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Background 
Cholera is a major public health problem in Uganda, leading to over 1,000 cases 
annually. Between 2011 and 2016, a cumulative total of 11,030 cases were reported 
(Bwire, G. et al., 2013). Uganda is not alone in experiencing cholera outbreaks —
several countries in sub-Saharan Africa continue to report high numbers of cholera 
cases to the World Health Organization (WHO).  
 
In order to tackle the threat of cholera, the WHO released a global strategy, titled 
Ending Cholera: A Global Roadmap to 2030.  The vision of the global roadmap is a 
world in which cholera is no longer an active threat to public health. The roadmap is 
based on three strategic axes: 

 Axis 1: Early detection and quick response to contain outbreaks at an early 
stage 

 Axis 2: A multi-sectoral approach to prevent cholera in hotspots in endemic 
countries 

 Axis 3: An effective mechanism of coordination for technical support, 
resource mobilization, and partnership at the local and global levels 

 
Achieving the overall objective of the renewed strategy—reducing cholera mortality 
by 90% by 2030—relies on strong commitments from countries, partners, and 
donors to collectively engage in the fight against cholera. Therefore, in June 2017, 
the Uganda Ministry of Health (MOH) launched a National Integrated 
Comprehensive Cholera Prevention and Control Plan for Fiscal Years (2017/18-
2021/22). The plan aims to reduce the incidence of cholera in Uganda by 50% by 
the end of fiscal year 2022 and subsequently prepare the country for cholera 
elimination per the global roadmap. 
 
Included in the Uganda national cholera prevention and control plan is the strategic 
use of oral cholera vaccine (OCV) to prevent cholera among at-risk populations. In 
order to effectively use OCV in the country, several studies were undertaken, 
including the identification of cholera “hotspots” in Uganda (Bwire, G. et al., 2017a), 
molecular characterization of cholera in Uganda (Bwire, G. et al. unpublished 
manuscript), understanding cross-border cholera outbreaks in sub-Saharan Africa 
(Bwire, G. et al., 2016), and the epidemiology of cholera among fishing villages in 
Uganda (Bwire, G. et al., 2017b).  
 
The Ministry of Health, Makerere University, and The Johns Hopkins School of 
Public Health Delivering Oral Vaccine Effectively (DOVE) project hosted a three-day 
Stakeholders’ Conference on Prevention, Control and Elimination of Cholera in 
Uganda at the Makerere University January 29-31, 2018.  
 
The aim of the conference was to foster knowledge exchange among stakeholders 
and between districts regarding recent findings on cholera in Uganda and for 
districts to develop micro plans for implementation of OCV. The agenda can be 
found in Annex 1. The specific objectives of the conference included: 

http://www.who.int/cholera/publications/global-roadmap/en/
http://www.health.go.ug/content/national-integrated-comprehensive-cholera-prevention-and-control-plan-fiscal-years-201718
http://www.health.go.ug/content/national-integrated-comprehensive-cholera-prevention-and-control-plan-fiscal-years-201718
http://www.health.go.ug/content/national-integrated-comprehensive-cholera-prevention-and-control-plan-fiscal-years-201718
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1. Disseminate recent research findings on cholera in Uganda and globally 
2. Incorporate research findings into detailed micro plans for cholera 

prevention and control at the district and national levels 
3. Harness the input and experiences of international and local stakeholders in 

intermediate and long-term cholera prevention interventions as the country 
moves to cholera elimination 

 
The expected outcomes of this conference included: 

1. An application to request OCV from the Global Task Force on Cholera Control 
for non-emergency use in cholera hotspots  

2. District-level micro plans with intermediate and long-term interventions for 
cholera prevention and control drafted 

 
Participants  
Over 70 participants from local and international organizations participated in the 
conference. The participant list can be found in Annex 2.    
 
Key highlights from presentations and discussions are highlighted in the following 
meeting notes.  
 

January 29, 2018 
Day 1 
 
Global Cholera Update, Dr. Lorenzo Pezzoli, WHO 
The risk of cholera is rising with climate change, population growth, urbanization, 
and humanitarian crises. Cholera is a marker of inequality affecting most vulnerable 
populations.  

 Cholera is endemic in 47 countries globally. It kills an estimated 95,000 
people annually and sickens more than 2.9 million.  

 Cholera is mainly found in Asia, Africa, and the Americas (Haiti). Strategies to 
eliminate cholera need to include access to safe drinking water and 
sanitation. 

 In 2017, there were several major cholera outbreaks in countries such as  
DRC, Ethiopia, Nigeria, Somalia, South Sudan, and Yemen. Since the start of 
2018, cholera outbreaks have occurred in Angola, Malawi, The Democratic 
Republic of Congo (DRC), Yemen, and Zambia. 

 The Global Roadmap to End Cholera as a public health threat and reduce 
deaths by 90% by 2030 follows three axis, described above in the 
background. The document defines “elimination” as a country that 
represents no confirmed cases of local transmission for at least three years, 
requiring strong surveillance systems.  

 WHO intends to implement the Roadmap in several priority countries and 
support countries to develop cholera control plans in 2018 including 
Bangladesh, Haiti, India, Malawi, Nigeria, Somalia, South Sudan, Uganda, 
Zambia, and Zimbabwe. Other objectives for 2018 include engaging with 
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donors, documenting the cholera investment case, and creating and 
supporting tools for technical support at the country-level.  

 
Cholera in Uganda, Dr. Anne Nakinsige, MOH 
Cholera first occurred in Uganda in 1971.  It is now endemic, occurring in border 
districts and the surrounding bodies of water. The populations at risk include 
internally displaced persons, refugees, peri-urban slums, fisherman, traders, 
plantation farmers, children under five, school children, mental patients, and 
inmates, among others. 
 

