
Cholera Toolkit
UNICEF  



Cholera Toolkit
UNICEF  

UNICEF - Programme Division 
3 United Nations Plaza 
New York, NY 10017 USA 
www.unicef.org

Commentaries represent the personal views of the authors and do not necessarily reflect 
the positions of the United Nations Children’s Fund.

The designations employed in this publication and the presentation of the material do 
not imply on the part of the United Nations Children’s Fund (UNICEF) the expression of 
any opinion whatsoever concerning the legal status of any country or territory, or of its 
authorities or the delimitations of its frontiers.

This document is accompanied by a USB 
device containing the three components 
of the UNICEF Cholera Toolkit: the Main 
Document, the Annexes and Additional 
resources. These components are meant to 
work together to make the best use of the Toolkit.

2013

Cholera_Toolkit_e-library.html


6
7

8
9

10
5

4
3

2
1

1. Introduction. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 6
1.1. Background to the Toolkit . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .6
1.2. UNICEF’s roles and responsibilities . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .7
1.3. Purpose, target audience and structure of the Toolkit . . . . . . . . . . . . .10

2. Cholera – the basics  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . 12
2.1. Overview of Chapter 2 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .12
2.2. Cholera: history, classifications and mechanism of action . . . . . . . . . . .13
2.3. Epidemiology & risk factors  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .15

3. Understanding the situation and monitoring . . . . . . . . . . . . . . . . . . . . . . 24
3.1. Overview of Chapter 3 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .24
3.2. Cholera-related assessment and monitoring . . . . . . . . . . . . . . . . . . . . . . . .25
3.3. Determining an outbreak and its magnitude and scale  . . . . . . . . . . . . . .26
3.4. Monitoring when there are no cases  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 39

4. Cholera prevention . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 40
4.1. Overview of Chapter 4 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 40
4.2.  How to prevent cholera through improved water,  

sanitation and hygiene  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .41
4.3. Use of cholera vaccines . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 46
4.4.  Incorporating cholera prevention into development /  

regular programming . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .48

5.  Coordination, responsibilities and  
information management . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 52

5.1. Overview of Chapter 5 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .52
5.2. Co-ordination for cholera prevention, preparedness and response  . . . . . .53
5.3. Stakeholder responsibilities related to cholera  . . . . . . . . . . . . . . . . . . . . . 64
5.4. Data and Information Management . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .70

6. Cholera preparedness  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 74
6.1. Overview  of Chapter 6  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .74
6.2. National policies, strategies and guidelines  . . . . . . . . . . . . . . . . . . . . . . . . .76
6.3. Preparedness & response planning . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .76
6.4. Human resources . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .81
6.5. Supplies / stockpiles  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 85
6.6. Resource mobilization . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 86

7.  Communicating for cholera preparedness  
and response  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 90

7.1. Overview of Chapter 7 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 90
7.2. Introduction to communication for cholera . . . . . . . . . . . . . . . . . . . . . . . . . .91
7.3. How to develop a communication strategy and plan  . . . . . . . . . . . . . . . 93
7.4.  Developing messages; visual aids, relevant IEC and other 

communication materials . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 102
7.5. Mobilising for community action. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 105

8.  Case management and infection control in  
health facilities and treatment sites  . . . . . . . . . . . . . . . . . . . . . . . . . . . . 110

8.1. Overview of Chapter 8 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .110
8.2. Clinical assessment . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .112
8.3. Treatment. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .114
8.4. Health facilities and treatment sites  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 126
8.5.  Information for patients and their caregivers, psychosocial  

support and protection.  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 135

