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Identification of priority areas for cholera control, Cameroon
Armelle Ngomba,? Linda Esso,” Nicole Fouda Mbarga,® Ingrid Kenko,? Eric Defo,® Nadia Mandeng,’

Theodore A Tonye,? Patricia Mendjime,® Chanceline Bilounga,® Loic Choupo,® Emmanuel Douba? &
Georges A Etoundi

Objective To identify priority areas for multisectoral interventions for cholera control in Cameroon.

Methods We collected data on cholera cases from January 2016 to September 2023 in all 10 regions of Cameroon sourced from the DHIS-
2 software, national cholera line lists, situation reports and databases of the Centre Pasteur du Cameroun and the National Public Health
Laboratory. We entered these data into the Global Task Force on Cholera Control tool to determine a priority index for districts based on
four cholera indicators: incidence, mortality, persistence and test positivity. We calculated a vulnerability index based on 12 vulnerability
factors. We categorized districts with a priority index >9 and districts with a priority index < 9 but with > 9 vulnerability factors as priority
areas for multisectoral interventions.

Findings Between 2016 and 2023, Cameroon reported 24 813 suspected cholera cases in nine regions. Of 200 health districts, we identified
48 (24.0%) as priority areas for multisectoral interventions, 35 based on a priority index >9 and 13 based on vulnerability factors. These
priority areas were home to 40.4% (11488089/28433067) of the country’s population in 2023 and accounted for 91.3% (22 668/24 813)
of the cholera cases between 2016 and 2023. Centre, Littoral, South-West and Far North regions account for 85.4% (41/48) of the priority
areas for multisectoral interventions.

Conclusion Identification of priority areas for multisectoral interventions provided evidence for decision-making to enhance cholera
preparedness and prevention. The availability of data facilitated this classification, and the ownership and leadership of the main governmental
stakeholders were essential.

Abstracts in S5 H13Z, Frangais, Pycckuii and Espafiol at the end of each article.

Introduction

Worldwide, cholera trends show an increasing global health
challenge. Cholera is a marker of inequity and poverty"” with
the highest burden in the World Health Organization (WHO)
Eastern Mediterranean and African Regions.” The main de-
terminants of cholera are insufficient access to potable water,
basic sanitation and hygiene; environmental disasters includ-
ing floods, droughts, population displacement and conflicts;
and poor access to health care.**

Cameroon is vulnerable to cholera, with recurrent out-
breaks since 1971.” Transmission patterns vary by season,
with the infections occurring during the rainy season in the
southern regions and the dry season in the northern regions.’
Cameroon’s long border with Nigeria,® where cholera is also
endemic, increases the risk of cross-border transmission.” As
a lower-middle income country with more than 27.9 million
people,’” Cameroon faces major sanitation and hygiene chal-
lenges, with limited access to safe water, inadequate hygiene
and poor water treatment.'' Ongoing insecurity, humanitarian
crises and climate shocks further exacerbate vulnerabilities,
resulting in nearly half a million internally displaced people
and a similar number of refugees."”

From 2018 to 2023, persistent cholera transmission in
Cameroon led to the creation of a national cholera plan fol-
lowing the four-phase framework of the Global Task Force on

Cholera Control: (i) inception during which countries make
political commitments and identify cholera priority areas
for multisectoral interventions; (ii) development; (iii) imple-
mentation; and (iv) monitoring and reporting of the national
cholera plan.”** Central to the plan was identifying priority
areas for multisectoral interventions, which are zones where
conditions favour recurring cholera outbreaks. Given global
resource constraints,’ focusing efforts on these high-risk areas
is important for sustainable cholera control. In this study, we
describe the process of identifying these priority areas in Cam-
eroon and the implications for cholera control in the country.

