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Update on Cholera in KwaZulu – Natal Province, November 2001. 
 
1.0 INTRODUCTION 

During 2000/2001 a cholera epidemic spread through the Eastern and North 
Eastern parts of South Africa. Vibrio cholerae El Tor Ogawa was isolated on 14th 
August 2000 in KwaZulu-Natal, the most affected Province. As of 12th November 
2001 the epidemic had brought about 105,874 cases to cholera treatment 
centres (hospitals, clinics and Rehydration Centres) and caused 229 deaths 
Nationally. In addition to the suffering and loss of life, the epidemic has cost the 
Communities a lot of resources on treatment of cholera patients, significant 
productive work time loss and other social economic costs. 
Cholera control has been coordinated through; Inter-Ministerial committee, 
National Task Force on Cholera, Provincial Cholera Response teams, Joint 
operations Committees (JOCs) at Regional and District levels with Technical 
Support from WHO. The overall aim of these committees is to reduce on 
mortality and morbidity due to the cholera epidemic in the country. 
 

2.0 BACKGROUND 
 

2.1 South Africa (SA) 
Cholera spread to Africa (West) in 1970. As early as 1971, SA was considered 
at risk (H.G.V. Kunster, G. Du Plessis, May, 1991). The hot humid summer 
seaports, overcrowded communities, with low standard of environmental 
sanitation and scanty, restricted and unprotected water supplies in some areas 
facilitated introduction of cholera in SA. 

 
Since 1973 when the first case of cholera was diagnosed in SA, outbreaks of 
varying magnitude have been reported during the 1970s, ‘80s and early ‘90s (1). 
 
Characteristics of these outbreaks; 
- More than 99% of cases occurred in areas with an annual rainfall of >600 

mm. 
- Peaks towards end and early months of New Year. 
- There were no major outbreaks reported from areas of similar socio-economic 

status in dry arid regions of the country. 
- The last 3 bacteriological proven cases of cholera were reported in November 

‘86 from Eshowe and Greytown in Natal. 
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2.2 KwaZulu Natal 
 
KwaZulu-Natal (KZN) is one of the 9 provinces in South Africa, with a population of 
8,924,000 (mid-year estimate, 1999). The Province has 11 administrative districts 
namely; Port Shepstone, New Castle, Ulundi, Empangeni, Eshowe/Nkandla, 
Pietermaritzburg, Durban, Jozini, Stanger, LadySmith.  The provincial pyramid is typical 
of a developing country because of the high birth rate and low life expectancy. As a 
result, more than two-fifth (43%) of KZN population is economically dependent (DOH, 
Health Information Bulletin, April 1999 – March 2000). It’s a multiracial society with 
Blacks being more predominant. 
 
In terms of topography, KZN province lies between the Indian Ocean to the east, the 
Free State and Lesotho to the west, Mpumalanga, Swaziland & Mozambique to the 
north and Eastern Cape to the south. The land consists of low lying hills, higher land 
rising in the Drakensberg mountains with mostly Savannah grassland with gradual 
reduction in altitude eastwards towards the ocean. 
 
Like other parts of South Africa, the province experiences 4 seasons (winter, spring, 
autumn & summer). The country experiences long dry season with rains during spring 
and summer. Most parts of the province are covered with Savannah grassland and 
semi-temperate forest. A Cholera epidemic in the province was first reported in 
Empangeni district on 14th August ’00.  
 
2.2.1 Cholera Joint Operational Committees (JOCs) were set up in September ’00 
throughout the province right down to sub-district levels. The JOCs specific objectives 
are; 

- To minimize the fatality rate through the immediate intervention of treatment. 
- Reduce the rate of cholera infection through other immediate interventions.  
- Prevent the further occurrence of a similar epidemic through medium and long-

term interventions. 

2.2.2 Strategies for achieving these objectives include; 
- To raise public awareness about cholera epidemic and promote adoption of 

health practices to prevent further spread of the epidemic. 
- To promote early treatment-seeking behavior 
- To mobilize the community for prevention and control of cholera at district, sub-

District, community and household levels. 
- To identify and reduce the risk factor for the spread of cholera in the affected and 

prone areas of the province. 
- Capacity building for social mobilization at all levels using participatory and 

innovation methodologies. 
- Advocacy and sensitization to solicit political and social support at all levels. 
- Provision of safe water supplies in affected and highly prone areas. 
- To build a foundation on which to develop long-term sanitation promotion action 

plans. 

