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Background
Cholera is not new to Africa. The seventh cholera pandemic 
reached the continent’s shores in 1971, and since then, the dis-
ease has spread rapidly and is now endemic in several coun-
tries.1 According to the World Health Organization (WHO) 
data, more than 2.6 million cases and 60 000 deaths due to the 
disease have been recorded in the last 20 years (Figure 1), most 
of them in the sub-Saharan region of the continent (Figure 
2).2,3 Case Fatality Ratio (CFR) remains consistently above the 
WHO-recommended 1% (yearly average of 2.2%), with an 
average of 23 countries affected yearly (Figures 1 and 3).3,4 
Between 1 January 2022 to 16 July 2023, 14 African countries 
reported more than 213 443 cases and 3951 deaths (CFR, 1.9%) 
of the disease.5 The African Regional Office of WHO (WHO/
AFRO) issued an alert on the escalating situation on 9 February 
2023.6 Mintz and Guerrant have aptly described this burgeon-
ing cholera situation in Africa as “a lion in our village” due to the 
unacceptable levels of morbidity and mortality associated with 
the disease.7 Apart from the loss of lives, the disease causes mas-
sive economic losses, which further retard socioeconomic 

development in Africa.8 Mogasale et al estimated an economic 
burden of US$130 million from cholera-related illness and its 
treatment in 44 African countries in 2015.9 The repeated chol-
era outbreaks in several African countries point to the inability 
of the countries to eliminate endemic cholera while the persis-
tently high CFR points to either inability to access good health 
care, poor health-seeking behaviors or poor management of 
cholera cases during outbreaks.

Cholera is an acute diarrheal infection which is acquired 
through the ingestion of water or food that are contaminated 
by the cholera-toxin-producing strains of a bacteria known as 
Vibrio cholerae, namely serogroups 01 (divided into biotypes El Tor 
and Classical 01 both of which are divided into Ogawa and Inaba 
serotypes) and 0139. It has distinctive clinical presentations and 
can easily be diagnosed in the remotest of villages, even by a 
layperson. Although most patients are asymptomatic, 1 out of 
10 present with vomiting, watery diarrhea, and dehydration, 
which could rapidly result in hypovolemic shock and death if 
not promptly treated.10 Risk factors for transmission of the dis-
ease include, among others, consumption of contaminated 
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Figure 1. Epidemiology of Cholera in Africa: 2002-2022.

Figure 2. Cholera incidence per 100 000 population in Africa: 2002-2021.
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water or food, lack of access to safe sanitation, inadequate 
handwashing, especially after using the toilet, increased rain-
fall, flooding, and lack of good drainage.11-16 Outbreak preven-
tion and control are through the provision of adequate 
quantities of safe drinking water and improved sanitation to 
affected populations, enhancing personal hygiene and clinical 
management of cases. An oral cholera vaccine has been intro-
duced and rolled out widely to prevent the spread of ongoing 
epidemics to unaffected areas and prevent epidemics in human-
itarian settings.17-19 As a renewed effort to curb the scourge of 
the disease, the Global Taskforce on Cholera Control devel-
oped a global strategy for cholera control in 2017, with a 2030 
target for a 90% reduction in cases and deaths, and elimination 
in 20 countries, and is currently supporting countries including 
those of Africa to implement the strategy.20 Several African-
led initiatives to scale up the prevention and control of the dis-
ease have been implemented with some success. For instance, 
in 2018, the 68th WHO regional committee for Africa adopted 
and is supporting all African Member States to scale up the 
global strategy implementation.21 While in March 2023, a 
high-level ministerial conference resolved to scale up cholera 
preparedness and response on the continent.22

Despite these ongoing initiatives and the ample under-
standing of the behavior of this well-known “lion,” why have 
African countries been unable to prevent it from killing its 
people? We agree with several researchers who have attributed 

the chronic cholera situation to, among other reasons, the 
increasing incidences of drought, flooding, conflicts, and popu-
lation displacement on the continent.23-25 Nevertheless, we 
posit that other underlying issues continue to fuel the sustained 
incidence of cholera on the continent. In this perspective arti-
cle, based on the evidence in the literature and our experiences 
in managing cholera epidemics in Africa at the strategic and 
operational level, we discuss the underlying socioeconomic and 
related reasons why there is a sustained incidence of the dis-
ease. We approached this from 2 perspectives: (1) Why is 
Africa unable to prevent cholera outbreaks from occurring? 
and (2) Why are African countries unable to control cholera 
outbreaks in a timely manner? We conclude by proposing prac-
tical recommendations for addressing this scourge.