Methods
Study design and site

We conducted a retrospective cross-sectional descriptive study
in Cameroon, which has 10 regions, 203 health districts and
1819 health areas. We analysed district-level cholera data
covering January 2016 to September 2023. A national multi-
sectoral technical team led by the health ministry, supported
by WHO, conducted the analysis following guidelines of the
Global Task Force on Cholera Control.”
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Definitions

In outbreak regions, a suspected cholera
case was any patient older than 2 years
with acute watery diarrhoea and se-
vere dehydration or death from the
diarrhoea. In non-outbreak regions, a
suspected cholera case was any case
of or death from acute watery diar-
rhoea. Community cases included any
person 2 years and older with profuse
acute watery diarrhoea and/or vomit-
ing who remained in the community.'®
A confirmed case was any person with
Vibrio cholerae O1 or O139 confirmed
by culture or gene amplification.'” Epi-
demiological indicators included inci-
dence (cases per 100 000 person-years);
mortality (deaths per 100000 person-
years); persistence (percentage of weeks
with one or more suspected case); and
positivity (percentage of suspected chol-
era cases positive by rapid diagnostic
test or culture to detect V. cholerae). We
defined weekly testing coverage as the
percentage of weeks in the study period
with at least one suspected case tested
by either a rapid diagnostic test or cul-
ture. If the weekly testing coverage was
greater than 50% in at least 80% of the
geographical units, then we considered
the representativeness of the cholera
laboratory data acceptable and positivity
was automatically scored in the tool."”

Data sources

We obtained data from the DHIS-2 soft-
ware (University of Oslo, Oslo, Norway),
national cholera line lists, national and
regional situation reports, databases of
the Centre Pasteur du Cameroun and
National Public Health Laboratory,
and weekly reports (2016-2025) of the
Directorate for the fight against disease,
epidemics and pandemics. We obtained
population projections per district for
2016-2023 from the health ministry
information unit. We used updated
shapefiles for Cameroon’s 10 regions
and 203 health districts from the infor-
mation unit to map priority areas for
multisectoral interventions.

Vulnerability data

We collected a vulnerability data set
in September 2023 using KoboCollect
(Kobo, Cambridge, United States of
America) at regional and district levels.
The 12 factors assessed were: (i) lack of
access to improved water sources (>30%
of the population); (ii) lack of access to
improved sanitation (>50%); (iii) lack
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of access to handwashing facilities
(>50% without access); (iv) accessibil-
ity of the area; (v) cross-border risk;
(vi) travel routes; (vii) overcrowding;
(viii) mass gatherings; (ix) presence of
high-risk populations (including fish-
ers, internally displaced people and
refugees); (x) lack of recent cholera
vaccination (> 3 years); (xi) exposure to
extreme climate events; and (xii) com-
plex humanitarian emergencies."”

Data analysis

Epidemiological and vulnerability data
sets were analysed using the 2023 Excel
(Microsoft, Redmond, USA) tool of the
Global Task Force on Cholera Control."””
This tool automatically calculates a pri-
ority index by summing four cholera
indicators: incidence, mortality, per-
sistence and test positivity. Indicators
were scored from 0 to 3 based on centile
thresholds (0: none, 1: < 50th centile, 2:
50th—-80th centile and 3: > 80th centile).
We considered test positivity represen-
tativeness acceptable with 88.5% weekly
testing coverage (=50% weeKkly testing
coverage in >80% of the geographic
units). Districts with positivity rates of
0%, <10%, >10-30% and >30% were
scored 0, 1, 2 and 3, respectively.”

We calculated the priority in-
dex as:incidence score + mortality
score + persistence score + positivity
score.'” By summing the 12 binary vul-
nerability factors (1 point each), we ob-
tained the vulnerability index. The final
prioritization score to rank districts was
these two indices combined.

Mapping

We used QGIS version 3.34 (QGIS asso-
ciation, Giswil, Switzerland) and official
health ministry shapefiles to map prior-
ity areas for multisectoral interventions
by district using polygon boundaries.

Validation and prioritization

A multisectoral validation workshop
was held in Mbankomo from 27 No-
vember to 1 December 2023, led by the
Prime Minister’s Office. Eighty partici-
pants from key ministries (health, water
and energy, territorial administration,
justice, environment, education, finance
and local development), technical part-
ners (WHO, United Nations Children’s
Fund, United States Agency for Interna-
tional Development, International Fed-
eration of Red Cross and Red Crescent
Societies, and Médecins Sans Frontiéres),
and civil society (Volontaires pour tous
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au Cameroun (VITCAM), DEMTOU
Humanitaire) attended. The workshop
validated results for the priority areas
for multisectoral interventions through
consensus. Districts with a priority
index >9 were classified as priority
areas for multisectoral interventions.
Additionally, districts scoring 0-8 but
with =9 vulnerability factors were also
classified as priority areas for multisec-
toral interventions. The threshold of 9
ensured targeted focus and resource
optimization.