 3 



Action taken is in line with universal control measures for cholera and diarrhoeal 
diseases at large. (Details are shown in Annex 2). 
 
 
 
 
3.0 EPIDEMIOLOGICAL SURVEILLANCE AND CASE MANAGEMENT 

- Causative organism: Vibrio cholerae 01 type El tor Ogawa; which produces many 
asymptomatic carriers (75%), and those infected shed millions of vibrios in stools 
for longer periods (about 2 weeks). 
Sensitive to; Nalidixic acid & Ciprofloxacin and resistant to the usual drugs 
Tetracycline, Erythromycin 

- High Attack rate: 2234/100000 population (early April 2001) 
- Susceptibility: Female higher risk (about 60% of reported cases) and age groups 

11-20 & 21-30 years. Due to the high level of labour immigration practices of 
male adults, females constitute the biggest proportion of the population in the 
communities affected.  

 
The age distribution curve is skewed to the left, younger age groups more 
represented, typical of endemic scenario, adults having substantial immunity 
from previous infections. *(Graph 1) 
 

- Majority of the patients are from low social economic status, mostly living in 
places with poor sanitation and poor living conditions.  

 
3.1 Spread of the disease: 
As of 9th November 2001, eight of the 9 Provinces had been affected:  Table 2 shows 
distribution of cases and deaths in the country, KZN being the most affected (99% of all 
reported cases). Despite the high attack rate 4823/100000 (Lower Umfolozi, KZN) the 
CFR remains low at 0.22% implying good case management. 
 
Table 2: Cholera in South Africa, 10th August, ’00 – 9th November  ‘01 
 
Province Total cases Total deaths Last case CFR (%) 

 
Eastern Cape 9 0 06.05.01 0.0 
Free State 1 0 Nov. ‘00 0.0 
Gauteng 65 4 04.06.’01 6.15 
KwaZulu-Natal 105874 229 12.11.01 0.22 
Mpumalanga 127 4 July ‘01 3.15 
Northern Cape 0 0 Free 0.0 
Northern Province 783 2 14.05. ’01 0.25 
North West 6 0 08.03.’01 0.0 
Western Cape 1 0 25.01.’01 0.0 
Total 106,866 239  0.22 
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3.1.1 Current status; 
• Since mid-July, 2001 only one Province of KZN continues to report cases. In this   

Province alone, a cumulative total of 106,866 cases with 229 deaths giving a CFR of 
0.22% have been reported. This is in line with WHO recommended standard. The 
distribution of cases and deaths by district is shown in Table 3. 

 
Table 3: Cholera cases and deaths in KwaZulu – Natal Province, August 10th 2000 
– 16th September ‘01. 
 
Health Region/ 
District 

Population 
at risk 

Number of 
cases 
Reported 

Attack Rate 
Per 100,000 
population 

Number of 
deaths 
reported 

CFR 
(%) 

Port Shepstone   725 777 8 650 1 192 23 0.27 
Pietermaritzburg 1 153 162 42 250 384 24 0.54 
Ulundi   703 390 310 3 453 47 0.19 
Newcastle   766 344 2 088 268 17 0.83 
Lower Umfolozi   496 588 23 951 4 823 24 0.10 
Stanger   265 346 7 672 2 890 16 0.21 
Ladysmith   553 892 454 77 1 0.23 
Jozini   301 980 406 113 17 5.0 
Eshowe   560 879 31 412 5 609 31 0.10 
Durban 2 880 558 2 456 85 29 1.15 
Total 8 407 916 12,075 1 257 229 0.22 
 
The Region/districts of Ulundi, Lower Umfolozi and Eshowe have been most affected 
(reported > 20,000 cases). The attack rates have also been high in the districts of 
Stanger, Eshowe/Nkandla, Lower Umfolozi and Ulundi.   
 
3.2 CHOLERA DEATHS 
 
Introduction 
 
The purpose of the report is to present an analysis of all cholera deaths, recognize the 
validity of diagnosis (to avoid misclassification of cholera), reporting of deaths and 
factors associated with deaths. 
 
Cholera is a preventable medical condition through high levels of socio-economic 
development (Pure water supply, proper sanitary system and personal hygiene). 
Cholera deaths are also preventable through timeous and appropriate medical care. 
 
