and DINEPA, such as: 

rapid targeted response, chlorination of drinking 

water, promotion of hygienic measures in 

handling water and food and basic messages 

on handwashing with soap at key times, as 

well as the continuous awareness-raising and 

communication around cholera prevention have 

been crucial in halting the progression of the 

disease. 

 
However, ensuring access to sustainable WASH 

services is critical in preventing cholera. 

Cholera would not have hit Haiti so 

dramatically with appropriate water, 

sanitation and hygiene services. 

Indeed, the combination of poor sanitation, 

inadequate hygiene and contaminated water 

are clearly the main vectors in transmitting 

the disease and progress in establishing 

appropriate WASH services needs to remain a 

priority as it will contribute to permanently 

banishing the disease from Haiti, as well as 

globally. This also highlights the importance of 

UNICEF’s commitment to ensure that no one is 

left behind as regard access to safe and 

sustainable WASH services.  

 
 
 
 

 
 
 
 
 

5Enquête Mortalité, Morbidité et Utilisation des services 2016-2017 
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5. Essential elements for successful Cholera programming 
 

5.1 Leadership and responsibilities 

Haiti is a country that has been plagued by 

environmental, social and political unrest for 

decades, and cholera is only one in a long line 

of catastrophes that have hit this country. Yet, 

despite its fragile institutions and systems, the 

coordination of the cholera response has meant 

that the Government, supported by its partners, 

has had to step up to engage with multiple 

stakeholders. Coordination at the central 

level, between all Government actors plays a 

critical role in the effective implementation of 

the Cholera Elimination strategy. The different 

management and technical level committees 

comprised of representatives from the line 

Ministries as well as the heads of the different 

UN and donor agencies and partners, met on a 

regular basis (as often as weekly during the 

height of the cholera epidemic) which ensured 

strong decision making at the national level. 

 

Coordination at the regional level has been 

more challenging; in some regions, the 

Government representatives were 

demonstrating effective leadership and 

coordination meetings on cholera were held 

regularly (like in the Artibonite and Grand Anse 

region). Unfortunately, other regions (such as 

the Centre and North-East) seemed to suffer 

from insufficient participation of local 

Government representatives and coordination 

was weaker, leading to weak communication 

between partners and hence inefficiencies in 

the community responses to cholera, such as 

delayed response to suspect cholera cases or 

inadequate follow-up of cases. Fortunately, 

wherever possible, UNICEF NGO partners 

stepped up to support the coordination at the 

regional level. Through continued support from 

UNICEF and other partners, coordination 

improved tremendously over the course of the 

program, reaching its most effective level 

during the High Impact 

 
Operations where technical and management 

committee meetings were held on a daily basis 

with the representatives from local 

Government and their partners. 

5.2 Epidemiological surveillance 

It has been the backbone of the Alert-Response 

strategy. Progress in carrying out effective 

surveillance has been significant over the 

course of the program specifically with the 

implementation of tools such as the online 

departmental line-listings. 

 
In addition, the increase in use of laboratory 

testing and access to daily surveillance data 

for WASH partners has been the cornerstone of 

the responses’ effectiveness. Stopping cholera 

transmission requires that actors working 

within communities have real-time knowledge 

of where the cases are so as to break the 

contamination routes as fast as possible. This 

was made possible over the years by the strong 

advocacy to the Directorate of Epidemiology 

and MoH to make WASH partners recognized 

recipients of this data. 

 
When setting-up a community response 

system for cholera, this should be the first step 

of the mechanism: WASH actors cannot work 

in the blind 

5.3 Flexibility and adaptation 

Over its 6 years of implementation, the cholera 

strategy implemented in Haiti has remained 

flexible to constantly adapt to the epidemic 

dynamic. While the core of the strategy, the 

alert-response and CATI approach remains, a 

number of parameters were continuously 

adjusted. 

 
The number of teams evolved, not only 

because of funding availability, but also to 
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increase the coverage of suspected cases 

being responded to. The distribution of teams 

in the ten departments of Haiti also changed 

over time, following the progressive 

confirmation of hotspots where the intensity 

of response needed to be strengthened. 