Ethical considerations

The study used secondary, anonymized
population data, thus ethical clearance
was not required. The Directorate for
the fight against disease, epidemics
and pandemics approved data use and
ensured compliance with national data
protection policies, guaranteeing confi-
dentiality and secure data management.

Results
Cholera data

Between 2016 and 2023, Cameroon
reported 24 813 suspected cholera cases
in nine regions with a persistence rate of
51.2% (213 epidemiological weeks out
of 416 weeks). Of these cases, 14036
were tested for V. cholerae and 9442
were positive (positivity rate 67.1%):
9620 were tested with a rapid diagnostic
test and 7643 (79.4%) were positive;
while 4871 were tested by culture and
2018 (41.4%) were positive (Table 1). A
total of 680 deaths from cholera were
recorded during the same period giving
a case fatality rate of 2.7% (680/24 813),
a mortality rate of 0.32 per 100000 in-
habitants ((680/215 353 780) x 100 000)
and an incidence of 11.52 per person
year ((24 813/215353780) x 100 000).

Evolution and mapping

Between 2016 and 2023, the region of
Adamawa did not report any confirmed
cholera cases. In 2016, six regions were
affected (Centre, East, Far North, Lit-
toral, North and South), with Centre
region reporting the most cases (35
without deaths, case fatality rate 0.0%)
and Littoral the fewest cases (1 case with
1 death, case fatality rate 100.0%). In
2017, four regions were affected (Cen-
tre, Littoral, North and West), with Lit-
toral having the highest number of cases
(18 cases with no deaths, case fatality
rate 0.0%) and North and West regions

Bull World Health Organ 2026;1 O4:223—233| doi: http://dx.doi.org/10.2471/BLT.25.293334
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the fewest cases (1 case each, with no
deaths, case fatality rate 0.0%). In 2018,
five regions were affected (Centre, Far
North, Littoral, North and South-West).
North region reported the most cases
(637 cases with 41 deaths, case fatality
rate 6.4%) and South-West the least (1
case with no deaths, case fatality rate
0.0%). In 2019, two regions were affect-
ed (North and South-West), with the
North reporting most cases (536 cases
with 22 deaths, case fatality rate 4.1%)
and South-West reporting fewer cases
(370 cases with 16 deaths, case fatality
rate 4.3%). In 2020, four regions were
affected (Centre, Littoral, South and
South-West), with Littoral reporting the
most cases (951 cases with 53 deaths,
case fatality rate 5.6%) and Centre the
fewest (63 cases without deaths, case
fatality rate 0.0%). In 2021, four regions
were affected (Centre, Littoral, South
and South-West), with South-West
reporting the most cases (556 cases
with 21 deaths, case fatality rate 3.8%)
and Littoral the fewest (30 cases with
1 death, case fatality rate 3.3%). The
highest cholera burden during the study
period was recorded in 2022, when eight
regions were affected (Centre, East, Far
North, Littoral, North, West, South
and South-West). Littoral reported the
highest number (7093 cases with 153
deaths, case fatality rate 2.2%) and East
the lowest number (12 cases with 2
deaths, case fatality rate 16.7%). In 2023,
six regions were affected (Centre, East,
Littoral, West, South and South-West),
with Centre reporting the most cases
(4653 cases with 155 deaths, case fatality
rate 3.3%) and East the fewest (8 cases
with 3 deaths, case fatality rate 37.5%).

Fig. 1 and Fig. 2 illustrate the trends
in cholera cases in Cameroon from 2016
to 2023. The geographical distribution
of cases fluctuated over the years, with
recurring hotspots in Littoral, Centre
and Far North regions.

In 2016, cholera cases were primari-
ly concentrated in Far North, North, East
and South regions. By 2017, there was a
reduction in the number of cases, with
clustering mainly in Littoral and North.
In 2018, there was a notable increase in
cases, spreading across Centre, Littoral,
Far North and West regions (Table 1;
Fig. 1 and Fig. 2). Between 2019 and
2021, the distribution of cases fluctu-
ated, with persistent hotspots in Littoral,
Centre and Far North regions. In 2022, a
significant increase and broader disper-
sions of cases was seen across these same
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regions. This regional trend continued in
2023, although no cases were confirmed
in Far North (Table 1; Fig. 1 and Fig. 2).
Adamawa, East, North-West and West
regions did not record any cases between
2016 and 2023.