Data on avoidable deaths, which are expertly interpreted, remain worthwhile indicators 
of health service performance – warning signal for health care deficiency. 
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The cholera death data were obtained from the medical superintendents of the 
respective health facilities. Telephonically informed about the intention, hospitals were 
faxed a copy of data collection format and asked to fill the form for each cholera death. 
Basic demographic and epidemiological information were obtained from the facilities 
through fax transmission or post. 
(Name, age, sex, date of admission and death of the patient, method of confirming 
cholera diagnosis, causes of death and Medical Superintendents comments on the 
deaths of the patient). 
 
The facility data were compared with the data obtained from the Provincial Operation 
Centre.  

1.1.1 RESULT 
Unfortunately the deaths due to cholera since the epidemic (August 2000) till 12 
November 2001 are 235 in South Africa. KwaZulu Natal constituted 96% (229) of all 
cholera deaths. Total reported cases are 105874; therefore case fatality rate for 
KwaZulu Natal stands at 0.22%. 
 
TABLE: 1 DISTRIBUTION OF DEATHS ACCORDING TO DISTRICT 
 
 
NOS. 

 
NAME OF DISTRICT 

  TOTAL NO 
         OF    
      CASES     

  TOTAL NO 
         OF 
    DEATHS 

      CASE 
  FATALITY 
      RATE      

1 UGU REGION \ 
  SOUTH COAST 

8650      23    0.26 

2 PIETERMARITZBURG   
NDLOVU 

4425      24    0.54 

3 LADYSMITH 
 

454       1    0.22 

4 ULUNDI 
DC 26 

24310      47    0.19 

5 ESHOWE\ 
NKANDLA DC28 

31462      31    0.10 

6 UMFOLOSI \ 
NGWELEZANE DC28 

23951      24    0.10 

7 DURBAN  
 UNICITY 

2456      29    1.18 

8 NEWCASTLE \ 
NQUTU DC 24 & 25 

2088      17    0.81 

9 JOZINI 
DC 27 

406      17    4.19 

10 STANGER \ 
UNTUNJAMBILI 

7672      16    0.21 

 
TOTAL 

  
1 057 874 

   
     229 

   
    0.216 
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High CFR observed in the Jozini Health District. The number of reported cholera cases 
in Jozini is the lowest in the Province. The highest number of cases reported in 
Eshowe/Nkandla district and CFR observed lowest. This could be likely to the 
experience in managing more cases. Managing more cases gives experience and 
expertness; therefore active involvement and exposure may have contributed to reduce 
mortality. Early or late arrival to health facilities has impacted on the outcome of cure or 
deaths. Having no cholera in the communities – late arrival could have contributed to 
high CFR in Jozini as well. 
 
 
TABLE: 2 Age Specific Mortality Rate 
 

NOS  AGE GROUP   PERCENT  % 
1   0  –  4 5.7 
2   5  –  9 6.7 
3 10 – 14 3.3 
4 15 – 19 1.4 
5 20 – 24 9.1 
6 25 – 29 7.7 
7 30 – 34 6.7 
8 35 – 39 9.1 
9 40 – 44 8.1 
10 45 – 49 5.3 
11 50 – 54 5.3 
12 55 – 59 6.7 
13 60 – 64 8.1 
14 65 – 69 5.3 
15 70 – 74 5.3 
16 75 – 79 1.4 
17 80 – 84 2.9 
18 85 – 89 0.5 
19 UNKNOWN 1.4 

 
High mortality rate observed of = 209 among cases of 60 years and over age group 
(25%). 
 
Total 209 deaths data were analyzed. 20-24 age group shown highest 9.1% followed by 
60-64 years (8.1%) age group. 
 
 
 
 
 
 
 

 7 



TABLE: 3   
ASSOCIATED CAUSES OF CHOLERA DEATH 
Although dehydration is (loss of fluid and electrolyte) is the main cause of cholera death, 
the other associated conditions aggravated the conditions and resulted deaths 30% of 
total deaths were contributed to the following issues: 
 
  
 NOS CAUSES OF DEATH 

    
      PERCENT 
 

 
1 DOA 

 
                     7 

 
2 HIV \ AIDS 

 
                     7 

 
3 FLUID OVERLOAD 

 
  

2 
 
4 INADEQUATE CARE 

(DUE TO INADEQUATE STAFF) 

 
  

4 
 
5 DM 

(DIABETIS MELLITUS) 

 
  

3 
 
6 HPT 

(HYPERTENSION) 

 
  