Why is Africa Unable to Prevent Cholera Outbreaks 
From Occurring?
In our view, the deteriorating cholera situation is largely due to 
the pervasively poor socioeconomic development, which con-
tinues to fuel inequitable distribution and access to the social 
services that determine health outcomes such as water, sanita-
tion, education, good housing, and healthcare on the conti-
nent.26-29 A good example is the 2008/2009 cholera outbreak 
in Zimbabwe, which occurred within the context of a socio-
economic crisis in the country, resulting in the breakdown of 
the aging water and sanitation system of the country’s capital 

Figure 3. Cholera case fatality rate in Africa: 2002-2021.
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city of Harare.30 This observation is corroborated by Talavera 
and Perez who demonstrated that cholera affects low-income 
countries more than countries with middle or high-income.31 
As a direct effect of poor socioeconomic development, the 
water and sanitation situation on the continent is dire. A 2020 
estimate showed that only 27% of the population used safely 
managed sanitation, 39% used safely managed drinking water 
and 37% had access to basic hygiene.32 Safe water supply and 
modern sewage disposal systems are either unavailable or der-
elict and unable to keep pace with population needs in many 
African countries. They are poorly maintained where they 
exist, resulting in disruptions contaminating drinking water 
sources, particularly in the aftermath of natural hazards.33 
Unfortunately, most African countries have largely approached 
these developmental challenges from an emergency lens within 
the context of cholera outbreak control. The emphasis has been 
on short-lived emergency-focused cholera prevention and con-
trol programs that do not address the underlying longer-term 
developmental problems associated with transmitting the dis-
ease. For instance, the funds used to implement short-term 
water and sanitation measures such as water trucking, procure-
ment and distribution of water containers, and chlorine tablets 
over the years could have been better utilized to implement 
more effective long-term interventions aimed at providing safe 
water and sanitation facilities to communities in a sustainable 
manner. Another example is the risk factors for outbreaks, such 
as poor drainage systems, which often result in flooding during 
heavy rains but are hardly addressed by short-term cholera pre-
paredness programs.

Another challenge for cholera prevention and control in 
Africa is rapid urbanization due to rural-to-urban drift and 
poor urban planning, which fuels the mushrooming of urban 
slums without a commensurate expansion in social services. 
Living conditions in these urban slums are usually extremely 
poor, with inequity in access to water and sanitation. 
Furthermore, poor housing and pervasive poverty, which are 
hallmarks of life in these unplanned urban settlements, create 
fertile grounds for disease outbreaks. Therefore, it is unsurpris-
ing that most cholera outbreaks on the continent often start in 
densely populated urban areas with gradual spread to the rural 
areas. This trend has been observed in Zambia, Nigeria, 
Zimbabwe, Tanzania, Kenya, and other countries.14,34-36 Finn 
and Cobbinah drew attention to the interface between infor-
mality in urban settlements and climate change and how these 
can potentiate each other.37 This further increases the risk of 
cholera outbreaks in urban slums.

Patel et al identified the elements of a resilient community, 
including the availability of community resources, effective 
communication, local knowledge, training, and education.38 
Thus, household and community resilience are critical in pre-
venting disease outbreaks, including cholera. Resilient house-
holds and communities would be able to resist, absorb and 
recover from the risks and effects of cholera outbreaks in a 

timely and efficient manner, thus preventing recurrent out-
breaks. Unfortunately, this is not the case in most African com-
munities. For instance, while a critical intervention for 
preventing cholera infection is handwashing with soap, many 
households in Africa lack access to drinking water, let  alone 
water for handwashing. Where water is available, the house-
holds may be unable to afford soap. Lack of local knowledge 
and effective communication about cholera risks increases the 
risk of infection, undetected outbreaks, and lack of prevention 
at the household and community levels. While these challenges 
are not limited to cholera, they are critical in preventing other 
diseases such as COVID-19 and Ebola Virus Disease (EVD). 
Patel et  al also rightly identified health (including the pre-
existing status of health and access to healthcare services before, 
during and after emergency events) as one of the critical ele-
ments of a resilient community.38 Health conditions such as 
HIV, tuberculosis, malnutrition etc., which are prevalent in 
sub-Saharan Africa, are fertile grounds for sustaining out-
breaks such as cholera. The continent’s inadequate access to 
healthcare services further contributes to this challenge.