 
The teams structure evolved with the mixing 

of EMIRAs’ (MoH teams) and NGOs’ response 

teams, constituting the typical CORT of 3 to 4 

members. The type of teams also adapted to 

emerging lessons, such as the “support teams” 

launched during the HIO, in charge of 

reinforcing the work of the CORTs in areas 

with most cases, by staying and engaging local 

communities in hygiene promotion activities. 

 
The size of the ‘cordon sanitaire’ implemented 

during the CATIs also varied over time, with the 

number of households included in the ‘cordon’ 

depending on the geographical distribution of 

the communities and on the intensity of the 

response required. For instance, the size of the 

cordon was often increased in urban settings, 

to cover whole streets or neighborhood to gain 

a quick control over the disease before it 

spread to the entire town. 

 
Over the ten-year fight against cholera, 

additional partners were brought in, 

particularly to fil the gap of hygiene awareness 

in hotspots at community level. Two small 

local NGOs with a strong footprint in 

communities joined the program to intensify 

this work in the Port au Prince Metropolitan 

area from 2017. To further strengthen this 

behavior change component, three religious 

NGOs, representing the Voudou community, 

the catholic and protestant confessions, were 

also engaged early 2017 to contribute to that 

last mile of the fight against the disease and 

accelerate its elimination. Engaging these 

faith-based entities earlier would have enabled 

a stronger community-led response and ease 

the transition. Similarly, to prepare the 

decrease of funding and the disengagement of 

the CORTs, NGOs partners were asked to 

identify and train community health workers 

to ensure local actors would be able to deliver 

the first responses, this process can take time 

and should be commenced early on in the 

response to ensure the appropriate team of 

local actors are engaged. 

 

5.4 Monitoring, evaluation and 
learning process 

The monitoring and evaluation of the Cholera 

Elimination Plan improved profoundly over the 

course of its implementation. In the first years 

after the onset of the epidemic there was 

little coordination between the partners 

working in Haiti on cholera, and the response 

to the epidemic on the ground was haphazard. 

A monitoring framework emerged with the 

implementation of the strategy which set 

specific indicators for the Alert system: such 

as the completion of a CATIs in less than 48h, 

the different actions to be taken when visiting 

a ‘suspected cases’ home, the best moment to 

launch a High Impact Operation. All these 

activities were developed with clear 

indicators and enabled for close monitoring of 

the plan. Today, the monitoring is carried out 

based on the quantitative (suspect case line 

list) and qualitative (post intervention survey) 

tools, used to track cholera at a national level 

and monitor the response quality. A Google 

Drive® Response Database was set-  up in 2014, 

totalizing now more than 40,000 lines of 

responses registered by partners in the last 5 

years. The data was analyzed every month, 

using a standard performance indicators 

summary template, and results were discussed 

during the national monthly cholera partners’ 

coordination meeting to provide insights on 

the response quality and decide on 

modifications to operate. 

 

CATIs’ quality monitoring was also shaped 

during the program, developing from a basic, 

post-distribution monitoring format that each 

partner was using, to a single harmonized 

template agreed upon amongst partners 
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and available online.  The tools assessed the 

interventions instead of distributions only, 

including the possibility for beneficiary 

households to present feedback on their 

perception of the response. 

 
This improved monitoring mechanism allowed 

for the CATI effectiveness to be evaluated by 

UNICEF CO scientific partners (APHM), which 

resulted in the publication of the results in    a 

recognized online science journal on 30 

December 2019. The researchers found that “a 

prompt response could reduce the number of 

accumulated cases by 76% (95% confidence 

interval, 59 to 86) and the outbreak duration 

by 61% (41 to 75) when compared to a delayed 

response. An intense response could reduce 

the number of accumulated cases by 59% (11 

to 81) and the outbreak duration by 73% (49 to 

86) when compared to a weaker response”, 

confirming the key role of the CATI system in 

the control of the disease and the significance 

of ‘rapidity and intensity’ in responding to all 

suspected cases. 

Finally, the business model chosen in terms of 

partnership development for the cholera 

response in Haiti was atypical for UNICEF. 

