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EXECUTIVE SUMMARY

The Review was undertaken to assess the process and the impact of seven ERU deployments that were part of the Zimbabwe Cholera Response from December 2008 onwards. The key focus areas pertaining to the ERU deployments that were taken into consideration for the review were: Standard Operating Procedures (Timeliness), Coordination, Capacity Building, Health Impact and Utilisation, Appropriateness of Design and Level of Flexibility. 

Timeliness (SOP) of a concerted international response from the IFRC was considered to be late in light of the onset of the cholera outbreaks. However, once an ERU alert was in place, the ERU teams from the 7 PNSs were deployed within an appropriate timeframe. It was further noted that the ERU SOPs were not completely followed, specifically in regards to Criteria for Deployment (item 9) and the Reception of ERUs in the Field (item 19). 

It was identified that the initial resistance from the host NS (ZRCS) to a large deployment of external partners and the lack of an appropriate pre-deployment assessment by the Federation, resulted in poor allocation of resources and delays in the early phase of the deployment. 

Three general recommendations stemming from these findings are that: 1) there is a need for advocacy and awareness raising by the Federation at National Society and Zone levels as to the need for prompt action in any disaster response; 2) the Federation needs to actively engage in disseminating the purpose, function (including SOPs), contents and size of all tools to National Societies during ‘non-emergency’ times as a part of disaster response preparedness contingency planning; and 3) ERUs (Health and WatSan) should be deployed based on the assessment of needs carried out by the host National Society, together with the RDRT and/or FACT and/or relevant sectorial International Federation staff.

Coordination meetings at all levels promoted collaboration and improved relations within the Red Cross movement and between the Red Cross and its partners. The working relationship between the local governmental bodies and the Zimbabwe Red Cross Society has remarkably improved due to the close collaboration during the cholera operation. The cooperation between the different players highlighted the work of the Red Cross and further, increased its impact in the field. However, at the initial stages of deployment, ZRCS was not well prepared and/or briefed to receive the ERUs and did not fully understand the implications of accepting ERUs.  

In regards to Capacity Building and Health Impact it was noted that the presence and functioning of the ERU within the ZRCS had a positive impact on the overall Cholera Operations in Zimbabwe by improving the technical capacity of the ZRCS, strengthening the working relationships between the ZRCS and its partners and improving the visibility of the ZRCS. The ERUs further supported the needs of the beneficiaries through Health Awareness Messages, the set-up or support of CTCs and much needed water and sanitation improvements. Though the direct correlation of the ERUs on the health impact of the community was not measured, the decrease in the spread of cholera was seen to be in parallel to the establishment of ERU programs. Since indicators on the impact of ERUs have not yet been universally established, it is, therefore, recommended that appropriate monitoring tools in this regard be developed for future deployments.

Though the ERU teams were able to demonstrate flexibility in their approach in addressing the cholera outbreak, much of the equipment (BHCU, M40) were not used to its full capacity due to the inappropriateness of their design for this type of response.  The ERU working groups should review module mobility, flexibility and compactness to work in scenarios where the affected population is scattered in large geographical areas and / or where the nature of the crisis changes rapidly. 

The main success of the ERU deployments to Zimbabwe was identified as the strength of the cooperation between the Health and WatSan ERUs, allowing for a concerted and more efficient response by both parties during the deployment. It is recommended to continue forging synergies between the Health and WatSan ERUs for future disasters of a similar nature.

The following report details the key achievements and challenges, as well as, areas for improvement with respect to the ERU deployments. It is intended for the participants (IFRC, PNS, HNS) and key stakeholders and provides recommendations to strengthen and inform future ERU deployments.  



BACKGROUND

Over the past few years, cholera has become endemic in Zimbabwe. At the end of August 2008, sporadic cases were reported around Harare and from October 2008, cholera cases increased rapidly in nine of the country’s ten administrative provinces with health organisations warning that the onset of the rainy season would exacerbate the already precarious situation. The cholera outbreak was triggered by weakened health and municipal services with local authorities unable to provide clean water, waste collection and adequate sanitation. The situation was made worse by the deteriorating economic situation, lack of health staff and health services, the high unemployment rate and chronic food insecurity across the country. The Cholera outbreak resulted in cumulative deaths of 4,271 and a total case load of 97,905 people as at 7 May 2009.

Cholera is preventable and treatable, thus the Case Fatality Rate (CFR) should be less than one percent, when cholera is under control. The CFR of 4.4% reported in Zimbabwe can be attributed to the prevailing acute shortage of drugs, medical supplies and equipment and health personnel in state hospitals and clinics. The high CFR is a clear indication of the massive need for continued humanitarian intervention. The number of community deaths remains still high at 61.4%.  There are indications however that the cholera outbreak is slowing down as evidenced by the decrease in new cases being reported. It is projected, however, that the cholera outbreak will continue until end of 2009 (WHO).

Since the cholera outbreak began, the Zimbabwe Red Crescent Society (ZRCS) and the International Federation of Red Cross and Red Crescent Societies (Federation) together with partner national societies, have scaled up their response to the outbreak and to the subsequent recovery and reconstruction needs throughout the country but with a particular focus on four provinces i.e. Manicaland, Midlands, Mashonaland West and Harare with its surrounding areas. 

The ZRCS / Federation with Emergency Response Units (ERUs) response to the cholera outbreak provided emergency assistance to over a million people throughout the country. Seven ERUs were deployed in Zimbabwe, 3 BHCU by Norwegian, Japanese and Finnish RC, 2 MSM by Spanish and British RC, 1 WatSan ERU Module 40 by German RC and 1 WatSan ERU Module 15 by French RC. The overall intervention consisted of the provision of non-food assistance, health care, water and sanitation facilities, hygiene promotion, technical support to national health services and capacity building to the ZRCS. Since emergency relief activities wound down in early March 2009, the focus has been on medium to long-term activities to address the recovery, rehabilitation and reconstruction needs of the affected population.




PURPOSE OF REVIEW

The review of the Zimbabwe Cholera Operations was initiated in order to have a critical understanding of the Red Cross response to the cholera outbreak in Zimbabwe. The review was adapted to examine the process of the ERU deployments to Zimbabwe and the extent to which the ERU deployments had achieved its goal in responding to the cholera crisis. The Review focused on the assessment of key achievements and challenges as well as areas for improvement with respect to ERU deployments and makes recommendations to improve and inform future deployments. 

In order to meet the above objectives, several key questions/focus areas were derived from the Terms of Reference and are summarised in the Methodology section and presented in detail in Appendix 2. 

The report provides clear lessons of the ERU deployments for the Zimbabwe Red Cross Society and for the wider Federation. The recommendations fall within the context of the Federation’s constitution and modus operandi and are to be shared with key departments across the IFRC Secretariat. The findings and recommendations are targeted to inform future approaches to disaster response with respect to ERU deployments.

The main constraint to the Review was the time frame incorporated for the infield assessment. Due to the one-week time frame in Zimbabwe, only two of the four provinces (Mashonaland and Midlands) with ERU deployments were visited. Since all the PNS provided insightful information through email questionnaires, the impact of the ERUs in various provinces was consolidated for the report. It is important to note, that provinces that did not have an ERU deployment were not incorporated into this report and therefore, comparative conclusions between provinces with ERUs and those without ERU programs were not made.