 Over the last twenty years, cholera has declined due to improved access to 
WASH, increased knowledge on cholera prevention, and access to medical 
services. Data from 1995 to 2016 show that cholera peaks during seasons 
with el Niño rains. 

 In Uganda, the districts most affected by cholera include Buliisa, Hoima, 
Kasese, Mbale, and Nebbi. The case fatality rate is 1.89%.  

 Risk factors for cholera include poor sanitation, inadequate safe water, 
adverse weather conditions (el Niño rains), and cross-border movements, 
among others. 

 
The Uganda National Integrated Comprehensive Cholera Prevention and 
Control Plan 2017/2018-2021/22 aims to reduce cholera incidence and 
mortality by 50% by 2022.   

 The vision is a cholera-free population that contributes to economic growth 
and national development. The plan emphasizes social mobilization, access 
to WASH, cholera surveillance, laboratory confirmation, prompt case 
management, infection control, complementary use of OCV, coordination 
between actors, M&E, and supervision. The National Plan can be found at the 
Uganda MOH website: www.health.go.ug.  

 Supporting Guidelines for Cholera Prevention and Control Strategies for 
District Health Workers includes additional information such as rapid 
diagnostic tests, selective chemoprophylaxis, and complementary use of OCV.  

 
Cholera Hotspots in Uganda, Dr. David Sack, Johns Hopkins University School of Public 
Health 
A recent publication identified 22 high-risk districts for cholera in Uganda 
(Bwire, G. et al., 2017a).  
 
Findings 

 Six districts (including a population of approximately 2.3 million) were 
found to be extremely high risk.  

 High risk factors included distance to the nearest lake or river, distance to 
the nearest border of DRC / Kenya, incidence rate of the first order neighbor 
districts (living near a district), and average annual rainfall.  

http://www.health.go.ug/content/national-integrated-comprehensive-cholera-prevention-and-control-plan-fiscal-years-201718
http://health.go.ug/content/prevention-and-control-cholera-0
http://health.go.ug/content/prevention-and-control-cholera-0
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 The findings showed that the districts with the most risk were near the 
borders of DRC and Kenya and included a population of seven million 
people—2.4 million of which were at very high risk. All of the very high-risk 
districts were near DRC.  

 The identification of these hotspots indicates that there are underlying 
factors facilitating cholera transmission in these areas. One limitation of the 
study is that the cholera cases were only from symptomatic cases and they 
were only counted during an outbreak. Improved surveillance could help 
detect more cases.   

 The identification of hotspots is important to guide the development of 
national cholera control plans and target cholera interventions to at-risk 
populations, which should lead to cross-country discussions along border 
areas.  

 
Epidemiology of Cholera in Fishing Communities, Dr. Christopher Orach, Makerere 
University School of Public Health 
This publication assessed the epidemiology of cholera in fishing communities in 
Uganda through a household survey and document review (Bwire, G. et al., 2017b).  
Detailed information from ten outbreaks was collected from 2011-2015.  
 
Findings: Epidemiologic Profile of the Outbreaks 

 All of the reported cholera outbreaks in fishing villages during the 
study period were located along Lakes Albert, Edward, Katwe, Victoria 
and the River Nile. No cholera outbreaks were reported in the fishing 
villages on lakes Kyoga and George.  

 Overall, 5,059 suspected cholera cases and 113 deaths were reported 
with CFR of 2.2%.   

 The mean age of those affected was 21 years old and 29% of the cases were 
among children under 10 years of age.  

 In nine out of the ten outbreaks, the case fatality rate (CFR) was >1% and 
42% of the deaths occurred within the first week of the outbreak.  

 
Findings: Cholera Outbreaks Along Fishing Villages  

 Three out of ten outbreaks were reported in fishing villages on Lake Edward 
in 2011 and 2015, three were reported on Lake Albert in 2012, 2013, and 
2015, two were reported around Lake Victoria in 2014 and 2015, and 
outbreaks were reported along the River Nile in 2014.  

 The study found 1,827 cholera cases and 43 deaths with a CFR of 2.4%.  
On average, outbreaks lasted approximately 35 days. The highest proportion 
of total cases appeared during the months of April and May and 82% 
occurred during the rainy season. In regards to sex, men were more affected 
than women and experienced a higher CFR (3.2% compared to 1.3% for 
women). 
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 Nationally reported cholera data during the study period showed that 
outbreaks in fishing communities were responsible for an average of 
58% of cholera cases and 55% of deaths in Uganda.  

 MOH-led cholera control interventions include disease surveillance, patient 
care, infection control, health education, promotion of latrines and hand 
washing, among others.  

 Some of the common challenges include a lack of an alternative water source, 
inadequate hand washing facilities, ignorance, difficulty in implementing 
sanitation, and preference for open defecation.  

 Studies indicate that these lakes could serve as a cholera reservoir from 
where cholera later spreads to other parts of the great lakes region. 

 
Recommendations  

 Recommendations include a comprehensive cholera prevention and control 
plan, as recommended by WHO, targeting smaller geographic areas and high-
risk groups within these areas to reduce the overall cholera burden in 
Uganda. 

 
Molecular Characterization of Cholera in Uganda, Dr. Godfrey Bwire, MOH 
This study assessed the molecular characterization of cholera in Uganda (Bwire G, et 
al., unpublished manuscript). 61 vibrio cholerae isolates were tested.  
 
Findings 

 All 61 isolates tested positive for ompW, ctxA and VCT indicating the 
presence of the v. cholerae genes and confirming the isolates. 

 All isolates were genotypes using MLVA test.  
 Three clonal complexes were identified as circulating in Uganda. 
 MLVA CC1 contained 29.5%, MLVA CC2 41%, and MLVA CC3 29.5%. 
 WGS test 

o WSG of the 10 representative isolates indicated that he DNA type was 
typical of the third wave of the 7th cholera pandemic containing the 
classical allele of ctxA.  

o The DNA sequences belonged to three distinct WGS clades, which 
corresponded to the 3 MLVA test. 

o The Ugandan isolates were less related to data on isolates from South 
Africa, Nepal, Haiti and China.  