Based on initial results of NGO partners, a 

first selection of partners took place in 2013, 

followed by a second in 2015, with the 

objective to forge strong relationship with the 

best partners possible. This selection process 

enabled them to learn from experience in 

working with certain partners and ensure their 

capacity to deliver and professionalism. From 

this point onwards, UNICEF Haiti worked with 

the same partners which allowed to build trust 

and to create a strong partnership link. 

Partners were part of a bigger program, linked 

by harmonized strategies and tools, sharing 

ideas and resources when needed. 

5.5 Financing issues 

The financing of the Cholera Elimination Plan 

over the past 10 years has been irregular and 
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even chaotic. Although financing did come 

through at times, it was often not enough or not 

timely. It hampered planning and budgeting 

for the medium and long-term implementation 

of the Alert-Response strategy and negatively 

impacted the implementation of the strategy 

as the number of teams went up and down 

according to the available budget. The 

uncertainty of financing also impacted the 
morale of the team members who often did 

not know whether their contracts were going 

to be renewed or not. When these contracts 

were not renewed but new funds became 

available later on, the appropriate staff were 

not necessarily available anymore which 

meant new recruitment processes and 

training. One of the main reasons for the 

difficulty in raising funds for the cholera 

elimination plan was ‘donor fatigue’; after 

several years of working to eliminate cholera 

in Haiti with little result, donors started to 

believe that cholera was endemic and likely to 

be part of Haiti’s landscape for the foreseeable 

future, hence ‘emergency budgets’ went to 

other global emergencies. Communication 

with the donors on the progress made with the 

alert-response strategy and on the results of 

important scientific research carried out needs 

to be continuous and persistent to ensure 

donors continued interest and financing.  

Only for the last 2 years have sufficient funds 

been available to sustain an adequate number 

of teams to carry out the crucial work of 

tracking and responding to suspected cholera 

cases, as well as adding complementary 

interventions such as the High Impact 

Operation.  

Countries looking to attract funds or invest in 

efforts towards cholera elimination need to 

plan and advocate for a funding predictability 

over a two to three years period to ensure a 

stability of the alert-response system. Indeed, 

even if this is an “emergency” type response, 

the experience in Haiti makes it possible to 

argue that elimination of the disease is 

feasible when the response is in place, strong 

and does not suffer from intermittence. A 

cholera program does not need to be a 

bottomless pit for donors.  

 

 

Although every context is different, the 

disease can be controlled or even eliminated 

if a strong, clear and coordinated strategy is 

put in place. 

 

Haiti did have the advantages in the fight 

against cholera of its relatively small size and 

geographical situation on an island with only 

one land border with the relatively well-off 

nation of the Dominican Republic where 

WASH infrastructures and public health 

services are much higher. This means that 

Haiti is at little risk of the reintroduction of 

the disease from neighboring countries. 

However, in countries suffering from cholera 

where the disease spreads across the borders, 

a regional approach in the fight against 

cholera must be considered. 

 

Despite the impressive results that have been 

reached so far on the cholera elimination 

front, the financing of long-term WASH 

interventions is still a major obstacle for 

Haiti. Efforts are made by the different 

development partners, but access to water 

and sanitation in Haiti remains insufficient 

and progress has been slow. Total access to 

water and sanitation has been stagnant at 

best and some regions have seen a decline in 

access over the past   6 years (EMMUS 2018 vs 
EMMUS 2012). 

 

The Directorate for Water and Sanitation 

(DINEPA) will need continued support from its 

partners to develop a realistic and 

implementable plan to invest in the 

sustainable development of the sector. This 

will require a new type of long-term 

financing. It will however be the only 

sustainable way forward to ensure that, now 

that Vibrio cholera O1 transmission is being 

eliminated in the country, it will not find 

conducive WASH conditions to come back and 

spread again. Emergency or rapid response 

does  not equate to short-term planning and 

funding needs to be earmarked accordingly. 
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6. Way forward 

As the Cholera elimination strategy is coming 

towards the end of its term (2022), a new 

strategy focusing on sustained surveillance and 

the improvement of WASH access will help to 

consolidate the results that have been achieved 

so far. At an operational level, it is crucial to 

explore ways to integrate the EMIRA team 

members who have been actively involved in 

the cholera fight into the Ministry’s staffing 

structure so as not to lose the expertise that 

has been acquired. Remaining teams could 

have their scope of actions enlarged, to 

become multi-disease responders, deployable 

also in natural disasters to help local Health 

authorities to put in place the adequate 

measures to prevent the spread infectious 

diseases. Today, with no new cases of 

confirmed cholera since February 2019, and 

less and less ‘suspected cases’ identified in 

Haiti, the number of response teams is 

gradually being reduced in the context of an 

exit strategy. 