Identification of priority areas

In total, we identified 35 health districts
as priority areas for multisectoral inter-
ventions with a priority index >9. An

additional 13 districts with a priority
index <9 and vulnerability index of 29
were considered as additional priority
areas for multisectoral interventions.
Therefore, nationwide, 48 priority areas
for multisectoral interventions were
identified, with Centre and Littoral
regions accounting for 50.0% (24/48)
of these priority areas (Table 2 and
Table 3). Clustering of these priority
areas was noted in four of the 10 regions

Armelle Ngomba et al.

(Littoral, Centre, South-West and North,
in order of the highest number of dis-
tricts) in Cameroon (Fig. 3).

Cholera trends, 2024-2025

In 2024, 130 suspected cholera cases
were reported, including five confirmed
cases: two in Far North region (Maroua
3 district) and three in Centre region
(Soa, Djoungolo and Odza districts).
In the first half of 2025, 36 suspected

Fig. 1. Cholera cases by district and year, Cameroon, 2016-2019
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[ Districts without cholera cases
B Districts with cholera cases
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Fig. 2. Cholera cases by district and year, Cameroon, 2020-2023

Year 2020

Year 2021

cholera cases were reported, 22 of which
were positive by rapid diagnostic testing
and none confirmed by culture.

Discussion

Our study highlights how historic
epidemiological data and vulnerability
factors can be used to identify prior-
ity areas for multisectoral interven-
tions. Using data between 2016 and

[ Districts without cholera cases
= Districts with cholera cases

2023, 48 health districts in Cameroon
were identified as priority areas for
multisectoral interventions with an
estimated average population at risk
of 11488089, representing 40.4% of
the total population of Cameroon
(28433067 people in 2023). Our study
emphasizes the urgent need to scale
up sustainable cholera interventions
in these priority areas to reduce this
number.

Bull World Health Organ 2026;1 04:223—233' doi: http://dx.doi.org/10.2471/BLT.25.293334

Cholera epidemiology was consis-
tent in Cameroon over the study period
and affected a minimum of four regions
every year. The northern regions of the
country had intense outbreaks between
2018 and 2019, which stopped in 2020.
In contrast, from 2020, southern parts
of the country became the focus of chol-
era outbreaks. Cholera persisted be-
tween 2018 and 2022 in the South-West
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Table 2. Priority areas for multisectoral interventions for cholera based on priority

index and vulnerability, Cameroon

Region No. of districts
Priorityindex=9  High vulnerability Total priority areas

Adamawa 0 0 0
Centre 12 0 12
East 0 0 0
Far North 1 5 6
Littoral 12 0 12
North 3 2 5
North-West 0 5 5
West 0 0 0
South 1 0 1
South-West 6 1 7
Total 35 13 48

region which was almost not affected by
cholera outbreaks before 2018.

These trends in cholera outbreaks
can be explained by factors includ-
ing extreme climate events (droughts
and floods), a decreased intensity of
the humanitarian crisis in Far North
region, and increased crises in South-
West and North-West regions leading
to population displacement towards
Littoral, West and Centre regions."” In
February 2024, there were more than
1 million internally displaced people
and nearly 500 000 refugees and asylum
seekers with 1.8 million people in need
of sanitation and hygiene services in
crisis-affected regions. In Far North
region, as of April 2024, the population
included 573263 internally displaced
people and refugees from Nigeria, who
had moved there due to violence and
natural disasters. With only 40% of the
population in Far North estimated to
have access to improved sanitation and
hygiene services, the risk of cholera
outbreaks is high in this part of the
country.”” Violence and fear of attacks
from armed groups in South-West and
North-West regions have led to regular
population displacements. Cameroon is
also home to 353 000 refugees from the
Central African Republic who mostly
live in Eastern region of the country."”
A similar dynamic pattern of priority
areas for multisectoral interventions has
been observed in Ethiopia,'®"” which has
faced substantial humanitarian crises
associated with climate shocks, disease
outbreaks and conflicts in a challenging
socioeconomic context.”” Continued
insecurity and cross-border movements
sustain high vulnerability, highlighting
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the need for regular updates to the prior-
ity areas for multisectoral interventions,
as recommended by the Global Task
Force on Cholera Control, to reflect
Cameroon’s dynamic humanitarian and
environmental context.”