Conclusion 
 Data is consistent with the spread of multiple genetic lineages for V. cholerae 

within Uganda and across its borders during 2014, 2015, and 2016.  
 The cross-border spread was both into and out of Uganda.  

 
Recommendations 

 Interventions to prevent, control, and eliminate cholera should be 
strengthened with a focus on: 

o Prevention of internal spread within Uganda or each EAC country. 
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o Promotion of cross-border and regional collaboration to implement 
intervention for cholera prevention.  

 
New Tools for Cholera Control and Prevention, Dr. Lorenzo Pezzoli, WHO 
Addressing cholera requires a multi-sectoral intervention consisting of surveillance, 
cross-border collaboration, health systems strengthening, OCV, and WASH. Cholera 
can occur in epidemic, endemic, or humanitarian crisis settings. and can be 
controlled by building cholera treatment centers, using diarrheal kits, implementing 
emergency WASH interventions, integration of OCV and WASH, and long-term 
WASH interventions.  
 
Cholera prevention and control measures should include the following:  

 Surveillance: To understand the epidemiology and guide control measures. 
The main tool for surveillance is how we define cases, followed by detection 
of cases, including how we run diagnostic tests.  

 Case management: Including appropriate us of oral rehydration salts (ORS) 
and/or IV/ Antibiotics for the treatment of severe dehydration.  

 WASH: Including access to water, sanitation and hand washing facilities, 
community engagement, and infection control in treatment structures. 

 Social mobilization 
 
Oral Cholera Vaccine 

 Oral cholera vaccine (OCV) is available from the global stockpile.  
 To date, approximately 22 million doses have been used—even more if 

you include its use in Vietnam.  
 GAVI provides funding for operational costs to conduct OCV campaigns 

including $0.65 per dose.   
 Two vaccines are available through the stockpile—Euvichol and 

Shanchol.  
 Both vaccines are available in single-dose glass vials containing 1.5 ml. 

Euvichol also has a new version called Euvichol Plus that is now available in a 
squeezable plastic vial. There is not enough OCV in the stockpile for global 
use, so it needs to be administered wisely.   

 
Effectiveness 

 Two doses are provided two weeks apart. Two doses of OCV provide 
protection for at least three years (and some studies show up to five).  

 One dose has been found to provide protection for at least six months.  
 The second dose of the vaccine does not increase protection but increases 

the duration of protection. The vaccine is safe for anyone over one year of 
age (including pregnant women) however; it is less effective in children 
under five.  

 It is a killed vaccine with very minimal side effects. The main side effect is 
vomiting and stomach upset, which occurs in about 2-3% of those 
vaccinated. It also has an unpleasant taste.  
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The WHO position paper on OCV calls for an integrated, multi-sectoral response to 
cholera prevention and control strategies, recommending that OCV not disrupt the 
provision of other high priority health interventions. Equitable access to the OCV 
stockpile should be ensured for populations. 
 
How/When is OCV Used? 

 OCV can be used in emergency settings including outbreaks and 
humanitarian crises. For these situations, the International Coordinating 
Group (ICG) reviews and approves OCV applications.  

 OCV can also be used in non-emergency settings including cholera hotspots, 
such as the case in Uganda. Applications for OCV use in non-emergency 
settings are reviewed and approved by the Global Task Force for Cholera 
Control (GTFCC) OCV Working Group.  

 
Receiving access to the stockpile for non-emergency use is conditional upon the 
following: 

 A field assessment to identify at-risk areas (i.e. hotspots) to be targeted. 
Factors such as population movements/density, weather patterns, political 
disruptions, security, geographic constraints, WASH conditions in facilities, 
coverage of care, and practices of the population should all be considered 
when selecting hotspots for targeted vaccination. National and district-level 
capacity to conduct a mass vaccination campaign and political authority from 
local and national authorities also needs to be considered. 

 The use of OCV is also contingent upon the existence of long-term cholera 
prevention and control improvement plans, including relevant WASH plans. 

 OCV should be implemented as part of a multi-sectoral intervention in 
conjunction with lab capacity, surveillance, social mobilization, WASH, and 
clinical care, among others. 

 
What We Still Want to Learn 
While the vaccine has been implemented in many setting and countries, there are 
still areas we would like to know more about.  This includes protection in children; 
alternate delivery strategies to improve efficiencies; optimal interval between 
doses; use outside of the cold chain; cost-effectiveness; impact on cholera burden 
and interactions with WASH and other interventions.  
 
We understand that vaccination alone will not solve the cholera problem, but it 
delays it, buys us time, and save lives.  

 
Considerations for Monitoring and Evaluation of OCV Campaigns in Uganda, Dr. David 
Sack, Johns Hopkins University School of Public Health 
Monitoring and evaluation (M&E) of OCV campaigns is essential. M&E should be 
conducted before, during, and after the campaign. M&E is an essential 
component to ensure campaigns succeed in vaccinating the intended population; to 

http://www.who.int/wer/2010/wer8513/en/
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document activities for future campaign improvement; to provide a basis for 
evaluating the effectiveness and impact of OCV; to inform stakeholders including the 
MOH, the target population, and funders of the campaign and activities; and to 
ensure the campaign leads to the control of cholera in Uganda.  
 
At minimum, the following should be considered before, during, and after 
implementation: 
 
Before the campaign, the following should be documented: 

 Who is the target population? How were they identified?  
 Who will be involved in the campaign? What are their roles and 

responsibilities? 
 How will the campaign be implemented? Document the development of 

micro plans.  
 How will the cold chain be maintained? 
 What surveillance activities will be implemented? 

 
During the campaign, the following should be documented:  

 What are the activities of the campaign? Who is included on the vaccination 
teams? 