METHODOLOGY

The team identified 5 indicators that constituted the scope of work for conducting the review of the ERU deployments in Zimbabwe. Those indicators are: 1) Standard Operating Procedures - Timeliness, 2) Coordination, 3) Capacity building of ZRCS, 4) Health Impact, and 5) Utilisation, Appropriateness of Design and Level of Flexibility. The Initial ToR focus areas provided by IFRC Geneva have been integrated into this set of 5 review indicators.
1. Standard operating procedures 
This review indicator has been selected to assess to what extent standard operating procedures have been followed during the process of deploying ERUs in Zimbabwe cholera operation. As per the initial ToR provided, this indicator has been focused in the following areas of work: a) Timeliness of ERU deployment; b) Deployment of FACT team; and c) Deployment of additional logistic support.
2. Coordination
This review indicator intends to review the coordination mechanisms that were placed during the ERU deployment (coordination with NS, local authorities – MoH and Water Authorities, and other stakeholders – NGO’s and other IO) and its level of effectiveness.
3. Capacity building of ZRCS
This review indicator aims at examining to what extent the ERU deployment contributed to the capacity building of ZRCS in addressing any future cholera outbreak. This indicator has been focused in the following areas of work: a) OD development such as Volunteer recruitment at branch level; Training of volunteer and NS staff, and b) Handover and exit strategy including handover of equipment and further support / training available from PNS.
4. Health Impact
This review indicator has been set to look at the impact of the ERU intervention on the health status of the cholera affected population in Zimbabwe. The indicator has been selected to measure whether the ERU intervention played a strategic role in containing and reducing the cholera outbreak in the targeted areas. Three areas were identified in relation to this broad indicator as follows: a) Availability of epidemiological data and further analysis; b) Access to CTC and treatment, safe water, appropriate sanitation facilities, and hygiene promotion services and c) Increase of knowledge and adherence to safe practices in terms of cholera prevention among the targeted population.
5. Utilisation, Appropriateness of Design and Level of Flexibility
This last review indicator intends to evaluate the level of utilisation of ERU equipment deployed in Zimbabwe as part of the cholera response, focusing at the current design of the ERU modules such BHCU, WatSan module 15 & 40, and WatSan MSM Module 20, and their level of flexibility when responding to epidemic emergency context. Also this indicator is focused on the issue of integration between the health and WatSan modules and whether it is recommended to deploy WatSan and Health ERUs in an integrated response for future disasters of a similar nature.  




The team has used different methods in the review as follows:

Desk research and secondary data review of key documents: the team has carried out a detailed review of all appeal documents, plans, reports and other relevant documentation.

Face-to-face Interviews: face to face interviews to ZRCS headquarter staff, ZRCS Branch Staff and volunteers were conducted during the field visit to Zimbabwe in August 2009. Members from local authorities (MoH, ZIMWA) and beneficiaries (Tiger Reef Community) involved in the response to AWD were also interviewed. Interview guides were developed beforehand based on the 5 indicators above (see Appendix 2). 

Focus Group discussion: One Focus Group Discussion was held in Mashonaland West Province with a group of volunteers.

Email interview: IFRC Geneva secretariat staff, IFRC SAZO staff, IFRC Zimbabwe Country Office staff and PNS (headquarter staff and ERU delegates) were interviewed by email using different questionnaires (see Appendix 2). It is worthy to mention that the level of feedback from PNS has been very satisfactory in opposition to the feedback provided by IFRC staff in Geneva and in the field (See appendix 3). 

[bookmark: _Toc242174786][bookmark: _Toc242174833]Approximately 70 persons, with different backgrounds and level of involvement in this operation, have provided their views and opinions on the five above review topics. All statements outlined in this report, especially under the section ‘findings and discussion’, are related to the analysis of interviewees’ feedback and do not reflect personal views of the review team members.



RESULTS AND DISCUSSION


1. Standard operating procedures
What do you think of the timing of the ERU deployment? 
Did the absence of a FACT & Logistics ERU have implications for the ERUs deployed?

1.1. Timeliness of ERU deployment.

The first cases of cholera were reported in February 2008 around Harare. In August cholera cases increased rapidly in nine of the ten provinces and the cholera outbreak was officially announced. Health organizations warned that the onset of the rainy season (starting in November) would exacerbate an already precarious situation.

Reporting of cholera cases started to raise serious attention in the Secretariat in late October. By late November, the number of cases was doubling every week and the outbreak spread beyond a few local sites. A 2-month DREF was released in early November to support ZRCS response to the cholera outbreak. Activities linked to the DREF were focused on distribution of water treatment products, ORS, protective clothes, jerry cans and IEC materials mainly in Harare city. By December 2008, cholera had spread to all of Zimbabwe's 10 provinces and 53 of Zimbabwe's 62 districts. A lot of pressure was put by the Health and Care Department in Geneva to intervene, this finally led to alerting the Secretary General and the operation went on rapidly afterwards.

IFRC Geneva Secretariat issued the ERU alert on December 11, 2008, followed by the ERU deployment order on December 13th. The first ERU teams arrived to Harare the following week (around December 18th). By that time, nearly 12.000 cases with a death toll of approximately 500 had been officially reported by OCHA (OCHA Report 08.12.08). The high case fatality rate reported at the time was attributed to the prevailing acute shortage of drugs, medical equipment and material as well as health personnel in state hospitals and clinics. The limited access to clean water, sanitation facilities and health information were identified as the main causes of the rapid spread of cholera in Zimbabwe. 

General perception is that the deployment order for ERU modules given the cholera context in Zimbabwe was released considerably late. The main causes of this delayed response have been pointed out to be due to the absence of official “green-light” from the Zimbabwe Government to request external support and secondly, the resistance from the host NS (ZRCS) to a large deployment of external partners. The prevailing political situation in Zimbabwe has been seen as a challenge and it has significantly affected the initial set up of the response intervention. 

When the final decision for ERU deployment was taken, they were found timely in their actual response (from being alerted to being deployed). But the deployment of ERUs was prompted by an initiative of the Secretary General in Geneva, which was considered to be due to the resistance/ slow reaction from the field.

The ERUs SOP states under item 19) Reception of ERUs in the field: 19.1) Coordination & management:  For any incoming ERUs to a country of operation, the following issues shall need to be clarified by designated operational manager in the field: 
· Agreement of the receiving National Society to accept the ERU deployment; 
· Agreement of any relevant government department or local authority (it is especially important in case of any health ERU - basic health care/referral hospital - to obtain agreement of the Ministry of Health for the ERU to provide health care services, inclusive of use of expatriate personnel; this may require the local registration of foreign health personnel); 
· Agreement of any local authority regarding access to water source

It was generally found that these Agreements were not adhered to in the deployment of the ERUs to Zimbabwe. The first ERU team on the ground (German / Austrian WatSan ERU) arrived whilst negotiations at country-level (IFRC, ZRCS and Zimbabwe Government) were still being conducted. In general, all ERU teams’ activities were delayed while government approval was pending, first to travel to Harare and then to travel to affected areas outside of Harare. 

Other key issues reported to be related to the late ERU intervention in Zimbabwe are IFRC Zone office difficulties in recognizing the needs and failure from the IFRC Secretariat to react in a prompt manner; although, the role of Secretariat in the deployment (contact to the Zimbabwe Government Representative to the UN in Geneva) has been seen as a positive and critical move to get the final approval from the Zimbabwe Government for the ERU deployment. 

Several of the respondents reported some difficulties in understanding the roles of IFRC Secretariat, IFRC Zone Office and IFRC in-country office when it comes to ERU deployment. In addition, it has been mentioned the lack of initial ‘buy-in’ from ZRCS on the decision of deploying ERUs in Zimbabwe, resulted in poor preparation and low receptiveness from the NS at the onset of the deployment. This situation successfully reverted afterwards, as soon as the teams got operative and effectively integrated within the ongoing ZRCS response.