The relationship between low literacy, poverty (using house-
hold income as a measure), and inequality is undeniable, with 
low literacy almost always predicting lower income and exclu-
sion, including from information about opportunities for bet-
terment and resilience.39 Literacy influences recognition of 
health risks, health-seeking behavior and the ability of an indi-
vidual to make the right choices thus, literate individuals tend 
to enjoy better health and live longer.40 Female literacy has 
been demonstrated to positively impact the health of the family 
and particularly the health of children41 likewise, literacy is a 
major determinant of adult health.42 Leckebusch and 
Abdussalam demonstrated the association between literacy 
and cholera infection.43 They, like other researchers44-46 posit 
that adult literacy is inversely proportional to the number of 
cases and deaths of cholera. They further postulated that those 
with better literacy are more likely to make informed decisions 
to avoid contracting cholera and to seek healthcare when 
infected. Although Africa’s literacy levels have been on the 
increase in recent times, it is far behind those of other regions.47 
As of 2020, the average literacy level in sub-Saharan Africa was 
67%, below the global average of 87% with cholera endemic 
countries such as South Sudan with as low as 35% literacy rate. 
The low literacy levels in Africa are thus another plausible rea-
son cholera outbreaks continue to perpetuate in Africa. With 
such a low literacy level, recognizing and avoiding cholera risks, 
seeking appropriate and timely care, and comprehending chol-
era prevention messages becomes challenging.

Cholera has traditionally been viewed as a public health 
problem, which is a misnomer. It is, in fact, a multidimensional 
problem which requires multisectoral collaboration, coordina-
tion, and a multidisciplinary approach. While cholera out-
breaks may be primarily a public health issue, the key factors 
such as lack of safe water and good sanitation leading to them 
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are mostly under the purview of other sectors, as are the 
required financial resources that can be used to invest in these 
systems.48 Unfortunately, such multisectoral coordination and 
collaboration are often fragmented in African settings due to a 
lack of strategic and empowered political leadership which 
could facilitate such collaborations. Bennett et al listed, among 
others, suboptimal high-level political commitment, varied 
understanding of the problem at hand across sectors and com-
petition undermining collaboration as the challenges which 
hinder multisectoral collaborations.49 Perhaps one of the great-
est challenges in preventing cholera outbreaks in Africa is the 
lack of attention and funding for the disease compared to other 
equally important diseases of epidemic potential. For instance, 
a significant amount of resources are often committed to con-
trol outbreaks of diseases such as COVID-19 and EVD, yet 
cholera does not seem to receive the same attention although 
it’s magnitude and related economic burden far outweighs 
those of these other diseases.49

Why Are African Countries Unable to Timely 
Contain Cholera Outbreaks When They Occur?
Arguably, one of the most plausible reasons for the inability of 
African countries to timely and effectively contain cholera out-
breaks is the weak capacity to implement the International 
Health Regulations 2005 (IHR 2005). While good progress 
has been made in assessing the IHR (2005) core capacities and 
developing National Action Plans for Health Security 
(NAPHS), this has not translated into strengthening those 
capacities for more effective epidemic preparedness and 
response. As of April 2019, more than 80% of African coun-
tries had conducted joint external evaluations of their IHR 
core capacities and developed NAPHS in the sub-region.50 
However, the NAPHS, which is the main vehicle to address 
the gaps in the 19 technical core capacities of the IHR to pre-
vent, detect and respond to outbreaks in an integrated manner, 
remains largely unimplemented due to a lack of funding and 
poor prioritization. Rather, emergency preparedness funds are 
largely channeled to fund vertical preparedness programs for 
diseases such as EVD, COVID-19, etc. For instance, between 
2018 and 2019, the health partners in South Sudan spent over 
US$30 million to support an EVD disease preparedness pro-
gram at the detriment of the country’s NAPHS, which was 
budgeted at an estimated US$69 million for 5 years.51 This 
constituted a missed opportunity to strengthen national and 
sub-national health security.

Late detection and reporting of outbreaks are also critical 
challenges which have contributed to the high CFR of cholera 
in Africa in the last 20 years.52 This is largely due to weak sur-
veillance systems which fail to detect outbreaks on time. 
However, national authorities often delay declaring outbreaks 
due to social, political, and economic considerations. For 
instance, anecdotal evidence showed that the magnitude of the 
2008/2009 cholera outbreak in Zimbabwe was largely due to 

the late detection and declaration of the outbreak. By the time 
the outbreak was officially declared, over 11 000 cases and 
almost 500 deaths had occurred. This delay also constrained 
the intensification of the response efforts, which did not com-
mence until about 23 weeks after the first case was reported 
and by which time the peak of the outbreak had been surpassed. 
Similar experiences have been documented in South Sudan 
and elsewhere.53 Many countries that eventually declare out-
breaks refer to the disease as “Acute Watery Diarrhea” or 
“AWD” for economic and political reasons; this creates distor-
tions in response efforts.