9. Community focussed interventions . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 138
9.1. Overview of Chapter 9 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 138
9.2.  Improving access to adequate quantity and quality of  

safe water supplies  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 144
9.3. Improving food safety and hygiene . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 147
9.4. Improving access to and use of safe excreta disposal . . . . . . . . . . . . . 148
9.5. Improving handwashing practices . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 150
9.6.  Disinfection of vomit and faeces in households  

and transport vehicles . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 151
9.7. Promotion of safe handling of the dead . . . . . . . . . . . . . . . . . . . . . . . . . . . 153
9.8. Provision of supplies / Non-food items . . . . . . . . . . . . . . . . . . . . . . . . . . . . 154
9.9. Good environmental hygiene in markets and other public places . . . . . 155
9.10. Cholera response in institutions and other public settings . . . . . . . . . 156
9.11. Community Case Management  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 157
9.12. Accountability to communities  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 161

10.  UNICEF procedures for emergency preparedness  
and response  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 162

10.1. Overview of Chapter 10 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 162
10.2. Human resources . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 163
10.3.  UNICEF implementation arrangements for general  

emergency response . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 168
10.4. UNICEF supply procurement . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 173
10.5. Resource mobilization . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 176

Contents



6
7

8
9

10
5

4
3

2
1

The UNICEF Cholera Toolkit was developed by UNICEF Programme Division (PD) Health 
and WASH sections with input from Communications for Development (C4D), Nutrition, 
Child Protection, Education, Office of Emergency Programmes (EMOPS), Supply 
Division (SD) and the Regional Offices (RO) and Country Offices (CO). 

The following UNICEF staff was involved in the development and review of this 
document and their contribution is gratefully acknowledged: Heather Papowitz, Jesus 
Trelles, Cecilia Sanchez Bodas, Andrew Parker, and Patricia Portela Souza.

The Toolkit has been derived through a compilation of existing global, regional and national 
level guidance and tools from multiple sources and adapted for use by UNICEF Country 
Offices. UNICEF would like to acknowledge the outstanding work done by the consultant 
team who developed the draft versions of the main Toolkit document, associated Annexes 
and Additional resources, Sarah House (Independent Consultant), Dr. Ron Waldman 
(George Washington University) and Suzanne Ferron (Independent Consultant).

The Toolkit was developed through significant review of existing guidance and tools, 
consultation with experts and a validation workshop to provide country level input. The 
validation workshop was held in Zimbabwe in August 2012 with participation and input 
from UNICEF Health, WASH, Communications and staff from Zimbabwe, Nigeria, Zambia, 
Burundi, South Sudan, Somalia and Haiti, UNICEF West and Central Africa and East and 
Southern Africa Regional Offices as well as participation from partners, the Centers for 
Disease Control and Prevention (CDC), the World Health Organization (WHO) and Oxfam. 

In addition, the draft version of the Toolkit was shared with the following partners 
for input: WHO, CDC, Medecins Sans Frontieres (MSF), the International Centre for 
Diarrhoeal Disease Research, Bangladesh (ICDDR,B), Oxfam, Action Contre la Faim 
(ACF), the Water, Engineering and Development Centre, Loughborough University 
(WEDC) and International Federation of Red Cross and Red Crescent Societies (IFRC).