 Are there sufficient supplies? Are there stock outs? 
 Is the target population/village being reached? 
 What are misconceptions or rumors (if any) regarding the vaccination 

campaign? How are they being addressed? 
 Are there issues with the cold chain? 
 Are there unanticipated problems? 
 How are adverse events following immunization (AEFI) systems working? 

 
After the campaign, the following should be documented:  

 Coverage survey: What was coverage after the first dose? After the second 
dose?  

 What worked well?  
 What could be improved in future campaigns?  
 What were the reasons for non-participation?  
 What were the knowledge, attitudes and practices (KAP) of the target 

population?  
 Effectiveness: Evaluating effectiveness requires lab confirmation of cholera, 

typically done with culture or PCR. The most common way to test a sample is 
with a Cary Blair transport. However, the disadvantages of this method are 
you can get false negatives, you have to have the supplies and results can 
take time. An alternative method is the rapid dipstick test —a stool sample is 
tested with a dipstick. This method has a sensitivity of 90% and a specificity 
of 70%.  
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Definitions 
 Efficacy: Biological power of the vaccine to protect against cholera in a 

double blind controlled trial (Will not be doing this in Uganda. There is 
already sufficient evidence on the efficacy of OCV). 

 Effectiveness: How good the vaccine works in a public health program (Will 
document this for Uganda).  

 Impact: Did we accomplish eliminating cholera from these districts? (Long-
term process.) 

o Uganda has a unique opportunity for an impact analysis as the 
country experiences cholera annually. If we could stop cholera 
transmission in these districts, it would be very important to 
document this and share lessons learned. 
 

Integration 
 It is important that OCV be implemented alongside WASH interventions. 

Therefore, integration of OCV and WASH should be monitored throughout 
the campaign. For example, in order to document integration with WASH, 
questions on how/where families’ access water and knowledge around 
cholera prevention could be added to KAP surveys.  

 
Previous Experience with Implementation of OCV in Zambia and Malawi, Dr. Lorenzo 
Pezzoli, WHO 
What needs to be included in an application for OCV for use in endemic 
settings? 

 A field assessment identifying hot spots 
 Plans for a multi-sectoral approach integrating the use of OCV within the 

national cholera control program 
 GTFCC OCV request form including details of the areas to be vaccinated with 

estimation of vaccine needs. 
 

Country Experiences with OCV 
 Zambia: First, Zambia identified hotspots, analyzed the data by year, and 

then listed the hotspots including contextual factors. Then they documented 
the target population and the number of doses required and outlined the 
calendar of when they wanted to implement vaccine in each location. They 
plan to vaccinate 1.3 million people. 

 Malawi: Twelve cholera hotspots were identified with an estimated 
population of 1.6 million people to be vaccinated. They then integrated OCV 
into the national cholera control plan and submitted a request to the GTFCC 
for 3.2 million doses. The application was submitted in April and vaccination 
began in May.  

 
 
 
 



 9 

January 30, 2018 
Day 2 
 
Pakwach, District Presentation 
Pakwach is a new district created in July of 2017. It is located in the west Nile sub-
region and contains six sub-counties. 
 
WASH Situation 

 During the fishing season in DRC, fishermen come to Pakwach, impacting the 
WASH situation. There are systems for solid waste management and district-
level water user committees. The district implements home improvement 
campaigns, trainings for the water user committee, and assessments of 
household piped water connections.  

 Challenges for WASH include poor attitudes towards WASH activities; 
weak/collapsible soil; inadequate funding and tools for WASH; lack of 
transport to visit communities; poverty; illiteracy; termite invasion of WASH 
facilities; mobile communities; lack of public sanitary facilities in landing 
sites; and community settlements close to the river shores (within 200 
meters).  

 
Cholera Situation 

 Cholera cases and deaths: Almost every sub-county in Pakwach experienced 
at least one cholera case from 2011-2017—ranging from one to 310.  Not all 
sub-counties reported a cholera death but some reported up to six.  

 
Nebbi 
Nebbi is located in the West Nile region and has a total population of over 244,813 
people and includes 23 health facilities, 475 villages, 51 parishes, one town council 
and eight sub-counties. The main livelihoods of the population include agriculture, 
(coffee, cotton, maize, tea), animal rearing, and transportation services (taxi etc.).  
Nebbi has two hospitals; one health center IV; eleven health center III and eleven 
health center II. There are ten medical officers; 20 clinical officers; 15 health 
inspectors and assistants; 181 nurses and midwives; and 850 village health teams 
(VHT) members. 
 
WASH Situation 

 The district works to provide clean, safe piped water to the population living 
in the municipal setting.  

 Drilled boreholes are widespread and available in all sub-counties and 
primary and secondary schools. Gravity flow water schemes are expected to 
serve the under privileged in water-stressed communities. Communities in 
the highlands are served with protected springs; however, there are 
communities that still rely on open, unprotected water sources in all sub-
districts.  
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 WASH funding is provided by the Global Sanitation fund, UNICEF, WHO, and 
the Government. 

 WASH activities in every sub-county, except the municipal area, include 
community-led total sanitation (CLTS). 

 WASH challenges include low water tables creating challenges for boreholes; 
low community participation, uptake and willingness to own WASH 
program; inadequate funding for the sector; and collapsing latrines due to 
loose soul texture.  

 Latrine coverage ranges from 65% to 80% in the sub-counties and 
handwashing remains low in all sub-counties ranging from 9-26%.    

 
Cholera Situation 

 Overall, the district experienced eight cholera deaths from 2011 to 2017 and 
over 100 cases. 

 Index cases can be traced from border sub-counties and were sporadic and 
wide spread. 
 