Nearly half of all priority areas for
multisectoral interventions are in the
urbanized Centre and Littoral regions,
which host 34.3% (9742 188/28 433 067)
of the country’s population, including
the political and economic capitals.
Rapid urbanization, informal settle-
ments and poor town planning have
created conditions conducive to chol-
era transmission, with limited access
to sanitation and hygiene services.*'~**
There is a serious shortage of water in
urban and peri-urban areas in Camer-
oon.”* Rapid urban growth has also led
to limited access to health care and the
establishment of informal care struc-
tures. As such, access to oral rehydra-
tion points is limited, resulting in many
deaths from cholera. Although cholera
deaths declined during the study period,
we found a national case fatality rate of
2.7% (680/24 813) which is still higher
than the WHO 1% target, indicating
challenges in access to health care.”” This
situation underscores the urgent need
for sustained, targeted interventions in
high-risk urban and peri-urban priority
areas for multisectoral interventions.

One in four districts in Cameroon
is at risk of cholera outbreaks and 40.4%
(11488089/28433067) of the total
population is at risk of cholera. Thus,
Cameroon remains a country with high
cholera transmission, which suggests
that the country should engage in a
control strategy in the national cholera

Armelle Ngomba et al.

plan rather than an elimination strategy.
Similarly, countries such as Burundi,
where priority areas for multisectoral
interventions represent 25.5% (12/47) of
all health districts, would likely opt for a
cholera control strategy.” According to
the Global Task Force on Cholera Con-
trol, to achieve cholera control or elimi-
nation, it is important to organize activi-
ties around immunization, surveillance,
risk communication and community
engagement, sanitation and hygiene,
and health-system strengthening, and
to ensure an effective multisectoral co-
ordination mechanism,">"* focusing on
priority areas for multisectoral interven-
tions. With so many people living at risk
of cholera in the priority areas, there are
significant financial implications for the
cholera control strategy in Cameroon
and the need for substantial investment.

The use of oral cholera vaccine for
long-term control”’ in Cameroon would
require vaccinating about 11.5 million
people with two doses across the 48
priority areas for multisectoral inter-
ventions, which poses important cost,
logistical and cold-chain challenges.
Limited global oral cholera vaccine
stockpiles™ and co-financing constraints
further hinder large-scale preventive
campaigns. This global shortage of oral
cholera vaccine has prompted a shift to
a one-dose strategy.”” As such, a phased
approach targeting high-risk areas with
one dose of the vaccine, combined with
strengthened sanitation and hygiene
services and behaviour-change inter-
ventions, offers a more feasible and
sustainable path to cholera control in
Cameroon.

The identification and priori-
tization of priority areas for multi-
sectoral interventions in Cameroon
have strengthened cholera control by
enabling targeted deployment of rapid
diagnostic tests, prepositioning of chol-
era kits and the development of the
2026-2030 National Cholera Plan. This
plan focuses on sanitation and hygiene,
surveillance, community engagement,
case management, vaccination and
governance. Government leadership
and ownership was important for ensur-
ing a successful implementation of the
exercise. Such cholera control efforts
have led to reduced cholera cases since
2024 in Cameroon. Targeting priori-
tized areas will ensure the optimal use
of resources and coordinated multi-
sectoral action in the most vulnerable
areas, which aligns with the roadmap

Bull World Health Organ 2026;104:223-233 doi: http://dx.doi.org/10.2471/BLT.25.293334
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Table 3. Final priority areas for multisectoral interventions for cholera, Cameroon, 2024

Region,® health Population,no.  Vulnerability Incidencescore  Persistence  Mortality Test positivity Priority
district index score score score index®