2 
 
7 PNEUMONIA 

 
  

1 
 
8 MULTI ORGAN FAILURE 

 
  

3 
 
9 MALNUTRITION 

 
  

0.5 
 
10 TRADITIONAL MEDICINE 

(HERBAL ANEAMA) 

 
  

3 
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Figure: 1 Duration of stay before Death 
 
The average length of stay in the health facilities was observed 3 days. Most of the 
cases (41%) stayed between 1 and 3 days. One third of the cases stayed more than 4 
days before death. 
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3.3 Trend of Epidemic - KZN 
Following a slow rise in number of cases (Mid November – 10th December 2000) there 
was a steady increase, reaching a peak week ending 11th February 2001. 
With exception of observed increase during week ending 18th March (corresponding to 
arise in Ulundi district) the epidemic has since been on a decline, typical of natural trend 
of an epidemic. The trend of cases in districts of Ulundi, Eshowe/Nkandla, Lower 
Umfolozi roughly resembles pattern in total figures for KZN, these districts contribute to 
bulk of cases reported in KZN. (See epidemic curves 1 & 2 attached to the document). 
 
• The cholera incidence has drastically dropped from previous weekly average of 

6000-7000 cases in Jan /Feb ’01 down to 61-77 cases per week during August  ’01 
and 21 cases per week during September.  

• CFR has been used to monitor the quality of Case Management. To date the CFR 
has remained low at 0.22% (In line with WHO recommendation of less than 1% in 
places where there is good preparation.) 

 
Jozini district has the highest CFR (5%) despite a low attack rate (AR) of 
113/100,000 compared to neighbouring regions of Lower Umfolozi and Ulundi with 
ARs over 3,000/100,000. This high fatality rate could imply a problem with either 
case management or care-seeking practices. During this outbreak more young 
children and female have been reported affected by the disease. 

 
3.4 Institutions 
Cholera in Westville Prison; 
 The outbreak of cholera in Westville prison between 27 April to 6 May 2001 was a great 
concern for Provincial Department of Health. The joint efforts by Provincial Cholera 
Task Team, the Prison Authority and the Durban Health Authorities successfully 
contained the outbreak by 6 May 2001. A total of 849 cases with 2 deaths were reported 
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(19 cases referred to nearby hospitals, 122 admitted at the prison hospital and 707 
cases managed on outpatient basis). We commend the Westville Prison Authority, 
District surgeons and Inner West operational entity for their quick and prompt response 
to the epidemic. 
 
3.5 Laboratory surveillance is on going to monitor; 

i. The causative organism and antibiotic sensitivity pattern. 
ii. Water quality - Water testing is done to ensure safe supply and consumption. 

 
4.0 Technical Support Supervision and Monitoring 
Technical teams from Provincial office (Epidemiology unit, CDC, Health Educators and 
Environmental Health Officers) provide routine monitoring and support as on-going 
cholera control interventions at districts JOCs, Health facilities and affected 
communities in order to identify the dynamics of community (eg. perception, risk factors 
and practices to provide relevant advice for healthy living) as well as provide feedback 
on cholera updates to Districts and health regions. 
 
The epidemic control activities continue to be coordinated through structures at different 
levels; Provincial task force, JOCs at Regional, District and Sub district levels. 
 
5.0 Logistics and Supplies 

- All supplies for treatment (ORS, IV fluids, soap, gloves exam / home and chlorine 
etc are available).  

 
6.0 Concerns for control measure 
• While the disease has been controlled in most of the districts, sporadic occurrence 

of cases indicates existence of the causative agent in the communities. The districts 
of Ladysmith, Newcastle, Durban, Lower Umfolozi, Jozini, Ulundi have reported 
cases (in previously affected areas). Some of the contributing factors include; 

 
a) Host factors - not completely immune but especially children, malnourished and 

immune-compromised groups. 
b) There has not been a dramatic improvement in the Socio-economic status and 

therefore still poses a great risk especially among the disadvantaged 
communities in the province.  

c) In terms of breaking the chain of transmission, the practice of hygiene has not 
been fully attained and position of stable safe water supply.  

- In Jozini district, with exception of Ingwavuma where the Shemula water project 
has improved on safe water supplies there is a risk of further spread of the 
disease to most of the other parts of the district where people depend on rivers 
and streams e.g. Usuthu Rivers between Jozini/Mozambique.  