Africa’s weak health systems also constrain timely and effec-
tive containment of outbreaks. Shortage and high attrition of 
healthcare workers, inadequate knowledge of the existing staff 
on cholera management and shortage of the required essential 
medicines often result in poor outbreak management, ulti-
mately resulting in high CFR.54 Other health system chal-
lenges include sub-optimal infection prevention and control 
practices in the health facilities and communities, disruption of 
the supply chain for medical supplies, inadequate financing of 
cholera response efforts and poor oversight, governance and 
coordination capacity. For example, during the 2008/2009 
cholera outbreak in Zimbabwe, the economic crisis at the time 
resulted in a breakdown of the country’s health systems with an 
acute shortage of staff and supplies.55 Similar situations have 
also been observed in South Sudan, a country that has been in 
a chronic humanitarian crisis for a very long time.56

Negative beliefs that prevent behavioral changes required 
for cholera prevention and control remain a critical problem in 
Africa. These practices are often driven by social, cultural, and 
religious factors. Outbreaks have been attributed to witchcraft, 
and other measures are preferred over public health measures 
in such situations. For instance, a study in Malawi showed that 
a section of the population believes that cholera is like a “wind” 
that would pass and thus does not need public health interven-
tion.57 Another study in the Democratic Republic of the 
Congo reported that witchcraft and breastfeeding were per-
ceived as the causes of acute watery diarrhea.58 Available evi-
dence also points to the effect of social, cultural, and religious 
factors in the acceptance of cholera interventions. Msyamboza 
et  al attributed the rejection of chlorinated water to its “bad 
taste.”57 Studies have also linked the acceptance of oral cholera 
vaccines to social, cultural, and religious factors.59 Distrust of 
national and local authorities due to ethnic, political, and reli-
gious reasons has also resulted in rejecting government-led 
cholera preventive activities and public health advice. This also 
fuels misinformation that propagates outbreaks.60,61

Cholera outbreak response strategies are largely reactive in 
Africa. Since the advent of the oral cholera vaccines, emphasis 
on preventing and controlling the disease has shifted from the 
traditional provision of water and sanitation approach to the 
vaccine, which is misleading. Furthermore, emergency prepar-
edness and response are prioritized over longer-term cholera 
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prevention and risk reduction interventions. Where they exist, 
preparedness efforts are often poorly planned and imple-
mented, leaving countries unprepared for outbreaks.17 Lastly, 
Africa’s porous borders with unregulated population move-
ments between countries for commercial, cultural, and human-
itarian reasons is also a major challenge in preventing and 
controlling cholera outbreaks on the continent.62,63 This is fur-
ther compounded by poor cross-border coordination of pre-
vention and control efforts.

Conclusion
Notwithstanding the well-understood epidemiology and risk 
factors for cholera, the disease has continued to cause high 
morbidity and mortality in the last 20 years. In addition to the 
well-known risk factors for the disease, we attribute the sus-
tained transmission of the disease to the poor socioeconomic 
development status, weak household and community resilience, 
low literacy rates, weak capacity of countries to implement the 
IHR and the pervasively weak health system on the continent. 
Since the disease has become endemic in several African coun-
tries, taming the “lion” requires longer-term, holistic approaches 
to address the underlying developmental issues perpetuating it. 
This requires good leadership, partnership, and political com-
mitment, underscored by the principles and targets of the 
Sustainable Development Goals of leaving no one behind and 
ensuring human rights and equity in access to health services, 
water, and sanitation.

Based on the foregoing, we propose a few recommendations. 
First, African governments and stakeholders should recognize 
and approach cholera prevention and control from the long-
term development lens. In this regard, cholera prevention and 
control should be integrated into the national water, sanitation, 
and health sector strategic plans, with an appropriate whole-of-
government approach and leadership to garner multisectoral 
commitment for control and elimination. Second, the ongoing 
cholera emergency preparedness and response efforts on the 
continent should be leveraged to strengthen affected countries’ 
health, water, and sanitation systems. Particularly, we advocate 
for funding and implementation of the NAPHS as a platform to 
strengthen regional and national health security and capacity for 
cholera outbreak detection and response across African coun-
tries using the One-Health approach. Third, a whole-of-society 
approach that prioritizes community participation using com-
munity resources and knowledge to strengthen community resil-
ience, risk communication, education and engagement in cholera 
prevention and control is imperative. Fourth, international 
organizations such as WHO and the Africa Centres for Diseases 
Control should support African governments in scaling up 
research and innovations aimed at better characterizing the epi-
demiology of cholera and developing evidence-based, context-
specific, and innovative strategies for its prevention and control. 
Furthermore, these organizations should support African gov-
ernments to strengthen cross-border coordination and synchro-
nization of cholera preparedness and response efforts. 

Importantly, we propose long-term multisectoral and multidisci-
plinary approaches to implement these recommendations. 
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