Centre
Biyem-Assi 422270 5 2 3 2 3 10
Cité-Verte 472015 6 2 3 1 3 9
Djoungolo 575409 7 2 3 2 3 10
Ebebda 23602 5 2 1 3 3 9
Efoulan 480107 5 2 3 1 3 9
Mfou 112210 6 3 2 2 3 10
Mvog-Ada 411968 4 2 3 1 3 9
Nkolbisson 192440 6 3 2 2 3 10
Nkolndongo 599793 8 2 3 2 3 10
Obala 147550 4 3 3 3 3 12
Odza 442785 4 2 3 1 3 9
Soa 49369 5 3 2 2 3 10
Littoral
Bangue 395315 9 3 3 1 3 10
Boko 373983 7 3 3 2 3 11
Bonassama 568369 6 3 3 2 3 11
Cité des palmiers 348001 4 3 3 1 3 10
Deido 640608 2 3 3 2 3 11
Japoma 187006 9 3 3 1 3 10
Logbaba 279923 4 2 3 1 3 9
Manoka 31050 9 3 2 3 3 1
Melong 112946 8 2 2 2 3 9
New-Bell 324169 8 3 3 3 3 12
Njombe-Penja 59250 8 3 2 3 3 11
Nylon 462815 8 3 3 3 3 12
South-West
Bakassi 37390 7 3 2 3 3 11
Buea 188293 8 3 2 2 3 10
Ekondo-Titi 61031 8 3 2 3 3 1
Limbé 215410 9 3 2 3 3 11
Mbonge 97999 10 1 1 0 3 5
Mundemba 23267 8 2 1 3 3 9
Tiko 164284 8 3 3 3 3 12
Far North
Bourha 90077 9 1 1 0 3 5
Fotokol 74704 10 2 2 0 3 7
Makary 144528 2 1 3 3 9
Mokolo 333305 9 2 1 1 3 7
Mora 328959 1 1 1 3 6
Yagoua 272701 10 0 0 0 0 0
North
Bibeni 176023 7 2 2 2 3 9
Garoua 315119 9 2 2 1 3 8
Golombe 77146 5 2 2 2 3 9
Pitoa 172652 8 2 3 3 3 1
Touboro 335091 9 0 0 0 0 0
North-West
Ako 66074 9 0 0 0 0 0
Kumbo-East 119735 9 0 0 0 0 0
Kumbo-West 108723 0 0 0 0 0
Ndop 193116 10 0 0 0 0 0
Nwa 60931 0 0 0 0 0
South
Kribi 118579 9 3 3 3 3 12
Total population 11488090 NA NA NA NA NA NA

NA: not applicable.
¢ Ordered by the number of priority areas for multisectoral interventions.
® Calculated as incidence + mortality + persistence + positivity scores.
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Fig. 3. Priority areas for multisectoral interventions for cholera, by district, Cameroon,

2024

~._ 7

Focus on the Central region

Focus on the Littoral region

Note: The final prioritization integrates four indicators (incidence, mortality, persistence and testing) each

assigned specific scores, as well as vulnerability.

3 No priority
mEm Priority areas
3 Additional priority areas
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of the Global Task Force on Cholera
Control.” Without a detailed prioritiza-
tion process, cholera control efforts risk
becoming inefficient and fragmented,
with resources spread thin and high-
risk areas left vulnerable. This situation
can lead to persistent transmission,
delayed outbreak response, higher
morbidity and mortality, and reduced
cost-effectiveness. Ultimately, a lack
of prioritization undermines national
progress towards cholera elimination
and weakens public trust in health
interventions.

Despite filling an important evi-
dence gap for decision-making, our
study has some limitations, including
missing data in newly created districts;
incomplete laboratory data before 2018;
selection bias in test positivity due to
non-systematic testing; variations in
surveillance and health-seeking behav-
iour (notably during the coronavirus
disease 2019 pandemic); and effects of
administrative changes on trends. These
limitations were partially addressed
through data imputation, complemen-
tary epidemiological indicators, data
triangulation with expert validation and
harmonized spatial data. Nonetheless,
our comprehensive analysis is a first
step towards long-term cholera control
in Cameroon and beyond.

To conclude, our study sheds light
on the use of the Global Task Force on
Cholera Control methods to identify
priority areas for multisectoral inter-
ventions in Cameroon. Our findings
provide evidence for public health
decision-making to enhance cholera
preparedness and prevention in Camer-
oon and in the African Region by direct-
ing interventions to locations where the
burden of cholera could be reduced. H

Competing interests: None declared.
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Résumé

Identification des zones prioritaires pour la lutte contre le choléra au Cameroun

Objectif Identifier les zones prioritaires pour les interventions
multisectorielles de lutte contre le choléra au Cameroun.