Buliisa 
Buliisa is located in the mid-western region of Uganda on Lake Albert. It has a 
population of 129,509. The main livelihoods of the population include subsistence 
farming; fishing; animal rearing; commercial farming; employment income (NGOs 
etc.); and trading. There is on health center IV, two health center III, and five health 
center II. Additionally, there are three doctors, five clinical officers, nine health 
inspectors, and 125 active VHT members, including two per village. 
 
WASH Situation 

 Latrine coverage ranges between 56-70% in the district while handwashing 
ranges from 5-15%.  

 WASH funding will soon be provided by the Global Sanitation Fund to 
implement CLTS and home improvements.  

 Challenges for WASH include understaffing; community participation; 
inadequate transport to visit communities; political interference; high 
salinity of water sources (piped water systems with fresh water is being 
constructed); inter-boundary crossing; sustainability of WASH activities; 
unstable sandy soils; and scarcity of locally available materials. 
 

Cholera Situation 
 Cholera cases ranged among the sub-counties from 11 to 310 from 2011-

2017. Cholera deaths have ranged from 0 to six from the same time period.  
 
Hoima 
Hoima is located in mid-western Uganda. It has a total population of 630,000 and 
includes ten sub-counties, two town councils, and one municipality. The main 
livelihoods include farming, fishing and formal employment. There is one doctor for 
every 40,000 people and one health assistant for every 26,250 people.  
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WASH Situation 

 Safe water coverage ranges from 55-127%.  
 Latrine coverage is approximately 76% and handwashing is 24%. 
 There are 133 latrines in primary school serving 61,724 pupils. 
 WASH activities include home improvement campaigns in six villages and 

CLTS in six villages in one parish. 
 Annually, 12 villages are selected for sanitation improvement campaigns 
 Nine villages are declared open defecation (ODF) free.  
 The primary health care system, local revenue, sanitation grants, The 

Ministry of Water, lands and environment sanitation grant, UNICEF, and 
World Vision provide funding for WASH. 

 Challenges for WASH include reluctance by households to construct and 
maintain facilities; collapsible latrines; mobile fishing communities have no 
permanent homes; limited funding; lack of field transport for extension staff; 
collapsible soils; influx of people from DRC; multi-ethnicity; and communities 
staying near the bodies of water. 

 Recommendations for improved WASH include health education; moving 
communities away from water sources; constructing latrines using 
appropriate technology; controlled illegal population movements; and 
increased funding.   

 
Cholera Situation 

 Reported cholera cases ranged from 0 to 241 among the sub-counties from 
2012-2017. 

 
Integrated OCV Campaign, Dr. Lorenzo Pezzoli, WHO 
An Integrated Approach for Cholera Control Includes: 

 Oral cholera vaccine 
 Community mobilization 
 WASH 
 Behavior change including community sensitization on open defecation, 

distribution of IEC materials, and specific messaging on OCV 
 Cholera treatment and patient care 
 Surveillance: Systems to confirm and monitor cholera 

 
Steps to Implement an OCV Campaign 

 Step 1: Create objectives 
o Create an overall objective. For example: Prevent occurrence of 

cholera outbreak and/or reduce transmission and mortality due to 
cholera in hotspots.  

o Create specific objectives that include age groups, coverage 
expectations etc. Objectives should be very specific to the context and 
campaign. For example: Achieve vaccination of all individuals aged 
one year or above living in the target area with two rounds of OCV. 
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 Step 2: Identify operational partners 
o Clearly define roles and responsibilities of all partners including 

WASH and technical support partners. 
 Step 3: Plan for transportation and vaccine storage in the cold chain 
 Step 4: Create your strategy 

o Things that should be considered when creating the strategy include: 
Will vaccination be done at a fixed point or house-to-house? How will 
you handle crowd control? How will you register people who receive 
the vaccine? Who will do registration? How will you let communities 
know about the campaign? How will AEFIs be addressed? 

 Step 5: Micro planning 
o Clearly define the target areas.  
o Coordinate the vaccination teams. How many people will you need? 

Keep in mind that, on average, a vaccination team can vaccinate up to 
800-1000 people per day if well-organized.  

o Prepare the budget using the GAVI template as an example. 
 Step 6: Designate campaign days 

o Normally a campaign lasts five to six days with the second dose given 
two weeks after the first. 

 Step 7: Administer the vaccine 
o Provide vaccination cards or proof of vaccination. This is important 

for M&E and coverage surveys so you know who has been vaccinated. 
o Complete administrative paperwork including tally sheets of how 

many people have been vaccinated. This will inform your final report 
and WHO will request this information.  

o Consider waste disposal and what you will do with the empty vials. 
 Step 8: Monitoring and evaluation  

o M&E before, during, and after is essential. This includes AEFI 
reporting, coverage surveys, impact assessments etc.  

 
Available Stock for Integrated Campaign Applications, Dr. Lorenzo Pezzoli, WHO 
The global stockpile can be used for outbreaks/emergencies and for non-emergency 
vaccination (as is the case for Uganda). Emergency requests and non-emergency 
requests require separate applications.  
 
Requesting Vaccine for Emergency Use 

 There are always two million doses of vaccine available for emergency use 
through the stockpile.  

 The International Coordinating Group (ICG) approves or denies applications 
for emergency use. The ICG is made up of IFRC, UNICEF, WHO, and MSF. 

 The decision to approve or deny the application is made within 48 hours.  
 
Requesting Vaccine for Non-Emergency Use (Uganda) 

 Any amount of vaccine above the two million earmarked for emergency use 
are available in the non-emergency stockpile. Approximately one to two 
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million doses are produced every month. In 2018, 17 million doses (perhaps 
more) will be available. This may be not enough to keep up with demand. 
Therefore, WHO is encouraging the producers to increase the stock to 25 
million.  

 The GTFCC approves or denies applications for non-emergency use of OCV.  
 The decision to approve or deny the application is made approximately two 

weeks after submission. 
 