UNICEF would like to acknowledge the significant technical review and contributions 
provided by Filipo Busti (ACF), Julie Gauthier (ACF), Eric Mintz (CDC), Tom Hadzel (CDC), 
Susan Cookson (CDC), Mark Pietroni (formerly Medical Director ICDDR,B, Dhaka, 
Bangladesh ) Amanda McClelland (IFRC), William Carter (IFRC), David Sack (Johns Hopkins 
School of Public Health) Jean-Francois Fesselet (MSF), Andy Bastable (Oxfam GB), Foyeke 
Tolani (Oxfam GB), Marion O-Reilly (Oxfam GB), Elizabeth Lamond (Oxfam GB), Erin Boyd 
(UNICEF), Mendy Marsh (UNICEF), Saji Thomas (UNICEF), Kit Dyer (UNICEF), Donatella 
Massai (UNICEF), Francois Bellet (UNICEF), Ilham Abdelhai-Nour (UNICEF), Fabio Friscia 
(UNICEF), William Fellows (UNICEF), Mike Smith (WEDC) Peter Mala (WHO), Margaret 
Montgomery (WHO), Claire-Lise Chaignat (WHO), Bruce Gordon (WHO), Eric Fewster 
(Independent Consultant), and Jan Heeger (Independent Consultant). We would also want 
to acknowledge the contribution to the edition and design made respectively by Jim Protos 
and Steven Bornholtz (independent consultants).
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1.1 Background to the Toolkit
Cholera is on the rise with an estimated 1.4 billion people at risk 
in endemic countries and an estimated 3 million to 5 million cases 
and 100,000-120,000 deaths per year worldwide.1 In many endemic 
countries, children under 5 account for more than half of the global 
incidence and deaths. Cholera has remained endemic in some Asian 
countries for centuries, has become endemic in an increasing number of 
African countries with epidemics throughout the years, and has recently 
returned to the Americas with on-going transmission in Haiti and the 
Dominican Republic. New, more virulent and drug-resistant strains of 
Vibrio cholerae continue to emerge, and the frequency of large protracted 
outbreaks with high case fatality ratios has increased, reflecting the lack 
of early detection, prevention and access to timely health care. These 
trends are concerning, signal a growing public health emergency and 
have gained the interest and investment of UNICEF at all levels.

1  WHO. Cholera – Fact Sheet N° 107. 
  
Geneva, Switzerland, World Health  

Organization. (2011d). 

UNICEF currently provides strategic technical support and guidance, surge 
capacity, training, supplies and logistical support for cholera and diarrhoeal 
disease outbreak prevention, preparedness and response worldwide. Its 
multi-sector approach – health, water, sanitation and hygiene (WASH), 
nutrition, education, protection and other sectors as well as services for 
emergency operations and supply management– offers the possibility of 
an integrated effort towards risk reduction, preparedness, capacity building 
and response in cholera and diarrhoeal disease outbreaks. 

Multiple resources – both internal and external – are compiled and 
consolidated in this UNICEF Cholera Toolkit, to make them easily 
accessible and widely available for use by UNICEF and partners globally.

Summary of Annexes

Annex 1A UNICEF’s mandate and guiding principles 

1.2 UNICEF’s roles and responsibilities 
UNICEF supports child survival and development, mainly focussing 
on the sectoral areas of Child Protection, Education, Nutrition, Health, 
Communications for Development (C4D) and Water, Sanitation and Hygiene 
(WASH). Its programmes comprise strategic and ‘upstream’ work including 
strengthening of governments and their systems and other national actors as 
well as ‘downstream’ programme implementation. Many country programmes 
work across the development – humanitarian spectrum and provide an 
opportunity to build capacity through risk-informed programming and 
preparedness for emergencies, including disease outbreaks such as cholera.

UNICEF works in countries at the request of national governments and by 
agreement with them. It works in support of and in partnership with national 
government institutions, local government, and a range of civil society and 
other organisations, such as NGOs and the Red Cross/Crescent Movement. 

1.2.1 Integrated cross-sectoral approach to cholera
To reduce the risks from cholera, including limiting the spread of outbreaks 
and preventing deaths, an integrated approach is needed with collaboration 
across the Health, WASH and other related sectors and crosscutting 
areas (such as C4D, Education, Nutrition, Child Protection) as well as key 
supporting services such as Emergency Programmes (EMOPS)  
and Supply Division (SD). 

Introduction
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For all cholera-related activities, UNICEF Health and WASH Sections at all 
levels should work closely together with other key sections, such as C4D and 
supporting services. See Annex 1A for an overview of UNICEF’s mandate, 
guiding principles and approaches.

UNICEF’s roles in cholera prevention, preparedness  
and response

Advocacy: 

• Advocate with partners to increase the visibility and resource  
mobilization for cholera control at all levels, including the work on 
prevention and preparedness. 

Co-ordination: 

• Provide support and technical input into national co-ordination 
mechanisms and taskforces through UNICEF’s relevant sectors: Health, 
WASH, Communications for Development (C4D), Nutrition, Education, 
Child Protection and supporting services, such as Supply Division 
(SD) and Office of Emergency Programmes (EMOPS). UNICEF’s Core 
Commitments for Children in Humanitarian Action (CCCs) includes its 
supporting role in sectoral co-ordination.