Méthodes Nous avons recueilli des données sur les cas de choléra entre
janvier 2016 et septembre 2023 dans les 10 régions du Cameroun a partir
du logiciel DHIS-2, des listes nationales de cas de choléra, des rapports
de situation et des bases de données du Centre Pasteur du Cameroun
et du Laboratoire national de santé publique. Nous avons saisi ces
données dans l'outil du Groupe de travail mondial sur la lutte contre le
choléra afin de déterminer un indice de priorité pour les districts sur la
base de quatre indicateurs du choléra: incidence, mortalité, persistance
et positivité des tests. Nous avons calculé un indice de vulnérabilité sur
la base de 12 facteurs de vulnérabilité. Nous avons classé les districts
ayant un indice de priorité > 9 et ceux ayant un indice de priorité <9
mais > 9 facteurs de vulnérabilité comme zones prioritaires pour des
interventions multisectorielles.

Résultats Entre 2016 et 2023, le Cameroun a signalé 24 813 cas
suspects de choléra dans neuf régions. Sur 200 districts sanitaires,
nous en avons identifié 48 (24,0%) comme zones prioritaires pour des
interventions multisectorielles, 35 sur la base d'un indice de priorité
> 9 et 13 surla base de facteurs de vulnérabilité. Ces zones prioritaires
abritent 40,4% (11488 089/ 28 433 067) de la population du pays
en 2023 et représentaient 91,3% (22 668 / 24 813) des cas de choléra
entre 2016 et 2023. Les régions du Centre, du Littoral, du Sud-Ouest et
de I'Extréme-Nord représentent 85,4% (41/48) des zones prioritaires
pour les interventions multisectorielles.

Conclusion Lidentification des zones prioritaires pour les interventions
multisectorielles a fourni des éléments probants pour la prise de
décisions visant a renforcer la préparation et la prévention du choléra.
La bonne disponibilité des données a facilité cette classification, et
I'appropriation et le leadership des principaux acteurs gouvernementaux
ont été essentiels.
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Pe3iome

OnpepeneHre NPUOPUTETHBIX TeppUTOPUIL Ana 60pb6bI ¢ Xonepoii, KamepyH

Lenb Onpeaennts NpUopUTETHBIE TEPPUTOPUM ANA peanu3aumnm
MHOTFOCeKTOpPasbHbIX BMeLIaTeNbCTB Mo 6opbbe C xonepow B
KamepyHe.

Metopbl ABTOpPbI CObpani AaHHble O Crydyanx Xonepbl 3a nepuoa
c sHBaps 2016 roga no ceHTabpb 2023 roga Bo Bcex 10 pervioHax
KamepyHa 113 nporpammHoro obecneuenia DHIS-2, HaunoHanbHbix
JIMHEMHbIX CMNCKOB C/TyYaeB Xonepbl, CUTYaLMOHHBIX OTYETOB, a
Takke 6a3 paHHbIX LleHTpa Mactepa KamepyHa 1 HaumoHansHom
nabopatopun ObLLECTBEHHOTO 34PaBOOXPaHeHWA. [onyYeHHble
ZlaHHble BblIV BBEIEHBI B UHCTPYMEHT [M100anbHOM LieneBow rpynmbl
no 6opbbe C xonepon And pacyeta NPYOPUTETHOTO MHAEKCA AN1A
OKPYTOB Ha OCHOBE YETbIPEX MoKasaTenen xonepbl: 33donesaemocTy,
CMEPTHOCTY, YCTOMUMBOCTU Nepefauvt 1 A0 NONOKMUTENbHbIX
NabopaTopHbIX TeCTOB. Takxe OblfT PACCUMTaH MHAEKC YA3BMMOCTM
Ha ocHoBe 12 dakTopoB yA3BMMOCTU. OKpyra C NPUOPUTETHBIM
MHAEKCOM OT 9 1 Bbile, a TakXe OKPyra C NPUOPUTETHLIM
MHOEKCOM MeHee 9, Ho € 9 1 Honee dakTopamu yA3BUMOCTY Bbln
OTHECEHb! K MPUOPUTETHBIM TEPPUTOPUAM 4J1A MHOTOCEKTOPASbHbIX
BMeELLATeNbCTB.