‘Unfortunately, due to political and relationship issues with the NS, an earlier intervention was not possible without the intervention of the SG and the Zimbabwean UN ambassador with the MOH. Our interventions could have been 1 month previous to the deployment which could have prevented a spiralling increase in the cases and prevention would have been more effective, where as we ended up directly in treatment by the time of deployment’. (Secretariat Staff)


The Zimbabwe National Society noted that the main issues with time lines were the technical challenges imposed on the Society due to inadequate information prior to arrival of the ERU teams into Zimbabwe. The arrival of the ERU teams from various participating National Societies occurred simultaneously (Seven ERUs arrived in the country by Dec 18th) and this was not coordinated well with the Zimbabwe NS. Hence, permissions for movement from local authorities were delayed. 


‘Given that the situation was ongoing and had been for many months, it may have been better to have established agreements with government and the NS prior to deployment.  In the first days of being in country, there was serious doubt whether the ERU teams would be granted permission to stay.  Given the costs involved this could have been considered a risky strategy’. PNS ERU Team Leader


On the positive side, the timing for the deployment was in some way relevant since December (Christmas holidays) in Zimbabwe would result in a large movement of population across the South African border and thus, resulting in additional risk for cholera to spread beyond the Zimbabwean borders. Also by the time the ERU alert was issued, WHO reported that 48% of total cholera deaths were occurring outside the CTCs. This figure indicated the inability of local authorities to provide access to CTC and treatment to the rural communities and the need for outreaching activities beyond the main hospitals or health facilities. 

The reference standards for ERU lifetime states that ERU should be ready to operate at short notice within 48-72 hours of deployment order and deployable up to 4 months. The lifetime for the ERU deployment in Zimbabwe varied significantly among the different ERU modules. WatSan ERU modules were deployed in Zimbabwe up to a period of 3-4 months. The fact that some WatSan modules did not cover the complete ERU deployment lifespan seemed to be controversial among the different actors interviewed. 

All partners involved in taking the decision of winding down the WatSan ERUs seemed to agree that further rotations would have been needed since, at that particular time, when decision were being taken (end of January 2009), the epidemiological data showed that the crisis was far from over, and in fact increasing in severity, or at least, not abating at a desirable rate[footnoteRef:1].Those partners have referred to financial constraints and donor reluctance to support activities in Zimbabwe as the main factor for the early WatSan ERU withdrawal. In fact, a specific PNS identified the delay in the response as the main contributing factor to the negative feedback from their back donors, resulting in general shortage of funding. [1:  WHO Epidemiological Bulletin Number 7 (24 January 2009). Minutes from the interagency teleconference held in Harare 30 January 2009 also highlighted the need for continuing the external support to the cholera response. ] 


Several attempts to get more resources (using RDRT replacements for ERU team members) on the ground to cover the WatSan ERU gap were undertaken by WatSan team at zone and Geneva level but it failed, according to some interviewees, due to financial restrictions, inability to identify suitable and / or available candidates, and resistance from the host NS to accept more outsiders.

ZRCS staff, especially at branch level, has widely reported during the interview process on an untimely exit for MSM 20.


A branch programme manager stated ‘It was felt that the ERU did not stick to the original operational plan and they left before the timeframe provided at the beginning of the operation’. 


It must be noticed that the MSM teams have been operating in areas with enormous chronic needs, presenting extremely low coverage for sanitation facilities (31% of the rural population has access to sanitation facilities[footnoteRef:2]). The team found that the expectations from the affected population and National Society in addressing those sanitation chronic needs through ERU intervention were very high. [2:  Joint monitoring programme for water supply and sanitation in Zimbabwe. WHO and UNICEF. July 2008.] 


1.2. Deployment of FACT team

The ERU Standard Operating Procedures states under item9) Criteria for deployment: In line with the Coordination procedures, the deployment of an ERU shall be done following the consultation with the National Society in the affected country and the relevant field structure of the International Federation. 

The deployment shall normally take place following a request for international assistance, usually in the form of the Federation Emergency Appeal.  The type and location of ERU(s) shall be determined based on the assessment of needs carried out by the host National Society, together with the RDRT and/or FACT and/or relevant sectorial International Federation staff. 
If an ERU is recommended, it shall be the responsibility of the officer in charge of the operation/operational manager in the field to ensure that the host National Society agrees to the deployment and understands the specific requirements of that ERU.

	Item 9.1 Health ERUs 
In case of a basic health care or referral hospital ERU, the agreement of relevant local authorities and the Ministry of Health as well as the permission for foreign health professionals to practice shall be obtained. No Health ERU will be deployed without a technical health assessment by the designated FACT, RDRT or receiving NS health member and without this assessment being agreed upon by the Secretariat’s sectorial officers.  

	Item 9.2 WatSan ERUs 
In case of a WatSan ERU, the agreement of the local water authorities or respective line ministry of the country may also be required. No WatSan ERU will be deployed without a technical WatSan assessment by the designated FACT, RDRT, WatSan delegate/staff or receiving NS WatSan member and without this assessment being agreed upon by the Secretariat’s sectorial officers. 

Neither a FACT team, RDRT, nor technical WatSan team were deployed in Zimbabwe to undertake an assessment of the cholera outbreak situation.  The reasons reported for the absence of FACT or any other form of assessment support have been indentified by some respondents as firstly internal resistance in Federation (from IFRC zone office) to accept external support in the zone and its slow reaction to recognize the scale of this major crisis, and secondly, resistance from the ZRCS and Zimbabwe government to accept international staff deployed in country. A solid assessment was missing on which the deployment of 7 ERUs was based. The presence of a FACT assessment would have identified the appropriate nature of the response required and the type of equipment necessary to address the outbreak. A FACT would have determined the needs in country, identified areas to work in, and would have coordinated such response intervention with ONS, IFRC, PNS and sectorial UN clusters. 

Lack of accurate needs assessment resulted in considerable delays in the cholera response intervention.  Time lines and effectiveness of response had varying impact due to the absence of a FACT team. The ERU teams deployed felt there was generally no mandate or Plan of Action in place upon their arrival. The deployed ERU teams had to spend their first week conducting assessment field trips and compiling an assessment report that would otherwise have already been in place. Though time consuming in an ‘emergency response’, many PNS found this time valuable to coordinate with other partners and develop an action plan between the different ERU teams. On the other hand, having the ERU teams conducting the assessment and deciding on site location derived, according to some interviewees, competition among the ERU WatSan modules for ‘space’ on the ground and raised unnecessary frustrations among the team members.

According to the Secretariat, while an official FACT team did not deploy, the Head of Operations, and the Health and WatSan coordinators, along with several others, effectively formed an ‘ad hoc’ assessment and coordination team. The functions of FACT were not, therefore, seen as completely absent. Though the late deployment was considered more of a critical issue.

On the WatSan sector, there was an attempt to conduct a field assessment. The Programme Manager for the ACP WF project in Zimbabwe, permanently based in Harare, and his counterpart in ZRCS (WatSan coordinator) conducted a short WatSan assessment mission to Mashonaland Central & East Provinces and reported back to ZRCS and the IFRC Zone Health & Care Coordinator. 

Nonetheless, the lack of a proper assessment of needs (in both the areas of WatSan and Health) led to deployment of large units (WatSan module 40& 15, and the complete BHCU), which eventually did not work at its full capacity and was unsuited for the needs in the field. Interviews to the water local authorities (ZIMWA) revealed that some of the equipment deployed could not address effectively local needs (ZIMWA engineer reported about the several challenges that the WatSan module 40 faced in Gweru town such lack of water trucking means and inexistence of proper pumping systems).

In addition to that, some respondents expressed their concerns about the strategy used to address WatSan related issues in urban and rural settings. Later field assessments showed that the outbreak of cholera in urban settlements was more related to poor access to safe water rather than low adherence to safe hygiene practices. These urban / rural context differences were not taken into consideration in the early stages of the deployment, leading to delayed reallocation of the different WatSan modules on the ground. The final set up, having the water modules (40 & 15) focused on urban settings and MSM / Health ERU modules in rural settings, seemed quite efficient according to key WatSan players interviewed.