- There is close interaction between the many communities living near the border 
areas; range 1 – 10 kms with population 1500 – 3000 each in Swaziland and 
Mozambique. The water and sanitation status of these areas as well as Manguzi 
sub district (Jozini) is equally very low. The risk for further/higher outbreaks is 
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high and it’s important that effective intervention be urgently implemented before 
the next rainy season.  

- Spill over of cholera cases from neighboring countries of Swaziland and 
Mozambique. Furthermore, patients with other medical conditions continue to 
seek medical care from various health clinics situated near border with those two 
countries. The exact magnitude of imported cases cannot be easily established 
because of the high interaction (Social & Cultural) of the peoples in the border 
areas, and often addresses within Jozini area are given in fear of jeopardizing 
opportunity for Health Care to foreigners.  (See Annex 1) 

 
 

• There appears to be a carrier human factor, with children due to low immunity being 
more affected by the adults (especially mothers) in the homes.  

 
• Morbidity from other diarrhoeal diseases and dysentery: 
  

A review of status of diarrhoeal diseases (based on outpatient records) in the 
health facilities close to the borders of Mozambique and Swaziland shows that 
diarrhoeal diseases (common diarrhoea & dysentery) were prevalent during the 
year but does not indicate a significant rise in the incidence before October 
2000. The incidence of diarrhoeal diseases significantly rose in Manyiseni 
(Nov.2000), and Ekuhlehleni clinics (April, 2001) close to the border areas in 
Ingwavuma sub-district, as shown in graph 1. A community survey would 
provide appropriate picture of the prevalence of the diarrhoeal diseases in the 
district. 

 
• Cholera deaths despite the small number of reported cases in Jozini particularly 
• Unsafe water sources; During early August, 7 rivers/streams in Jozini and 1 

borehole in Lower Umfolozi were found to be contaminated with Vibrio cholerae. 
In view of the expected upsurge in cases with the summer rains and warm weather 
in September the need for sustained supplies of safe water in the affected and high-
risk areas is critical. 

• As mentioned in the previous bullet with regards to the expected upsurge of cases in 
September, Health Education and Social Mobilization needs to be sustained to stay 
focused in order to continue at a high level of activity. 

• There is also a possibility of fatigue at operational level (district & health facilities) 
following extended epidemic must be anticipated and prevented and/or alternatively 
managed. 

 
7.0 Conclusion 
There is a declining trend observed in the incidence of cases and deaths due to 
interventions in place. The Province has achieved some of its objectives i.e. minimizing 
the fatality rate and preventing further spread of the disease to new areas through 
immediate and short term interventions.  However, the task remains to further reduce on 
rate of cholera infection through other immediate interventions and prevent occurrence 
of a similar epidemic through medium and long-term interventions. 
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8.0 Existing opportunities for strengthening preparedness 
i. Strong JOCs at district & sub-district levels. 
ii. Strong structures at the community level (Indunas, Amakosi). 
iii. Sensitized communities. 
iv. SANDFs and SAPs collaborates with department of health where health is 

concerned (e.g. malaria control).  Existence of joint venture between SA, 
Mozambique and Swaziland; spraying has been carried out under Lubombo 
special development initiative through the same arrangement and foreigners who 
are critically sick have been allowed to get treatment in South Africa. Mobile 
teams provide treatment (includes taking blood smear and drugs) to patients 
along common border routes. 

v. Strong surveillance system through OPS center. 
 
9.0 Way Forward 
 
1) See Forward Planning 
2) Strengthening preparedness; 

- Strengthen operations of the JOCs through; clarification of roles (Annex 4)   
- Risk assessment (Annex 5) 
- Diarrhoea case management and monitoring Tool. (Annex 6)   

 
Annexure: 1 

Graph 2: Monthly distribution of diarrhoea cases in Health facilities serviced by Manguzi 
Hospital, Maputa subdistrict, July'00-June'01.
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Dysentery, another diarrhoeal disease of epidemic potential was reported throughout 
the year as shown in graph 3. Well as incidence of other diarrhoea wasn’t high, there 
was a significant rise in dysentery cases reported at Ndumo clinic (Mar ’01). During the 
last 12 months dysentery accounted for 26% of all diarrhoeal cases reported at this 
clinic.  
 