Pesynbratbl B nepriog ¢ 2016 no 2023 roa B KamepyHe 6bin0
3aperncTprpoBaHo 24 813 npefnonaraembix Cilyyaes xonepsbl
B AEBATU pernoHax ctpaHbl. M3 200 MeauumMHCKMX OKPYros
48 (24,0%) 6biNK onpefeneHbl Kak NpYopUTETHbIE TePPUTOPUN
ONA MHOTOCEKTOPabHbIX BMeLWaTenbCTB: 35 Ha OCHOBaHNK
NPUOPUTETHOIO MHAEeKCa OT 9 6annos 1 Bbile 1 13 Ha OCHOBaHNUM
$aKTOpoB yA3BMMOCTU. Ha 3TUX NPUOPUTETHBIX TEPPUTOPUAX
npoxueaet 40,4% HaceneHMA CTPaHbl MO COCTOAHMIO Ha
2023 rop (11488 089 13 28 433 067 uenoBek), Ha HKX NPULWNOChH
91,3% cnyyaes xonepbl (22 668 13 24 813), 3aperncTprpoBaHHbIX
8 nepuop ¢ 2016 no 2023 rog. LleHTpanbHbin pervoH, Jintopans,
tOro-3anag 1 KpanHuin Cesep cTpaHbl cocTaBnaoT 85,4% (41 13 48)
NPUOPUTETHBIX TEPPUTOPWIN 1A MHOTOCEKTOPAIbHBIX BMELLATENBCTB.
BbiBog OnpepenexHne NpUOPUTETHLIX TEPPUTOPUIA ANA
MHOTOCEKTOPasbHbIX BMeLaTeNbCTB 0becrneunno JoKasaTebHylo
OCHOBY ANA NPUHATUA PeLLeHWi, HaNpPaBNeHHbIX Ha YKpenneHmne
FOTOBHOCTYM K xonepe 1 ee NpodunakTnku. Hannume faHHbIX
CNocobCTBOBANO NPOBEAEHMIO JaHHOW KNAacCUdUKaLIW, a KNtoUEBYIO
POSb Cbirpany BOBNEYEHHOCTb, OTBETCTBEHHOCTb W NNAEPCTBO
OCHOBHbIX 3aMHTEPECOBAHHbIX CTOPOH B OpraHax BnacTtu.

Resumen

Identificacion de areas prioritarias para el control del célera en Camertin

Objetivo Identificar dreas prioritarias para intervenciones multisectoriales
destinadas al control del célera en Camerun.

Métodos Se recopilaron datos sobre casos de célera desde enero
de 2016 hasta septiembre de 2023 en las 10 regiones de Camerun,
procedentes del software DHIS-2, listados nacionales de casos de colera,
informes de situacion y bases de datos del Centre Pasteur du Camertiny
del Laboratorio Nacional de Salud Publica. Estos datos se introdujeron en
la herramienta del Grupo de Trabajo Mundial para el Control del Célera
con el fin de determinar un indice de prioridad por distritos basado
en cuatro indicadores de cdlera: incidencia, mortalidad, persistencia y
positividad de las pruebas. Se calculé un indice de vulnerabilidad basado
en 12 factores de vulnerabilidad. Se clasificaron como areas prioritarias
para intervenciones multisectoriales los distritos con un indice de
prioridad =9y los distritos con un indice de prioridad <9 pero con >9
factores de vulnerabilidad.

Resultados Entre 2016 y 2023, Camerdn notificé 24 813 casos
sospechosos de cdlera en nueve regiones. De 200 distritos sanitarios,
se identificaron 48 (24,0%) como dreas prioritarias para intervenciones
multisectoriales: 35 sobre la base de un indice de prioridad =9y 13
sobre la base de factores de vulnerabilidad. Estas dreas prioritarias
concentraron el 40,4% (11 488089/28 433 067) de la poblacion del
pais en 2023 y representaron el 91,3% (22 668/24 813) de los casos de
colera entre 2016 y 2023. Las regiones Centre, Littoral, South-West y
Far North representaron el 85,4% (41/48) de las dreas prioritarias para
intervenciones multisectoriales.

Conclusion La identificacion de areas prioritarias para intervenciones
multisectoriales aportd evidencia para la toma de decisiones con miras
areforzar la preparacion y la prevencion del célera. La disponibilidad de
datos facilité esta clasificacién. Ademas, la apropiacion y el liderazgo de
las principales partes interesadas gubernamentales fueron esenciales.
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