With respect to the BHCU, having no qualitative assessment prepared on the needs and gaps resulted in PNS sending a lot of unnecessary supplies, and configuration of BHCU, as well as some of the team profiles that were a mismatch to what was needed on the ground. A good assessment would have determined that a combination of mobile and smaller satellite CTCs were required and not a standard BHCU.

Indeed, a FACT (if correctly used and timely) could have helped but in some feedback reports it is stated that this did not need to be an official FACT assessment, per se. What was required was a good assessment of needs and a POA – which does not need to be provided strictly by a FACT. Zimbabwe National Society stated that several assessments were done internally and that information was available for review prior to deployment if requested.  This view was echoed by some PNS in that the capacity was present in the country to do an appropriate assessment. The problem with this setting is the lost opportunity of asserting the role of FACT as the standard RC/RC tool and the authority that comes with a FACT team.

1.3. Deployment of additional logistic support

As pointed out by reference standard, ideally in large operations, a logistics ERU shall be despatched before any other ERU to provide logistic support. (ERU SOP, item 19.23: Logistics Support). The absence of a logistics ERU in Zimbabwe cholera operation resulted in delays/ long-time lines for procuring items through the IFRC operation in Zimbabwe.

It was thought that the only reason for not deploying a logistics ERU was resistance from ZRCS related to the number of ERUs and expatriates. The Secretariat reports that this was overcome by deploying staff from the Field Logistics in Geneva and one from the Zone Office and both were able to do the job of the Logistics ERU.  However, the general experience in the field was that the absence of a Logistics ERU resulted in delays in dispatch, as well as, later on in the operation, poor records on the location of dispatched items. Custom clearance could have been a major issue, had it not been to the work taken on by a logistics delegate or Regional Representatives in Harare.

In addition, the absence of relief capacity, either in the form of a relief ERU or a relief delegate put extra pressure on the MSM 20, as inputs such as soap and hygiene kits, were an integral part of the response and required relief distributions to be conducted. 


2. Coordination
Which coordination mechanism was in place (meetings, etc.)?
Did partner organization provide information that assisted our plan of action? If so, how?

At the Secretariat level in Geneva, there were regular task force meetings almost daily in the beginning of operations with regular teleconferences to the deploying PNS. Also regular meetings by teleconference between Geneva Operations Coordinator, Head Of Zimbabwe IFRC Country Office and Head of Operations in Harare took place. There were as well ad-hoc meetings chaired by the Deputy DM, regular PNS telephone conferences to brief Participating National Societies on the situation and teleconferences with SA Zone Office and Zimbabwe IFRC Country office. Despite the ongoing coordination, some delegates in the field felt that there was not clear leadership or clear coordination from the Federation side in all circumstances.

At the National Level in Zimbabwe, meetings were being held on a weekly basis in the office of Zimbabwe Red Cross chaired by Zimbabwe RC and including all heads of ERU’s, IFRC, ICRC. All the RC partners also participated in the weekly (initially) WASH Cluster Meetings, the Health Cluster Meeting and the Joint Health and WASH Cluster Meetings convened by UNICEF (WASH) and WHO (Health).The WASH and health cluster were quite pivotal in providing the information that determined the plan of action.C4 (Cholera Crisis Command Centre) – Zimbabwe government coordination team – and the cluster meetings seemed to do an appropriate job to map and direct the available resources where needed. These entities also kept track on how the epidemic evolved. Furthermore, the coordination meetings at cluster level promoted collaboration and highlighted the work of Red Cross.

Internal RC coordination meetings were very cordial and informative leading to improved relations between all partners (especially IFRC and Zimbabwe RC) and to improved coordination across ZRCS Divisions and ERUs. 

As stated above, ERU teams were initially held in Harare due to lack of movement permission. This gave a good amount of time for the ERUs to better plan, coordinate and review their assessments and activities. Team leaders were very cooperative and good coordination led to assigning ERUs to regions according to identified gaps. Common work between Health and WatSan ERUs, especially the MSM20 teams led to a very productive coupling of BHCU and MSM ERUs (Japanese with Spanish, and British with both Norwegian and Finnish), which resulted in a better coordinated intervention. In addition, ongoing coordination between the ERU teams continued once in their respective regions. (e.g. TL BRC with TL NorCross in Gweru, Midlands Province).

At the provincial level there were regular meetings with partner organizations: MOH, health departments, MSF, and Concern. In Midlands Province for instance, MSF and Concern were the main partners and provided additional resources. Agreement was reached during the coordination meetings on target areas and action plan. The working relationship between the local governmental bodies and the Zimbabwe Red Cross Society has been remarkably improved due to the close collaboration during the cholera operation. All movement of the ERUs were coordinated by the local government structures and the Red Cross sought approval from the government before movement into communities took place. The profile and visibility of the Red Cross we increased. 

At a second stage of the intervention, the IFRC was appointed together with WHO, UNICEF, Population Services International and OXFAM to be part of the Ministry of Health Technical Advisory group. The IFRC was tasked to be the focal organization for Mashonaland West on all issues of Hygiene promotion activities. 

The review team looked at what extent coordination and information sharing with other external partners influenced the decision making process in the Red Cross response. On this matter, interview respondents have reported key areas of collaboration with the Ministry of Health who prioritized intervention sites (with respect to CTCs), UNICEF who provided ORS and IEC materials and advice also on priority locations, MSF who shared assessment information and advised on priority locations as well, and WHO, who provided statistic data on the different locations affected by cholera. One example is the MSM 20 in Midlands Province. The MSM team responded to a Cholera outbreak at a Miners camp due to information from MSF after they had set up a CTC in the area. The cooperation between various stakeholders and Red Cross was stated as good and the transfer of information between agencies was effective.  

Overall the coordination meetings were more effective in the initial phases of deployment. Once outreach activities and movement to various regions took place, attendance at the meetings became more difficult.

That ERU teams had very limited resources given the geographic demand and it was mainly through partnering with existing structures such as MoH and the NS that the deployment could have any meaningful short and long term impact.  This meant rethinking the idea of local focused activities to one of wider capacity building and resourcing.

One initial concern of the Zimbabwe Red Cross was the lack of communication and coordination prior to the deployment of the ERUs.  The ZRCS felt that the decision to deploy the ERU was not coordinated with the Zimbabwe Red Cross headquarter office. Therefore, they were not appropriately informed before the arrival of the ERU teams. 


3. [bookmark: _Toc242174787][bookmark: _Toc242174834]Capacity building of ZRCS

Was additional recruitment of volunteers necessary for this operation?
Are those volunteers currently active in the NS? If not, can they be traced?
What trainings took place for volunteers?
Were the handover procedures followed?
Was there an exit strategy planned in conjunction with the NS?
Has this operation improved the NS capacity in the areas of health and WatSan to address future disasters?

3.1. Organization development

The operation has left the NS with substantial amounts of equipment geared towards a similar response but adaptable to different disasters. The review team found that the ERU equipment was handed over to ZRCS headquarter and then re-allocated again to the different regions based on the risk for future outbreaks.

The substantial amount of training conducted within this operation means that both, staff and volunteers for the Zimbabwe RC, have had extensive training in epidemic control and general WatSan and hygiene promotion. Although there has not been any significant initiative to further cascade down the training beyond those volunteer and staff involved directly in the operation. 

The deployment of the ERUs in country has contributed in raising the ZRCS profile as ZRCS was viewed by local authorities as one of the main actors in responding to the outbreak. Local authorities consistently reported on the significant role of the NS in supporting the existing structures (CTC and hospitals) and the complementary role in outreaching to communities beyond the official health facilities in those areas with limited infrastructure. 