How to Access the Stockpile 

 Step 1: Submission 
o Fill out the GTFCC form. The form serves as a declaration of intent on 

behalf of the country to use OCV in hotspots.  
o Attach the following documents along with the application form: 

 Field assessment documents identifying hot spots  
 The national cholera control plan 
 A calendar of the campaign 
 A cover letter from the government endorsing the plan 

 Step 2: Application will be assessed by the GTFCC OCV working group 
o Countries should be prepared to answer any questions the GTFCC 

may have. 
o Once the application is approved, countries should be prepared to 

submit their micro plans for implementation. 
 Step 3: Countries implement the campaign  

o A phased approach is recommended. Start with fewer districts and 
then expand taking into account lessons learned from the first 
campaign. A phased approach may take one to two years to 
implement.   

 Step 4: Vaccinate 
o Follow the steps for implementing an OCV campaign and submit 

campaign reports to the GTFCC (GTFCCsecretariat@who.int) and 
other stakeholders. 
 

January 31, 2018 
Day 3 
 
*In the afternoon on day two, participants were divided into five groups: 1) Filling out 
the application form to request OCV, 2) Hoima district, 3) Buliisa district, 4) Nebbi 
district, and 5) Pakwach district. Each district team was tasked with creating a micro 
plan for OCV implementation. Each group presented their work on day three.   
 
Cross-Country Learning: OCV Application Experiences, Dr. Lorenzo Pezzoli, WHO 
Three countries have submitted applications for hotspot vaccination including 
Malawi, Zambia and South Sudan. 

 Malawi submitted an application for 12 districts covering 1.6 million people. 
They requested 3.2+ million doses. They started in two districts and then 

mailto:GTFCCsecretariat@who.int
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began phase two to vaccinate in additional districts. They are now starting 
the third phase to vaccinate additional districts.  

 Zambia submitted an application for 10 districts covering two million 
people. They requested four million doses. They started in Lusaka with one 
million people in the first phase (due to an outbreak) and are now 
proceeding with vaccinations in other target districts. 

 South Sudan submitted an application for one million people, requesting 
two million doses. South Sudan is a very specific setting as it is a protracted 
crisis situation. Therefore, it may not be applicable to Uganda’s context.  

 
Plans from the Districts 
 
Hoima District Team Presentation 

 Hoima intends to vaccinate 327,246 people in five out of 15 sub-
counties. All five of the targeted sub-counties are along the border with DRC. 
Visitors and refugees have been accounted for in the total number to be 
vaccinated. 

 Community mobilization will take place with political leaders, community 
leaders, opinion leaders, schools, religious institutions, NGOs/community 
organizations, and prominent businesses. 

 WASH activities will be conducted hand in hand with the construction of 
boreholes in the sub-counties. IEC materials regarding cholera control will 
also be distributed.  

 As part of their M&E strategy, Hoima would also like to begin mapping 
handwashing and latrine coverage in the area. 

 
Buliisa District Team Presentation 

 Buliisa intends to implement the campaign house to house over a period of 
five days per dose. Buliisa is requesting around 250,000 doses to 
vaccinate 132,021 people in all seven sub-counties. 

 Stakeholders will include World Vision, political, religious and cultural 
leaders, and the Uganda Red Cross. 

 The following activities will be implemented: 
o Trainings will be facilitated at the district, sub-county, parish-level. 
o Social mobilization will occur via radio and community meetings with 

political leaders etc. 
o M&E will be conducted continuously by district, sub county and 

parish supervisors. 
o WASH activities (pre and post immunization) will include water 

surveillance, water quality testing, household sanitation analysis, 
distribution of water purifying agents, and behavior change. 

o Those who received the vaccine will be identified by a mark on their 
finger and a mark on the household. Household markings will note 
whether it was round one or round two and will include the number 
vaccinated over the total number of people in the household.  
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Discussion 

 The MOH has an Improved Sanitation and Hygiene (ISH) Strategy that 
includes the use of CLTS. 

 
Nebbi and Pakwach District Team Presentation 

 In Pakwach, 175,635 people will be vaccinated in all six sub-counties. 
WASH activities will be conducted in the entire district. 

 In Nebbi, 179,402 people will be vaccinated in six out of nine sub-
counties.  

 Both districts will conduct district-planning meetings, link communities with 
services, and conduct M&E throughout 

 The following activities will be implemented: 
o Fix non-functioning boreholes 
o Lead community dialogue meetings on the importance of boiling 

water 
o Construct latrines 
o Protect spring water sources 
o Reactivate and provide refresher training for the water user 

committees 
o Conduct health education and sensitization 

 
Question and Answer 

 How many people need to be vaccinated to make an impact? Everyone above 
one year of age should be vaccinated. Target coverage is 90%. The vaccine 
has very good herd immunity at 70% vaccination.  

 How is it possible to get more than 100% coverage? If people come back for a 
third dose or if migrants were not accounted for in the total numbers it is 
possible to have a coverage rate of over 100%. For example, in Cameroon 
they gave candy to everyone who was vaccinated. Therefore, some children 
got in line twice to get the candy.  

 Should you vaccinate during an outbreak? In an ideal scenario you should 
vaccinate before the high-risk season. In an outbreak it is important to assess 
resources to see if vaccination is a priority and/or feasible. 

 For reactive vaccination is there a criteria that if you have X 
number/incidence of cases, you should vaccinate? We do not yet have this 
specific answer. Our threshold is “When cholera begins to spread vaccinate 
as soon as possible”.  

 Those implementing the campaign need to be certified health workers. 
 What do we do if we do not get the second dose within a two-week period 

from the GTFCC if they do not have sufficient supply at the time? While not 
ideal, you can delay the second dose for up to six months.  
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 If someone arrives for his or her first dose during administration of the 
second dose should you vaccinate him or her? Your plan to address this 
should be included in your micro plan. We would recommend vaccinating 
them with one dose. Consideration may be made to provide the second dose 
at the health center, but this will be determined later in the planning process.
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Annex 1.  
 