Annexure 2:  

Graph 3: Percent distribution of dysentery cases in M anguzi hosp. and clinics of Ndum o and Ekuhlehleni, July '00-June '01.
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Mahlungulu Clinic 
The clinic is situated near the border with Mozambique and has a special register for 
recording in patients from outside South Africa. Patients seek care for common ailments 
(diarrhoea, malaria, worms, skin diseases) and other services namely ANC, 
Immunization and Family Planning. 
 
Table 2: Distribution of Patients by place of origin; Oct ’99 – Jan 2000, Mahlungulu 
Clinic 
  
Month   
  
October 1999 
November 1999 
December 1999 
January 2000 

South Africa 
  
 946  
 923 
1083 
1216   

Mozambique (% of Total) 
  
106 (10%) 
 86 (8.5%) 
 70 (6%) 
105 (8%) 

  
Reasons for seeking care in SA side; 
The health facilities in SA are near and well equipped; 

-          Ndumo clinic is about 20 kms from the border with Swaziland. 
-          Manguzi hospital – 15 kms from border with Mozambique 
-          Mahlungulu clinic is 5 kms away from Mozambique border. 
-          Shopping centers are 20 kms from the border. 
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ACTION TAKEN: BY DIFFERENT LEVELS AND AREAS OF INTERVENTION 
    Surveillance Case Management Logistics Health Promotion & 

Education 
Water and
Sanitation 

 Collaboration 

National 
Level 

• National 
guidelines 
provided. 

• Training 
sessions 

• Reporting to 
International 
agencies 
(WHO) 

 

National guidelines 
developed and
provided to
Province. 

 
 

IEC material
developed and 
supplied to
Province; 

 

 

IEC materials developed 
and distributed through 
Public awareness 

-  Videos. 
-  Pamphlets/ 
    Booklets. 

- Media Radio 
- TV 
- Newspapers 

- Co-operation  
- Advocacy  
- Guidelines 

International 
- WHO 
   Technical Support 
   gained 
• Continuous 

support gained 
(Epidemiologist, 
H. Education & 
Promotion 
Environmental 
Health) 

• Provincial & other 
Dept. 

Provincial 
Level 

• Developed a 
line listing 
form to report 
to Province 
from each & 
every facility 
on a daily 
basis. 

• Reported to 
cholera task 
team weekly 
summary. 

� Database 
functional 
including 24-
hour reporting 
system and 
G.I.S. to track 
trends of
infection. 

 

- Infection Control 
guidelines 
developed &
distributed 

• Daily reports 
of media 
releases and 
to National 

� Developed 
Provincial case 
management 
guidelines. 

� Distributed to 
all facilities & 
monitored their 
use. 

� Training 
session 
conducted on 
Case 
management/S
urveillance for 
all districts. 

 � Mobile 
phones and 
other radios 
installed to 
improve 
communicati
on 

-  Monitored 
implementation 

� Rehydration 
Centres; 

- 46 at peak 
-None currently 
� Water tanks 

installed – 
339. 

� Tankers 
providing 
water – 105  

� 90 Vehicles 
hired  
(transport 
staff to 
rehydration 
centres and 
H.E). 

♦ Distribution of leaflet 
&   
Posters 

♦ Educational 
messages in;  

- Electronic media - 
      Radio 
– In print media – 

newspapers 
♦ Street theatre 
♦ Demonstration on 

water purification/ 
making of 
rehydration solution. 

♦ Health Education 
– group discussion 
– one to one 

discussion 
– house to house 

visits 
– talks at 

clinics/hospitals/rehy
dration 
centres/community 

1. Provision of 
safe water 
supply to most 
affected 
communities. 

2. Provision of 
toilet facilities 
at public
gatherings 
(Shembe, 
Judea) 

 ♦ NGOs – (List 
attached) 

3. Distribution of 
Jik to 
communities 
on continuous 
basis. 
(affected 
communities)  

♦ Gained WHO 
support 
(Epidemiologist), 
Technical support 
on-going basis 
and based at 
KZN) 

♦ Other 
Departments 
– Water Affairs 
– Local 

Government 
– Education 



Health.   halls/traditional
healers/traditional 
leaders/ 

        NGO’s,                      
CBO’s 
♦ Monitoring of rivers 

and streams 
(sampling and 
testing) 

♦ Distribution of 
information at 

– Mayor Toll plazas 
during peak holiday 
periods 

– vendors 
– shebeens 
– Taxi parks/bus 

parks 
– Spaza shops 
– pension pay-out 

points 
♦ Protection of springs 

and boreholes. 
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FORWARD PLANNING; ISSUES AND RECOMMENDATIONS 

RECOMMENDATIONS  

ISSUES 
IMMEDIATE 

ONGOING 

INTERMEDIATE 
 SEPT. – DEC.  2001 

LONG – TERM 
JANUARY 2002 ONWARDS 

1. General 
 

  

a) Cholera found despite 
the  
Provision of toilets & 
safe water supply. 