ZRCS volunteers were mobilised from the existing pool of volunteers, however there were areas where new volunteers were recruited. A considerable amount of those newly recruited volunteers continue to be active (integrated in on-going long term programmes). Overall, the responses from the volunteers were positive on the level of training and regarding their role within the operation. Trainings included how to build latrines and pitch tents, how to set up CTC, information on hygiene promotion (Washing hands, safe water, sanitation), how to disseminate hygiene messages, epidemic control for volunteers and in some cases a TOT. 

During the focus group discussion with volunteers there was positive feedback about the presence of the ERU. Many state that they could not manage on their own and were grateful for ERU members providing resources and HP trainings. They felt their own knowledge improved as well as their confidence and capacity to do outreach work. They concluded by stating that the positive impact they had in the communities would not have occurred if the ERUs were not there. Volunteers in general felt empowered, motivated and confident in responding to future disasters. On the negative side, volunteers constantly report that transparency was not always there in relation to payment, food provision and allowances. 

NS staff also played a comprehensive role in planning and conducting trainings for health professionals on how to mitigate a cholera epidemic. Trainings conducted at various levels (NS, MOH etc) were appreciated but often were not focused on professional or functional level of participants. Despite the availability of trainings and importance, several ERU deployed delegates were not equipped with appropriate training skills or language skills, this further highlights the inappropriateness of team composition perhaps resulting from an inadequate initial needs assessment for the cholera response.

Outside of the National Society, the government offices interviewed felt that the capacity to respond in the future was also strengthened by the direct communication and trainings provided by the Red Cross. The government sectors are providing ongoing trainings/workshops to health personnel and volunteers on hygiene practices and cholera response including social mobilization.  Furthermore, communities have become empowered with the health awareness messages distributed.  This was thought to be the direct result of the hygiene awareness messages incorporated into the health response by both the BHCU and MSM delegates during the ERU deployment. 

At least two PNS continued ongoing training with the ZRCS once the ERU activities were over. This enabled for further capacity building within the NS focusing on future responses of a similar nature. For instance, two ZRCS key personnel were invited and trained in ERU in Oslo April 2009. The NS staff had the opportunity to work in partnership with the ERU teams, which inherently improved the understanding of ERU and Disaster Response.

3.2. Handover and exit strategy

ERU teams followed Handover standard procedures consistently and effectively (ERU SOPs item 24). However, some irregularities were reported by ZRCS since not all ERU Team Leaders were aware of how the NS within the country functions (e.g. Team Leader leaving equipment to branches without notifying HQ). In addition to handover notes, some PNS establish a further support to the NS in terms of refreshing training and assistance in repackaging and storage of the equipment at the headquarter level. 

Recovery/longer-term WatSan programming could have taken better advantage of the situation to mitigate more effectively against subsequent cholera or AWD outbreaks. Positive examples are the bilateral recovery activities funded by some PNS (involved in the ERU deployment) as a continuation of the support given to ZRCS (e.g. rehabilitation of the existing infrastructures in Chintugwiza town).

The exit strategy was in the planning process in the beginning of January. The ZRCS by that time had been fully engaged and had owned the operation after they had seen the benefits of the ERU deployment. Many coordination meetings with them took place and they were in agreement on the wide lines of the exit strategy.

The deployment timeframe was thought to be short. A longer deployment would have been beneficial to ensure sustainability of the programs. The Provincial branches, however, commented that the exit strategy (including the training on equipment) was well received. The main concern raised by local authorities (MOH) was that the equipment used during the deployment was all removed on exit and left with the National Society.  


4. [bookmark: _Toc242174788][bookmark: _Toc242174835]Health Impact
Are there any epidemiological data available?
Do you think that the deployment of BHCU improved access to CTC and treatment?
Do you think that the deployment of WatSan modules improved significantly the access to safe water and sanitation facilities?
Were hygiene promotion activities sufficient and culturally appropriate?
Has knowledge and practices in regards to cholera prevention improved as a result of health and WatSan ERU intervention?
How many beneficiaries benefited from health and WatSan ERU services?

4.1. Availability of epidemiological data and further analysis

Epidemiological data was available through the WHO. Some partners reported that data produced in Zimbabwe was not a true reflection of the situation as diarrhoea cases were frequently counted as cholera cases and often ‘community deaths’ were not reflected in the cholera statistics. At the Ministry level, the availability of data was limited, as the reporting did not breakdown cholera cases based on age, or gender, but rather in absolute numbers. In this regard, all MoH personal interviewed stated that epidemiological data was either not available due to the above fact or was not yet released.

An important gap relating to ERU interventions is the absence of health indicators and lack of monitoring system to follow up the impact of ERU activities on an epidemic. It is really difficult to establish a link between the ERU intervention and the decrease of cholera cases or fatality rate. There is certain debate in relation to whether health impact can be measured in emergency settings, at least using the ‘traditional’ non-emergency tools (e.g. baseline surveys), but it is widely agreed that ERU should develop basic means of accountability to donors and beneficiaries. 

Internal Red Cross impact data has been made available exclusively from the MSM Module 20 teams, who conducted, in their respective areas of intervention, assessments to monitor the impact of their hygiene promotion activities.

Each BHCU team collected epidemiological data based on their involvement (e.g. CTC admittance and data on outreach activities).  Data was forwarded regularly to PNS and Federation, often attached to Situation Reports. 

4.2. Access to CTC and treatment, safe water, appropriate sanitation facilities, and hygiene promotion services.

All respondents consistently reported that the ERU intervention increased general access to safe water, sanitation facilities and hygiene promotion services. Access to CTC and treatment was improved by the increase in equipment, treatment and human resources since the BHCU either supported existing CTC or was split up into several CTCs. 

Midlands Province (Gweru town and surroundings) is a good example of integrated WatSan intervention, where around 300.000 people (including patients in 5 hospitals) benefited from safe water produced and distributed by WatSan Module 40. Health impact data shared by the team revealed that after 2 weeks of intervention, the prevalence[footnoteRef:3]of cholera decreased in that area. [3:  The proportion of individuals in a population having a disease (number of cases of a disease that are present in a particular population at a given time).] 


In the same area, but more focused on rural settlements, the MSM team built 66 latrines in CTCs and communities and target about 65.000 people with hygiene key messages through various activities (road shows, etc). Also, the MSM team distributed 2.270 hygiene kits, including chemical products for household water treatment. The review team could monitor the state of some of the community latrines, which are still functioning and well maintained. Community members interviewed by the review team could still recall basic hygiene messages (a hygiene message contently mentioned by ZRCS volunteers and villagers was the need of avoiding to shake hands).

Hygiene practices at community level have been improved in a short period of time, due to the immediate perception of communities on the threats posed by cholera and a combination of different measures taken, such as, access to clean water at household level, access to hygiene commodities (soap) and the continued efforts made by Red Cross teams, local authorities and other agencies to rapidly target specific groups of the population with key hygiene messages.

A massive Red Cross hygiene promotion campaign has been conducted in this operation targeting more than 300.000 people living in areas affected by cholera outbreak. BHCU, WatSan module 40 and MSM module teams were involved in supporting ZRCS volunteers to conduct various hygiene promotion activities such as road shows, community gatherings, drama, display of banners and posters, distribution of leaflets and T shirts, session with children in schools, etc. Hygiene messages disseminated by the ERU teams across different activities were consistent and relevant to the given cholera scenario, and the support and coordination role offered by IFRC in the production of standard messages was notable. 