Stakeholders’ conference to review and incorporate research into 
interventions for cholera prevention, control and elimination in Uganda, 29th – 

31st January 2018, Makerere University, Faculty of Food Sciences, Kampala 
Uganda. 

 
TIME ITEM Section chair Presenter 

Chair 
 

DAY 1 
8.30 - 9.00am Registration  DGHS Rose Kakumba 
9.00 – 9.30 am.  Introductions  DGHS 
9.31 – 9:40 a.m. Welcome remarks Dean MakSPH 
9.41- 10.10am Objectives of the 

conference 
DGHS 

10.11-10.30 am Global update on cholera Dr. Dominic 
Legros 

10.31-11.00.am  Official opening of the 
conference and group 
photograph 

Hon. Minister 
of Health, Dr. 
Jane Ruth 
Aceng 

11.01-  11.30 am TEA BREAK  All 
11.31 – 11.50 am Cholera situation in Uganda 

including prevention 
strategies  

Dean 
Makerere 
School of 
Public Health 

MOH 

11:51 -  12.20 
noon 

Cholera study 1: Cholera 
hotspots 

Prof. David 
Sack 

12.21-12.40.pm Cholera study 2: 
epidemiology of cholera in 
fishing community 

Prof. 
Christopher 
Orach 

12.41.-1.00 pm Cholera study 3: molecular 
characterization of cholera 
in Uganda 

Dr. Godfrey 
Bwire 

1.00-2.00 pm Lunch    All  
2.01-2.30 pm Discussions    
2.31-2.50 pm New tools for cholera 

control and prevention 
DHS  Dr. Lorenzo 

2.51.3.10 pm Planned studies to be 
conducted:  Vaccine 
monitoring studies 

Prof. David 
Sack 

3.11-3.30 pm Discussions   
3.31-3.40 pm Remarks from Ministry of 

Water and Environment  
 MWE 

representative 
03.41- 3.50pm Remarks from UNICEF  Country 
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TIME ITEM Section chair Presenter 
Chair 

Representative 
3.51-4.00pm Remarks from WHO  World Health 

Organisation 
Representative 

4.01-4.30 pm Way Forward and closure 
of gay 1 by DGHS 

 Secretariet  

 
DAY 2 

8.00 - 8.300am Registration  MOH,  Rose Kakumba 
8.31 – 8.40 am.  Introductions  All 
8.41 – 8:50 a.m. Method of work Dr. Innocent 

Komakech 
8.51- 9.40 District specific 

presentations  
District 
representatives 

9.41-10.00 am Discussions  
10.01-10.30.am Organisation of integrated 

OCV campaign  
Lorenzo  

10.31-  11.00 am TEA BREAK  All 
11.01-11.20 am  Organisation of integrated 

OCV campaign 
MOH  

11.21am  – 1.00 
am 

Group work 
Formation of 5 groups 
Group  work begin  

MOH MOH 

1.00-2.00 pm Lunch    All  
2.01 -  4.00 pm Group work continue   
4.01-4.30.pm 1 Group presentations 

followed by discussions 
Prof. David 
Sack  

 

4.31-4.40 pm Way forward  Secretariat 
4. 41-5.00 pm Evening teas and end of day 

2 
 All  

 
DAY 3 

8.00 - 8.300am Registration  MOH,  Rose Kakumba 
8.31 – 10.00 am.  Continuation of group 

presentation (Groups 2-5) 
Districts 
representatives 

10.01-10.30.am TEA BREAK  All 
10.31-11.20 am Finalisation of district plans MOH Districts  
11.21am  – 12.40 
pm 

Way forward  MOH 

12.41-1.00 pm Official closure of the 
conference  

Dean MakSPH 

1.00-2.00 pm Lunch  All 
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Annex 2.  
 
Participant List: Stakeholders’ conference to review and incorporate research 
into interventions for cholera prevention, control and elimination in Uganda, 

29th – 31st January 2018, Makerere University, Faculty of Food Sciences, 
Kampala Uganda. 

 