Their role and responsibilities are being 

revised, to contribute to strengthening the 

surveillance system and to reinforce and 

consolidate MoH’s alert-response capacities for 

cholera as well as for other diseases.  

Mid-2020 for instance, a number of teams 

were redirected to help tracking COVID-19 

cases and delivering a household response 

package to support families in limiting the 

risk of transmission. 

The recently constituted EMO-EPA (DINEPA 

mobile teams) should be kept and repurposed 

as they can play an important role in ensuring 

quick responses to WASH-related emergencies     

in the country. They could then also focus on 

hygiene and sanitation promotion and become 

DINEPA’s relays within affected communities. 

Their presence within the community will 

enable them to keep an eye out for any 

suspected cases. Both the continuation of 

EMIRA and EMO-EPA activities would present a 

guarantee in terms of adequate continued 

surveillance of the disease and would ensure 

that the valuable experience they gained over 

the past ten years will not be lost. 

 

 

 

7. Conclusion 

The end of the year 2019 has seen a particularly 

violent political crisis in Haiti, it has paralyzed 

the country and its institutions for the better 

part of three months from September to 

November 2019. The country has suffered both 

economically and socially from this crisis and 

the ongoing Cholera program has also been 

largely affected. Specifically, the activities of 

the response teams were severely curbed due 

to travel restrictions put in place by UNICEF and 

its partner NGO’s for security reasons. This 2-

month travel restriction led to important delays 

for the implementation of the cholera program 

activities. However, it was also an opportunity 

to assess the effectiveness of the community 

health workers put in place to track and 

respond to all potential cholera cases. Thanks 
to the community relay teams, all cases of 

watery diarrhea were tracked and, 95% of them 

received a response within 48 hours. 

 

The year 2019 saw only 720 suspected cases of 

diarrhea compared to 3,777 cases the year 

before. Three cholera related deaths were 

registered in January 2019, compared to 41 
cholera related deaths registered for January 

2018. The last positive case detected was on 

the 4th of February 2019, since then not a 

single of the samples tested has been positive. 

From 1st of January to the 4th of February 

2020, 19 suspect cases were registered, the 

laboratory results confirmed none of these 

were positive, meaning the incidence of 

cholera has remained at 0.00% for a full 

calendar year. 

The rigorous and timely implementation of the 

alert-response strategy from 2016 onwards, 

comprising of the rapid implementation of 

CATI’s and supported when necessary by the 

High Impact Operations and Shield Operations, 

was successful in effectively reducing, and by 

early 2019 virtually eliminating cholera. 
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The success of this strategy was in large part 

due to the impressive and highly motivated 

professionals working on the cholera 

elimination plan; from the local NGO’s and local 

government, to the ministerial level and 

international support agencies. They all 

ensured that the implementation, monitoring 

and coordination of all cholera related 

activities were carried out as efficiently as 

possible.  

Although this ‘cholera fighting partnership’ and 

the related tools and mechanisms did take time 

to initially get off the ground, once it received 

the adequate support and funding it needed to 

execute efficiently, it started operating to its 

highest potential.  

Also, the realization that cholera could only be 

defeated if and when the last suspected case 

was tracked and accounted for in Haiti meant 

that the response teams were relentless in 

finding those last, often elusive cases. The 

unrelenting push to find those last cases has 

made it possible to say that today Haiti is most 
likely free of cholera. 

However, tracking of potential cases of 

suspected cholera remains an important 

component of the program, increasingly, and 

core efforts will be re-directed to improving the 

WASH services in Haiti, ensuring that the 

disease will never return. 
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