An assessment was conducted by MSM teams in Midlands and Mashonaland Province to evaluate the impact of hygiene promotion activities conducted at community level including level of hygiene awareness showed by community villagers and their level of satisfaction with the tools used. For this purpose household interviews and focus group discussions were held in two different locations affected by cholera and targeted by HP activities (Gweru and Karoi). Results[footnoteRef:4] from that assessment showed that a reasonable proportion of community members could correctly answer about the 3 main routes of transmission for cholera, and they were highly and effectively mobilized through more engaging activities like drama.  [4:  Source of information: Hygiene Promotion Box A – Field Test report. Real time study undertaken in Zimbabwe cholera operation (January 2009). ] 


It is difficult to measure the direct impact of the ERUs on the health of the population by means of health awareness, access to CTC, safe water and sanitation facilities. However, Tiger Reef Mining village, significantly impacted by the cholera outbreak (households 322 and population 2500) was reported to benefit directly from the activities conducted by the Red Cross (setting up of pit latrines, CTC, and cholera health education awareness campaign). As per the report distributed by the Homestake Mining and Technical Services’ senior personnel officer, ‘A large turn out of patients was recorded at the CTC within the first two weeks after the introduction of the camp. Interestingly the numbers started decreasing during the third week’. This reduction of inpatient attendance ‘could be attributed to behavioural change on health and hygiene issues among the resident’s.  This was further attributed by the health awareness messages distributed to the communities via house to house visits or community forums’.[footnoteRef:5] [5:  Tiger Reef Mine Cholera Outbreak Report For Homestake Mining. Prepared bySimone Mwale, Senior Personnel Officer. Document Number: HOM-RPT-SP-004] 


A patient ‘E’ stated that her husband contracted cholera from her during his caretaking activities. However, she was able to recover in the CTC and her husband died, to which she attributes to his failure to follow the advised treatment protocol. She states that in the absence of the CTC her entire family would have been similarly impacted. (Patient E, Tiger Reef Mining Community).

Although it was unanimous among the beneficiaries that a Red Cross response with CTC and HP activities was essential, some found it came slightly late. Many in the communities were already impacted by cholera and had to seek treatment, if possible in inconvenient and far to reach locations. 

The Norwegian BHCU created a number of CTCs (8) that were well equipped and appropriate. Access to CTC improved, since most of the governmental health structures were not functioning due to lack of food, staff, medicine, fuel and a low working moral. However some PNS noted that support to existing MOH CTCs may have improved overall treatment and functioning, but access to a CTC did not change as no further CTCs were set up in certain regions. The type of response by the BHCU varied depending on the province. As referred to above, CTCs were either established by the ERUs or existing CTCs were supported with equipment and medicine.

Local authorities from the MOH of Mashonaland West also commented that the outbreak was a problem at the community level and the current in-country resources were limited (transport, drugs, personnel). Therefore the Red Cross was able to assist in the response by providing the resources needed to address the outbreak, especially as it spread during the Christmas period when there was a lot more travel between communities and the threat of spread was present.  

The Acting Provincial Chairperson of the Midlands Province based in Gweru stated that if ERUs were not deployed it would have resulted in ‘ increased mortality rate, decreased personnel, decreased expertise and decreased capacity of society to respond.’

4.3. Increase of knowledge and adherence to safe practices in terms of cholera prevention among the targeted population.

At the level of the local authorities, it was the general understanding in the provinces interviewed that the deployment of the ‘ERU’ had a direct impact on control of the cholera outbreak.  The community outreach activities contributed significantly to enabling communities to practice proper hygiene thereby, decreasing the spread of cholera. 

During interviews with beneficiaries in August 2009 during the review process, the beneficiaries were able to repeat many of the hygiene promotion messages and state that the community continues to practice proper hygiene. Lack of water, hygiene commodities, proper sanitation infrastructures and electricity continue to plague the communities and pose a challenge to the practices. 

Beneficiaries admit that it is difficult to maintain behaviour change. But at the time of emergency when the HP messages were delivered there was a clear change in knowledge and practices. According to their statements, this change in behaviour was directly due to the HP messages they received by the Red Cross.


5. Utilisation:  current design and level of flexibility.

Was the BHCU and WatSan modules FULLY utilized?
Was the current design and flexibility of the WatSan and Health ERU modules adequate to address the cholera related challenges?

The WatSan ERU modules are composed by standard packages of equipment that are, by definition, deployed in different situations each time.  This design suggests that the “pre-packaged standard” format will always require some flexibility in approach and implementation to make it effective in each particular case.  
However the range of flexibility may encounter some limitations. There is consensus among the WatSan RC partners involved in the cholera operation that certain WatSan ERU modules, especially module 40, are not suitable enough to address cholera or other epidemic related challenges (widely spread population and rapid changing environment), since this module has been designed to respond to disasters that have a define epicentre. In addition, there is consensus that an assessment is crucial in identifying the right choice of WatSan modules for a deployment.
For a spread out cholera scenario the key factor widely reported by WatSan partners is mobility and flexibility. Effectiveness and relevance of water supply and sanitation modules rely mainly in their ability to 1) access the affected population, that may be largely spread in extensive geographical areas and 2) flexibility to respond to a changing environment, as it may be necessary to respond to an outbreak with multiple and distant epicentres that change rapidly in the course of the emergency. It also requires 3) responding with greater urgency, to mitigate and prevent the spread of cases to neighbouring areas, and 4) to respond with tailored intervention to target both rural and urban populations. 
In the Zimbabwe cholera operation, two WatSan disaster response kits 2 were deployed by the IFRC Southern Africa Zone Office, as an answer to such challenging scenario. This kit has been specially designed for the response to scattered populations. It is meant to provide water treatment, sanitation facilities and hygiene promotion services at household level for up to 2,000 beneficiaries (400 families), with no central / larger treatment or storage capacity. It has been reported that fractions of those kits were utilised during the response but the review team did not observe or could not track those kits in the field.

High level of flexibility showed by WatSan team members seemed to be beneficial for the operation since the WatSan ERU teams positively adjusted their interventions to this new challenging scenario. The mobile response approach adopted by the health / MSM teams across the intervention areas seemed to be the correct response to the dynamic needs. Another example of the flexibility is demonstrated in the response of the WatSan module 40 team and the way they divided up the equipment in three sub-modules to support ZIMWA water treatment plant in Gweru Town (Midlands province) and their special focus on distribution of chemicals for household water treatment.

In this regard, some interviewees felt that there was certain inflexibility in the way some key actors understood the task and responsibilities for the different WatSan modules, such that module 40 and 15 should be strictly focused in water supply and MSM in sanitation and hygiene promotion. At ground level, however, the teams demonstrated high flexibility in their approaches by addressing different needs beyond their ‘traditional’ technical roles (examples of that are Spanish MSM team repairing rain water harvesting systems in Mashonaland West, British RC MSM distributing chemicals for household water treatment in Midlands, and German module 40 team conducting hygiene promotion in Manicaland).The MSM 20 showed great flexibility in being able to mobilise volunteer teams to target rural, spread out populations. 

In the Zimbabwe cholera epidemic context, access to safe water at household level was the primary factor for blocking the main cholera transmission routes, especially in those settings where access to safe water became so problematic. The traditional water supply modules (40 & 15) found it very difficult to access the household level (especially in those areas where HH are spread out in large geographical areas) and ensure all community members had access to safe water. Therefore the efforts placed by the WatSan and MSM teams and ZRCS to distribute large amounts of chemical products at HH level, is notable, considering the absence of logistic / relief support in this operation (e.g. 2.270 households were targeted with distribution of hygiene kits containing water treatment products in Midlands). In this sense, there is the need to agree on the level of relief distributions that the WatSan and MSM teams may get involved in, so that they do not take on the Relief ERU role and also do not limit their own ability to fulfil their core mandate.