• Act in some cases as the relevant cluster lead (i.e., for WASH, Nutrition, 
Education) if the cluster system has been activated at the national level.

• Function as a key partner participating in sectoral (i.e., for Health, WASH, 
C4D, etc.) technical meetings and consultations at the global level. 

Assessments, planning and prioritisation:

• Contribute to the national cholera risk and needs assessment, as well as 
cholera preparedness and response planning.

• Especially in endemic countries, contribute and influence to identify 
cholera at-risk areas and to include cholera as a risk factor within the 
national definition of sectoral strategies, planning and prioritisation for all 
cholera related sectors (i.e. Health, WASH, C4D, etc.). 

Surveillance, early warning systems and alert mechanisms: 

• Support the Ministry of Health (MoH) and WHO to collect surveillance 
and early warning data through UNICEF Health and WASH programmes 
in country and across borders. 

• Support the MoH and WHO to implement an alert system and ensure 
rapid notification, verification and response from UNICEF WASH,  
Health and C4D programmes at minimum and key implementing 
partners for action. 

• Contribute to outbreak investigation through UNICEF Health and  
WASH programmes.

• Integrate cholera as part of UNICEF’s internal Early Warning/Early Action 
system to ensure preparedness and response to outbreaks are in place 
and considered as part of UNICEF’s responsibilities.

Service delivery: 

• Provide technical support with MoH, WHO and partners to develop 
guidelines and training materials or to ensure that existing guidelines and 
materials are operational.

• Support MoH, WHO, and partners to train national and international 
partners on all aspects of cholera management, including co-ordination, 
information management, surveillance, case management, WASH and 
C4D approaches.

• Identify, develop agreements with, support and build capacity of non-
governmental organizations (NGOs) to deliver services for surveillance, 
case management, C4D and WASH interventions.

• Provide supplies for setting up cholera treatment centres, case 
management and WASH interventions, including procurement locally, 
regionally or globally from SD, as well as shipping, storage and 
distribution of supplies in country.
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Communication (advocacy, behaviour change communication, communication for 
social change and social mobilization):

• Function as a key partner in co-ordination mechanisms for communication 
for behaviour and social changes and social mobilization interventions.

• Develop and implement risk communications and behaviour and 
social change communication strategies with government and key 
partners or ensure existing strategies are operational and support their 
implementation.

• Provide technical support to develop or use existing information, education 
and communication (IEC) messages and supporting materials, and to plan 
and implement campaigns. 

Cholera prevention and control in UNICEF’s regular programming: 

• Address cholera prevention and control as an opportunity and 
responsibility in UNICEF’s regular programming across all relevant sectors 
as an aid organisation that is present before, during and after cholera 
outbreak occurs. 

See Section 4.4 for additional details.

1.3 Purpose, target audience and structure of the Toolkit 

1.3.1 Purpose
The UNICEF Cholera Toolkit aims to provide UNICEF Offices, counterparts 
and partners with one source of information for prevention (or risk reduction) 
and control of cholera outbreaks, preparedness, response and recovery – 
including integration with regular/development programmes.

The Toolkit provides guidance primarily for the Health and WASH sectors; 
nevertheless guidelines are presented in an integrated manner, to avoid 
the continuation of ‘silo’ approaches for cholera prevention, preparedness 
and response. In addition, the Toolkit includes specific content linked to 
Education, Nutrition, C4D, Child Protection and other relevant sectors.

1.3.2  Target audience
The primary target audience for this Toolkit is UNICEF staff at all levels and 
across all divisions and sections in the UNICEF Country, Regional and HQ 
Offices. It may however also be useful for government counterparts and 
partners such as NGOs, UN and Civil Society Organisations (CSOs) working 
in cholera prevention, preparedness and response. 