Review the Health education strategy; 
(Cultural sensitive & acceptable methodology 
to be developed with community 
participation.) 

� Health policy toward; Healthy 
environment (safe disposal of 
solid and liquid waste.) 

� Food hygiene 

� Research on diarrhoeal diseases 
epidemic 

� Identification of risk factors for 
diarrhoeal diseases 

b) Low accessibility of ORS 
(pre-packed) in the
community 

 � PHC facilities. 
Distribution of ORS to all; 

� CHWs 
 

♦ To develop sustainable 
distribution mechanisms 
– Shops / spazas in 

community 
– Clinics, Vehicles, CHC 

• To monitor and evaluate 
distribution 
In Shops / spazas in community. 

2. Surveillance    
a) Strengthening � Further distribution and ensure utilization 

of standard guidelines; case definition, 
assessment & treatment of cholera cases. 

� Regular technical support, supervision & 
monitoring of health facilities. 

� Refresher training of staff on cholera 
management. 

� Institutions  

� Review guidelines for
diagnosis & Treatment. 

 Capacity building on epidemic 
preparedness and response to 
unaffected areas. � Capacity building on epidemic 

preparedness and response 
in affected and at risk areas. 

b) Data management & 
utilization 

� District to identify surveillance focal 
person to compile, analyze data on daily 
and weekly basis and report to the health 
facilities and the communities, JOCs for 
appropriate action & feed back. 

� On spot training of personnel for data 
management. 

� District to produce updates 
monthly, quarterly, half yearly 
and annually. 

� Training of staff on integrated 
disease surveillance & data 
management. 

� District to collect, compile and 
manage comprehensive data as 
well as produce comprehensive 
report. 

� Districts to use data for 
comprehensive planning. 

c) Causative organisms for 
other diarrhoeal diseases 

Weekly testing of stool samples from 
suspected cases that turnout to be negative 
for cholera (in order to compile disease 
profile). 
 

-Establish laboratory based 
surveillance system (sentinel 
sites) for all diarrhoeal diseases. 
- Produce updates on profile of 
causative agents & drug 
sensitivity patterns. 

Establish & provide technical support 
supervision to laboratory based 
surveillance system (sentinel sites) for 
all diarrhoeal diseases 
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d) Community deaths not 
reported at district level 

 Community based disease
surveillance system. 

  Community based disease surveillance 
system 

– Verbal Autopsy – Verbal Autopsy 
3. Case management    
Inadequate infection 
control procedures 

• Avail universal infection control 
guidelines. 

• Refresher training of staff on infection 
control procedures. 

• Availability of infection control materials in 
treatment centres. 

• Regular technical support supervision & 
monitoring. 

• Regular monitoring of
infection control procedures 
in Health facilities. 

 Regular monitoring of infection control 
procedures in Health facilities. 

• Evaluation 

High proportion of
patients with some-
severe degrees of 
dehydration. 

 Promote ORT in homes and Health facilities. 
Education on when to seek medical care. 

Promote ORT in homes and 
Health facilities. 
Education on when to seek 
medical care. 

Promote ORT in homes and Health 
facilities. 
Education on when to seek medical 
care. 

4.Breaking chain of 
transmission 

   

a) Minimal active
participation of
communities in control of 
the epidemic. 

 
 

Involvement of the communities in cholera 
control activities 

Capacity building for active 
participation in epidemics control 
– through partnership with 
communities (sensitization of 
community leaders-Amakhozi, 
Indunas, youth leaders etc) 

Capacity building for active 
participation in epidemics control. 

 Establishment/ Strengthening of committees 
for cholera control at community level, 
strengthened by Health assistants and EHOs/ 
CHWs 

Establishment/ Strengthening of 
committees for cholera control at 
community level, strengthened by 
Health assistants and 
EHOs/CHWs 

 

b) Inadequate safe water 
supplies & sanitation 
facilities in schools 

EHO to work closely with District Education 
Department (DED) to improve safe coverage 
of water and sanitary conditions in schools. 
- PHC coordinators to support. 