The traditional BHCU ERU concept[footnoteRef:6] was not implemented in this cholera response due to the working restrictions on expatriate medical staff in Zimbabwe and the sporadic nature of the cholera outbreaks. The BHCU was fully deployed based on the idea to establish or extend the existing health care centres with the BHCU. However, the operation was instead based on the mobile response teams and various outreach activities rather than a central BHCU Unit. The flexibility of the health BHCU ERU modules was highlighted through it material (medicines and equipment) support and professional advice to existing treatment centres or directly supporting MOH by setting up ERU CTCs. Cholera outbreaks were targeted with a combination of CTCs and preventive activities focusing on health education, hygiene promotion and surveillance through ZRCS volunteers in the community. Hygiene promotion teams were trained by the MSM and BHCU ERU delegates in each district within the province, comprised of ZRCS volunteers and Ministry of Health staff. [6:  BHCU provides immediate curative and preventive health care for up to 30,000 beneficiaries, according to WHO basic protocols. The unit can provide basic outpatient services, maternal-child health (including uncomplicated deliveries), community health outreach, immunization and nutritional surveillance. It does not function as a hospital but has a 20 overnight bed capacity for observation.] 


One concern raised by NS staff was that the appropriateness of team composition was not always adequate and often the Hygiene Promotion knowledge among the Health ERU delegates was not sufficient. In addition, lack of experience on cholera management by the ERU WatSan teams was revealed as a key issue in terms of ERU effectiveness. Some respondents pointed out knowledge gaps and low confidence at the initial stage of the ERU intervention. Information sharing and support among the different teams, both WatSan and Health, helped overcome those problems. Another point made by the ZRCS branch office was that less delegates in each team would have been more efficient as the large numbers of team members deployed with various expertise did not match the requirement for the cholera response. ERU delegates also reported that many members were idle and were not able to provide a supporting or functional role during the early stages of the deployment. 

There has been significant positive feedback on the advantage gained in this particular ERU response through the joint deployment of WatSan and Health ERUs. In general the cooperation has been perceived as a strength of the operation which enhanced the overall response and gained more impact on the ground. Joint health and WatSan ERU deployments for future epidemic-context operations have been consistently pointed out as a good practice by both, Health and WatSan key actors. Delegates reported that the deployment of the MSM and BHCU ERU in situations when CTC is required, to be a beneficial synergism of expertise. 



CONCLUSIONS

Standard Operating Procedures (Timeliness)

1. Late deployment order for ERU modules given the cholera context in Zimbabwe.
2. Lack of technical needs assessment has been pointed out as undermining factor in terms of response relevance. Initial assessments should not be compromised and are key to a successful customized response. In Zimbabwe, lack of proper technical need assessment has led to deployment of large WatSan modules which eventually only have worked at a fraction of their capacity or which have been unsuited to the task at hand. A standard BHC deployment could have been avoided by the presence of a good assessment, which would have determined that a combination of mobile and smaller satellite CTCs were required and not a standard BHC.
3. Deployment of FACT per se was not the missing link in this review but rather the lack of a thorough assessment prior to the deployment of both manpower and equipment that did not in all circumstances suit the needs of the disaster. Ideally, a FACT team or local assessment team should have been conducted to justify the decision to deploy ERUs and to identify any capacity gaps in country (such as long-term logistics capacity).
4. Absence of a logistics ERU resulting in delays/ long-time lines for procuring items through the IFRC operation in Zimbabwe.

Coordination

1. The close coordination with the government body both on local, regional and national level and ZRCS, the Federation, and ERU PNSs was very successful in the operation. Coordination meetings promoted collaboration and highlighted the work of Red Cross.
2. Effective internal RC coordination mechanism was in place leading to improved relations between all partners (especially IFRC and Zimbabwe RC) and to improved coordination across ZRCS Divisions and ERUs. 
3. ZRCS was not well prepared and/or briefed to receive the ERUs and did not fully understand the implications of accepting ERUs.  
4. Provincial offices were notified late of ERU teams arrival. Briefing at provincial level was not sufficient.
5. Improved relations between IFRC and ZRCS, which was strained in the beginning.
6. No clear identification of one strong ERU Programme Manager that was in place to oversee the entire ERU activities.

Capacity building of ZRCS

1. Limited support to Host NS for coordination of the activities of 7 ERUs (that arrived simultaneously around December 18, 2008), in the manner of additional staff. ERUs overloaded the branch and its resources and this was further compounded with limited time for preparation.
2. General perception of early WatSan ERU withdrawal, especially MSM module 20. 
3. Initial resistance from IFRC Southern Africa Zone Office and ZRCS to large ERU deployment in Zimbabwe. Once the ERU PNS established cooperation, the ZRCS was fully engaged and owned the operation, especially after they had seen the benefits of the ERU.
4. The inability to use zone resources such RDRT is seen as a lost opportunity to build zone disaster response capacity. 
5. Capacities of ZRCS on disaster response have increased. The operation has left the NS with substantial amounts of equipment geared towards a similar response but adaptable to different disasters. Staff and volunteers for the Zimbabwe RC have had extensive training in epidemic control and general WatSan and hygiene promotion.
6. Handover standard procedures consistently and effectively followed by ERU teams in Zimbabwe with some minor irregularities reported by ZRCS. Further support has been given to the NS in terms of ERU training, refreshing training and assistance in repackaging and storage of the equipment at the PNS and headquarters level. 
7. National Society senses they now have the capacity to respond to a similar disaster in the future. PNS and Secretariat would add that such a deployment was and is still necessary in the future, albeit with technical adaptations to the staff and modules deployed. 

Health Impact

1. There is the need to research, test and reflect on different options for monitoring/ assessing the impact of the Health and WatSan ERU modules. There were significant and positive attempts by MSM teams in evaluating the impact of their hygiene promotion activities at community level. 
2. Epidemiological data was collected through the Health ERU deployments but this was not analysed in relation to the interventions undertaken with respect to overall health impact. It is difficult to establish a link between the ERU intervention and the decrease of cholera cases or fatality rate, though trends could be established.
3. The partnering of MSM and Health ERUs providing a combination of curative and preventive response has led to an increase of access to CTC and treatment, sanitation facilities and hygiene promotion services; resulting in an effective reduction of cholera cases at community level. 
4. BHCU had the ability in some regions to establish CTC outside hospital settings in very rural isolated areas with limited resources, which improved access for certain communities.
5. In recognition that the causes of the cholera crisis in Zimbabwe were more related to the long-term dilapidation of water and sanitation infrastructure it would have been highly beneficial to have identified - through a initial assessment – longer term sustainable solutions to be implemented either alongside emergency interventions.
6. IFRC recognized by external actors as leader in the social mobilization sector.
7. Recovery/longer-term programming could have taken better advantage of the situation to mitigate more effectively against subsequent cholera or AWD outbreaks.

Utilisation, Appropriateness of design and level of flexibility.

1. The integrated approach (joint deployment of Health and MSM 20) and the flexibility shown by the ERUs in the response, despite an absent pre-deployment assessment, have been identified as one of the major achievements of this operation. 
2. The deployment of the ERUs in country has contributed to raise the ZRCS profile as local authorities have seen it as one of the main actors in responding to the outbreak.  ZRCS complementary role in outreaching communities beyond the official health facilities has been highly recognized by external partners. 
3. Incentives for those working side by side (Government staff vs. Red cross volunteers) were not balanced. Volunteers would receive payment or incentives that were not available to the MOH staff. Furthermore, between the different PNS, inconsistencies with payment/incentives for volunteers existed.
4. The range of flexibility required for the WatSan ERU modules (specially module 40) in order to effectively respond to epidemic scenarios may encounter some limitations, such as those situations where the affected population is scattered in large geographical areas and / or the situation change rapidly and require an extreme range of flexibility in adapting the response to that changing environment.
8. The BHCU was not used in its entirety due to the inappropriateness of its structure for a cholera response and was placed in the warehouse or re-distributed to CTCs or hospitals. 
9. Appropriateness of team composition was not always adequate and often the Hygiene Promotion knowledge within the Health ERU was not sufficient among certain teams.
10. Lack of experience on cholera management by the ERU WatSan and BHCU teams has revealed as a key issue in terms of ERU effectiveness. More knowledge needed on AWD/Cholera management.
11. The need to agree to the level of relief distributions that the MSM 20 should engage in, in order to not take on the Relief ERU role but not limit its own ability to fulfil its core mandate.
12. The need for Hygiene Kits and soap was identified for hygiene promotion activities to be successful. These were not locally available, and timeline for procurement and delivery by the IFRC was not appropriate (8 weeks).