1.3.3 Structure of the Toolkit 
The Toolkit comprises this ‘Main Document’, a series of ‘Annexes’ (templates, 
checklists, spread sheets and more detailed reference information available 
only in electronic copy) and a selection of ‘Additional Resources’ (an electronic 
library including published papers, IEC materials, cholera guidelines, training 
packages, examples of mapping and a range of other practical information, 
available in the companion USB). Links to web-based resources are included 
throughout the electronic version of the Main Document.

Key resources mentioned across the ‘Main Document’ and ‘Annexes’ are 
linked to the website where this additional information is available and/or to 
the companion USB. For accessing the documents in the companion USB, 
click on the icon  next to the document.

KEY RESOURCES

 UNICEF, Delivering better results for children: A handy guide on UN coherence (2010). 

 UNICEF, UNICEF water, sanitation and hygiene strategies for 2006-2015 (2005). 

 UNICEF, UNICEF joint health and nutrition strategies for 2006-2015 (2005). 

 UNICEF, Core Commitments for Children in Humanitarian Action (2010). 
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2.1 Overview of Chapter 2
This chapter provides important background and contextual information 
for understanding the types and characteristics of cholera bacteria, the 
mechanism for infection, means of transmission and risk factors, and 
gender and age considerations for infection.

Summary of Annexes

Annex 2A Vibrio cholera - ecology data 

Annex 2B Common misunderstandings about cholera

2.2  Cholera: history, classifications and mechanism  
of action

2.2.1 History and classifications
Cholera is one form of acute, watery diarrhoea, a symptom that can 
be caused by any number of bacteria, viruses and parasites. Cholera 
is caused by a bacterium (gram-negative rod), Vibrio cholerae. There 
are about 200 serogroups of V. cholerae, but only two, V. cholerae O1 
and O139 are known to cause the specific disease known as cholera.2 

Serogroup O1 is further divided into three serotypes, Inaba, Ogawa, and 
the rare Hikojima and into two biotypes, classical and El Tor. 

In its most severe form, cholera is one of the swiftest lethal infectious 
diseases known –characterized by an explosive outpouring of fluid and 
electrolytes within hours of infection that, if not treated appropriately, can lead 
to death within hours. In places where drinking water is unprotected from 
faecal contamination, cholera can spread with stunning speed through entire 
populations. These two characteristics of cholera have yielded a reputation that 
evokes fear and often panic. However, with prompt and appropriate treatment, 
mortality can be kept low. Furthermore, cholera outbreaks can be prevented or 
controlled through a combination of public health interventions, predominately 
through disease surveillance and early warning, provision of safe water, 
adequate sanitation, health and hygiene promotion and early detection, 
prevention interventions, including oral cholera vaccine, and treatment. 

To date, there have been seven cholera pandemics, six of which have been 
most likely due to the classical biotype. The current pandemic began on the 
Indonesian island of Sulawesi in 1961 and resulted from the El Tor biotype. 
During this current pandemic, the classical form seems to have been 
almost entirely replaced by El Tor, which survives well on zooplankton and 
other aqueous flora and fauna. This fact is commonly cited as one reason 
for the persistence of the current pandemic, along with the fact that El Tor 
evokes less durable immunity than does the classical biotype. 

2 The letter ‘O’ refers to the serogroup-specific lipopolysaccharide cell wall (O) antigen.
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From a clinical standpoint, cholera caused by the El Tor biotype has a higher 
proportion of asymptomatic cases, who are silent excretors of infectious 
V. cholerae. However, most experts agree that recently the proportion of 
all cases of symptomatic cholera presenting with severe dehydration has 
increased and that this trend is attributable to the emergence of a variant 
strain of El Tor that produces the classical cholera toxin. Generally, the 
majority of people infected are asymptomatic (approximately 75 per cent). 
Of the symptomatic cases (25 per cent), a minority leads to severe cholera 
(20 per cent of those with symptoms, or 5 per cent of all infected cases) 
with a greater proportion presenting mild to moderate disease (80 per cent 
of those with symptoms, or 20 per cent of all infected).