EHO to work closely with District 
Education Department to improve 
coverage of safe water and 
sanitary conditions in schools. 

School health Nurses and EHOs to 
monitor and evaluate sanitation and 
water supply at schools. 

c) Unhygienic practices in 
the communities (use of 
unsafe water, dirty & 
uncovered containers, 
and poor personal
hygiene.) 

 
-Provision of safe water supplies in affected & 
at risk communities. 

-Strengthen Health education. 
-Involvement of local committees and CHWs 
to monitor. 

-Evaluation of HE &P activities for cholera & 
other diarrhoeal diseases control in the 

Strengthen Health education. 
Involvement of local committees 
and CHWs to monitor. 
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province. 
5. Coordination    
a) Work-plans To develop & implement epidemic control 

work-plans at District & sub-district levels. 
Monitoring of the implementation 
of the work-plan. 

Evaluation 

b) Few and irregular JOC 
meetings. 

Meetings; 
Weekly in affected districts/sub districts. 
Fortnightly in other non-affected districts/sub 
districts. 
Assign working subcommittees and specific 
roles that could be reported on among other 
issues during routine meetings. 

• Regular meetings for effective 
epidemic control & 
strengthening Epidemic 
preparedness and response 
(EPR) 

• Monitoring of activities 

 

c) Lack of collaboration 
between Health facilities. 

All health facilities to be coordinated to 
improve efficiency 

Development of policy guidelines 
regulating Health facility linkages 
both within and outside the 
district. Monitoring of this 
regulation. 

Development of policy guidelines 
regulating Health facility linkages both 
within and outside the district. 
Evaluation of the guidelines. 

d)  CHWs not coordinated CHWs should be coordinated within the 
District Health services & epidemic control 
programmes. 

CHWs should be coordinated 
within the District Health services 
& epidemic control programmes. 

 

 
e) Inadequate
collaboration between
different Departments in 
cholera control. 

 
 

- Strengthen multisectoral participation in 
cholera control, as cause of the disease is 
multifactorial. 

 

(Include at least; DOH, Water Dept., Local & 
Traditional. Affairs, Education, Works & 
Housing). 
- Assign working sub-committees and specific 
roles that could be reported on among other 
issues during routine meetings etc. 
 

 
Establish multisectorial
collaboration for epidemic control 
and social-economic
development. 

 

 

Sustain multisectoral collaboration for 
epidemic control and socio-economic 
development. 

 

 
6.Poverty 
 

 
• Regular meetings for effective epidemic 

control & strengthening Epidemic 
preparedness and response (EPR) 

 
• Poverty alleviation through skills 

development (e.g. grow vegetables, fruit, 
other quick maturing crops, rearing 
animals for domestic use and economic 
growth.) 

 
• Poverty alleviation through 

skills development (e.g. grow 
vegetables, fruit, other quick 
maturing crops, rearing 
animals for domestic use and 
economic growth.) 

• Education facilities for 
communities especially
women & youths. 

 
• Education facilities for communities 

especially women & youths. 

 
• Poverty alleviation through skills 

development (e.g. grow 
vegetables, fruit. other quick 
maturing crops, rearing animals for 
domestic use and economic 
growth.) 

• Local Lenders to negotiate with 
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• Local Leaders to negotiate with land bank 

for distribution of unutilized vacant land in 
communities in order to make organized 
development. 

 

• Local Leaders to negotiate 
with land bank for distribution 
of unutilized vacant land in 
communities in order to make 
organized development. 

• Technical and logistics (soil 
testing, farming machinery, 
improved seeds & breeds of 
animals for farming) 

• Regular meetings for effective 
epidemic control & 
strengthening Epidemic 
preparedness and response 
(EPR) 

• Monitoring of activities. 
 

land bank for distribution of 
unutilized vacant land of 
communities in order to make 
organized development. 

• Technical and logistics (soil 
testing, tractors, improved seeds & 
breeds of animals for farming) 
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Weekly Distribution of Cholera Cases & Deaths in the KZN Region from the 07 Aug'00 - 11 Nov'01
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Weekly Distribution of Cholera Cases in the KZN Region from 07 Aug'00 - 11 Nov'01
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Weekly Distrbution of Cholera Cases & Deaths in the Jozini Region from the 07 
Aug'00 - 11 Nov'01
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Weekly Distribution of Cholera Cases in the KZN Region from the 07 Aug'00 - 11 Aug'01
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