No. Name Organization Telephone No E-mail 

1 Dr. Ssali Charles CHD/MoH 0757 118850 cssali@softhome.net 

2 Dr. Muyonjo John MakSPH 0774 361428 muyonjojohn@yahoo.com 

3 Dr. Luzze Henry UNEPI/MoH 0772 368329 luzzehenry@hotmail.com 

4 Pamela H. Zaninka UNEPI/MoH 0772 409130 hzaninka@yahoo.com 

5 Dr. Juliet Mwanga A. 
Epicentre/Mbarara 
University 0793 328748 

juliet.mwanga@epicentre.msf
.org 

6 Isaac Sugar-Ray MoH 0702 445989 isaacsugarray@gmail.com 

7 Dr. Johns Simon Otim 
Kampala City Council 
Authority 0772 640485 

otimjs@yahoo.co.uk, 
sotim@kcca.go.ug 

8 Dr. Opar B.T MoH 0772 469323 bopato@gmail.com 

9 Dr. Jesca Nsungwa Sabiiti CH/MoH 0772 509063 jnsabiiti@gmail.com 

10 Dr.  John Bosco Isunju MakSPH 0772 346304 isunju@musph.ac.ug 

11 Junju John RC/MoH 0700 332311 junjujohn500@gmail.com 

12 Christine Kayondo MoH 0772 474220 tkayondo@yahoo.com 

13 
Assoc. Prof. Rhoda 
Wanyenze MakSPH 0772 419762 rwanyenze@musph.ac.ug 

14 Amanda Ottosson HPE/MoH 0706 772980 aottosso@gmail.com 

15 Dr. H.G. Mwebesa DGHS/MoH 0772 221291 mwebesah@yahoo.co.uk 

16 Kalyebi Peter EHD/MoH 0772 459098 bpkalyebi@gmail.com 

17 Dr. John Baptist Wanizye 
Deperartment of 
Ambulance Services/MoH 0772 503598 wanjbn@hotmail.com 

18 Richard Kajura MakSPH 0773 001154 rkajura@musph.ac.ug 

19 Abirahmi Kananathan MoH 0753 751202 
abirahmikananathan@hotmail
.com 

20 D.M. Mukama 
MoH/Uganda Sanation 
Fund 0772 435654 mukamadm@yahoo.co.uk 

21 Micheal Jonga MakSPH 0705 170067 mjonga@musph.ac.ug 

22 Dr. Nakinsige Anne ESD/MoH 0772 5558926 nakinige@yahoo.co.uk 

23 Dr. Bwire Godfrey CDD/MoH 0776 805784 cddmoh@yahoo.com 

24 
Prof. Christopher G. 
Orach MakSPH 0772 511444 cgorach@musph.ac.ug 

25 Prof. David Sack JHU +443 6861651 dsack1@jhu.edu 

26 Nedghie Adrien CDC Atlanta (678)427-1739 nadrien@cdc.gov 

27 Bonny Balugaba MakSPH 0754 313161 bonnyenoc@gmail.com 
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 21 

No. Name Organization Telephone No E-mail 

28 Katunguka Fred MoH 0782 588852 katuugukafred@gmail.com 

29 Aguti Grace Mary MoH 0774 344497 agutigrace33@gmail.com 

30 Ongole Francis CDHL/MoH 0782 312802 ongolefrancis@gmail.com 

31 Naluyiga J. Esther MoH 0752 630989 ester244@yahoo.com 

32 Hon. Dr. Jane Ruth Aceng MoH 0772 664690 janeaceng@gmail.com 

33 Hanifah N. Bukirwa MakSPH 0782 036721 hbukirwa@musph.ac.ug 

34 Dr. Mabumba E. ESD/MoH 0772 670319 eldabumba@gmail.com 

35 Paul B.Okot UG. Red Cross 0772 407715 pokot@redcrossug.org 

36 Jimmy Robert A. UG. Red Cross 0772 350256 jimmy82asea@gmail.com 

37 Okone Patrick MoH 0777 351775 okenep@gmail.com 

38 
Ssewamala  George 
William MoH 0758 748701 gwsewamala@gmail.com 

39 
Dr. Kinikiria Nicholas 
Magambo Hoima District 0782 783288 kwikirija@gmail.com 

40 Sabiita Titus Buliisa District 0777 318449 sabiitit@gmail.com 

41 Awori Dorothy Pakwach District 0782 755965   

42 Oryema C.B. Jimmy Pakwach District 0772 452489 oryema69@gmail.com 

43 Dr. Okwairwoth Justine Nebbi District 0782 040502 okwaijustine@gmail.com 

44 Ocan Alex Claudius Nebbi District 0775 990133 jcalexyochu@gmail.com 

45 Kwach Morris M. Nebbi District 0772 692693 kwachmorris@gmail.com 

46 Ochakachon Geoffrey A. Pakwach District 0772 198914 ochakag@gmail.com 

47 Maithum Judith Kigezi Pakwach District 0777 449192   

48 Mulindambura Jack Hoima District 0772 254502 mulundambura@gmail.com 

49 Dr. Ruloman Joseph Hoima District 0772 611467 muyonge@yahoo.co.uk 

50 Anne Ballard Sara JHUCCP   anne.ballard@jhu.edu 

51 A.A. Brooks JHU   wbnooks3@jhu.edu 

52 Lorenzo Pezzoli WHO   pezzolil@who.int 

53 Juliet Kasule CDC _Uganda 0772 139171 jkasule@cdc.gov 

54 Ceaser Kimbugwe Water Aid 0705 067508 
Ceaserkimbugwe@wateraid.o
rg 

55 Evelyn Lirri The East Africa 0705 067508 elirri22@gmail.com 

56 Reuben kiggundu Infectious Disease Institute 0785 214632 rkiggundu@idi.co.ug  

57 David Matseketre UNICEF 0782 678100 dmatseketse@amref.org 

58 Lali Xziras william WHO 0772 967277 laliw@who.int 

59 Innocent Komakech WHO 0759 875787 komakechi@who.int 

60 Ruhigusa Lawrence MoH 0772 506269   

61 Maluje Abdul S. MoH 0702 912607   

62 Maganda Saidi MakSPH 0774 266570   

63 Saabwe David UNEPI/MoH 0774 759066   

64 Asiimwe Anatalius MoH 0752 946909   

65 Okumu Robert MoH 0752 487875 okumurobert22@gmail.com 

66 Abdallah Obal MakSPH 0751 861561   
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No. Name Organization Telephone No E-mail 
67 Cecilia Okoth Newvision 0774 304499 cokoth@newvision.co.ug 

68 Shamim Saadi Newvision 0776 064484 shamimsaad@gmail.com 

69 Nalwala Sam UBC/MoH 0772 520186 samnalwala@gmail.com 

70 Ezaruku D. franklin Monitor 0752 209777 fredzy@gmail.com 

71 Magoba Gloria Star Tv 0783 642942 magoba.gloria@yahoo.com 

72 Vicent Semwanga ESD/MoH 0701521782   

73 Katusiime Stellah Hoima District 0782 862998 katusiimestella@yahoo.com 

74 Vista Teddy Joy Buliisa District 0786 934684 visiateddyjoy@gmail.com 

75 Wakame Maurice Buliisa District 0772 713203 mwakame@gmail.com 

76 Dr. Racheal Kyohairwe Buliisa District 0774 841364 raykyohairwe@gmail.com 

77 Julius Kasozi UNHCR 0772 701123 kasozi@unhcr.org 
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