2.2.2 Mechanism of action
It is very important to understand that the cholera bacterium itself is not 
responsible for disease; it does not invade the cells of the bowel wall, 
nor does it cause any destruction of the intestine or cross the intestinal 
barrier. Its behaviour differs from the bacterium that causes shigellosis, for 
example, which crosses the intestine, invades intestinal cells and causes 
an inflammatory response, all of which result in a bloody diarrhoea that is 
distinct from the watery diarrhoea that characterizes cholera. 

Vibrio cholerae acts by attaching to cells that line the intestine where it 
produces a toxin that interferes with the normal cellular processes of 
absorption and secretion of fluid and electrolytes. Specifically, the cholera 
toxin activates an enzyme system that helps regulate the flow of fluid and 
electrolytes across the bowel wall and ’locks‘ a part of what is normally a  
bi-directional ’pumping‘ mechanism into a one-way outflow position. 
Secretion of fluid therefore exceeds absorption, leading to a potentially 
massive depletion of fluid and electrolytes from the body, causing 
dehydration. Up to 50 per cent of infected people could develop severe 
dehydration with high mortality risk if left untreated. The diagram in  
Figure 1 demonstrates this mechanism and explains why the fundamental 
principle of cholera treatment is rapid replacement of fluid and electrolytes 
lost. If replacement is handled efficiently and effectively, mortality can be 
kept to less than one per cent of those displaying clinical symptoms. 

The incubation period for cholera ranges between 12 hours and five days, a 
relatively short period allowing for quick progression to onset of symptoms, 
shedding of the bacteria and transmission, and resulting in explosive outbreaks. 
The duration of the disease lasts as little as one day and up to one week in 
rare cases, with the usual duration being three days until the diarrhoea stops. 
Shedding of bacteria, however, continues in symptomatic patients from two 
days to two weeks and in asymptomatic ones for a few days. 
 
Additional detail on the mechanism of cholera can be found in an animated 
online presentation produced by the Department of Microbiology and 
Immunology at the University of Rochester. See lifesciences.envmed.
rochester.edu/curriculum/SEPAClass/MM.swf

2.3 Epidemiology & risk factors 

2.3.1 Epidemiology
According to the World Health Organization (WHO), the number of reported 
cases of cholera has increased over four fold since 2000. In 2011, 58 
countries reported a total of 589,854 cases and 7816 deaths to the WHO. 
However, this number is considered to be a significant underestimate due to 
poor surveillance and underreporting. Nevertheless, cholera is on the rise with 
an estimated 1.4 billion people at risk in endemic countries and an estimated  
3 million to 5 million cases and 100,000-120,000 deaths per year worldwide.3 

3  WHO. (2011d). Cholera – Fact Sheet N° 107. Geneva, 
  
Switzerland, World Health Organization. 

FIGURE 1 

Bowel wall

cAMP

More secretion of chloride

Less absorption of sodium

Water, potassium, & 
bicarbonate flow into 
the bowelsWatery stool with 

sodium, potassium, 
chloride & bicarbonate

Secretory Diarrhea

Vibrios

Attaches

Activates
Produces  

Toxin

ATP

Source: Adapted from CDC

Mechanism of cholera action

2
C

h
o

le
ra

 –
 t

h
e 

b
as

ic
s

1

TOC

7

8

9

10

6

5

4

3

14 15

http://lifesciences.envmed.rochester.edu/curriculum/SEPAClass/MM.swf
http://lifesciences.envmed.rochester.edu/curriculum/SEPAClass/MM.swf
http://lifesciences.envmed.rochester.edu/curriculum/SEPAClass/MM.swf
http://lifesciences.envmed.rochester.edu/curriculum/SEPAClass/MM.swf
http://www.who.int/mediacentre/factsheets/fs107/en/index.html
Resources/Chapter_1_intro/01_WHO_Cholera_Fact_sheet_107_July_2012.pdf