[bookmark: _Toc242174789][bookmark: _Toc242174836]RECOMMENDATIONS

1. Advocacy and awareness raising by the Federation at National Society and Zone level as to the need for prompt action in any disaster response to ensure RC/RC relevancy, positioning and humanitarian space. 

2. Increase awareness of the tools available to the Red Cross Movement (ERU, RDRT, FACT, etc). The Federation needs to actively engage in disseminating the purpose, function (including SOPs), contents and its size of all tools to National Societies during ‘non-emergency’times as a part of disaster response preparedness contingency planning.

3. Improved understanding of global (and zonal) disaster response tools (ERU, RDRT and FACT) and their use also required at NS and zone level. National Societies need to be more aware of disaster response tools at their disposal at global and zone level and need to be proactive in advertising these instruments to Government agencies. It is highly recommended to make a better use of zone resources (RDRT) and deployment of small-scale disaster tools like the WatSan disaster response kits (2, 5 & 10).

4. ERU Alerts and deployments need to be based on timely and qualitative assessments. ERUs (Health and WatSan) should be deployed based on the assessment of needs carried out by the host National Society, together with the RDRT and/or FACT and/or relevant sectorial International Federation staff. (ERU SOPs item 9)

5. In large operations, a logistics ERU should be despatched before any other ERU in order to provide logistic support. (ERU SOPs item 19.23)

6. In those epidemic related context where acute needs are more related to chronic deficiencies of water and sanitation services in country, it is recommended to integrate longer term sustainable solutions to be implemented either alongside emergency interventions.   

7. In light of the lack of adherence to the current ERU SOPs and to DM protocol, it is recommended to review the DM SOPs currently existing for all those working in DM at all levels within the Movement. This would require a thorough review on the steps to be taken and processes to be followed when crisis occur. A standardised approach should be introduced not only on paper, but also in practice.
8. It is recommended to bring attention to the question ‘how to monitor the impact of the Health and WatSan ERU modules’, and establish special focus in the future: 1) through discussions with experts on options for monitoring impact of ERU modules and available tools of best practice in this area, 2) by ensuring that this is integrated in ERU training and 3) by establishing the monitoring tools as early as possible. 

9. In future AWD / cholera operations it is strongly recommended to deploy the combination of Health and WatSan ERU modules (specially MSM 20 module) but based upon better assessment and better initial support in the set-up phase. In case these two modules are not accompanied by a water supply module (module 40 or 15) it is recommended to expand the capacity within the MSM 20 to improve access to safe water at household level – such as distribution of chemical products, filters, etc. and training in household treatment methods. General guidance on Household Water Treatment should be part of the MSM training.
10. More tailored training to WatSan and Health ERU’s on AWD/Cholera response. It is recommended to continue forging synergies between the health and WatSan ERUs such as joint trainings or exchange of health and WatSan ERU team members / facilitators in future ERU refreshing trainings (see item 14).

11. It is recommended to consult the WatSan ERU working group in finding new solutions to make the technical design of ERU WatSan modules more flexible in those scenarios where the affected population is scattered in large geographical areas and / or the situation changes rapidly and requires an extreme range of flexibility in adapting the response to that changing environment. A solution proposed by some ERU WatSan members is re-packaging the equipment of large and heavy ERU WatSan modules (40 & 15) in smaller units that can be deployed as an entire ERU module but rapidly and easily partitioned on the ground and redirected to different geographical areas.  
12. The Health ERUs should work together to restructure modules better prepared to address diseases of outbreak potential that would require module mobility, flexibility and compactness. Furthermore, a reassessment of team composition needs to be considered – often, medical expertise outweighs community health knowledge, which may not be appropriate for countries where hands-on practice cannot be undertaken and where more public health expertise is required. (See item 13) 

13. The newly developed Community Health Module should be an essential and mandatory component of Health ERU training. Knowledge in Disease Prevention and Epidemic Control measures will provide for greater expertise within the deployed delegates and further flexibility and coverage in the field. In addition, the CHM training can further strengthen the proven successful working partnership in the field between the MSM and Health ERUs.
14. A clear understanding should be established on the enormous impact (on both human and material resources) of ERU deployment on the host national society. Since all HNS do not have the capacity or the resources to provide support for incoming ERUs, measures should be put into place on the functioning of the ERUs to curtail this impact. 

15. Handover procedures should follow national reporting lines. Team leaders should receive a thorough briefing on how to approach different levels within HNS (country level, HQ, provincial and branch level Red cross offices). 

16. The need for hands-free handwashing equipment to be included as part of the MSM or BHCU was key to this deployment and it is recommended to include it to any deployment to epidemic operations as part of the standard equipment. 


Annexes / Appendices

APPENDIX 1 – ERU Description

EMERGENCY RESPONSE UNITS (ERU) DEPLOYED IN ZIMBABWE

A total of seven ERUs were deployed in December 2008 to assist the ZRCS in its national cholera operation. These ERUs came from Finland, France, Germany/ Austria, Japan, Norway, Spain and the United Kingdom with staff support from several other National Societies. 

The ERUs deployed were the three WatSan modules as well as the Basic Health Care Unit as follows:

Basic Health Care Unit:
This ERU provides immediate preventive, curative and community health care. It can deliver outpatient clinic service and mother and child health including uncomplicated. Moreover, community outreach, health promotion, epidemic control, surveillance, community-based psychosocial interventions, immunisation and therapeutic feeding can be conducted through optimized modules. The unit enables the care for a population of 30 thousand people, can care for 20 temporary inpatients, and provides referral services to other secondary and tertiary health facilities. Depending on the needs of the affected population and the specifics of the crisis, the BHC ERU can function in three ways: as the traditional fixed clinic, as a hub with smaller satellite clinics so as to increase the geographical area of operation, or as a full mobile clinic with light teams spreading out to communities affected and without geographical limitations. The BHC ERU supports affected or overwhelmed local health infrastructure, works with local health authorities and health professionals and fills the gaps created by an emergency. In Zimbabwe this ERU was provided by Finnish, Japanese and Norwegian Red Cross.

WatSan Module 15 (for up to 15,000 beneficiaries)
This module provides treatment and distribution of up to 225,000 litres of water a day for a population of up to 15,000 people, with a storage capacity of a maximum of 200,000 litres a day. This unit can also provide limited sanitation. The module is designed for response to scattered populations, with a flexible approach due to a number of smaller treatment units (minimum three), which can be split and set up as stand-alone units in different locations. The availability of local water sources is required. Module 15 has integrated distribution and trucking capacity, for transport of treated water to dispersed populations with a capacity of up to 75,000 litres a day, with the capacity to set up nine different storage and distribution points (preconditions are availability of flatbed trucks, fuel, and road access). In Zimbabwe this ERU was provided by French Red Cross.

Mass Sanitation Module 20 (for up to 20,000 beneficiaries)
This module provides basic sanitation facilities (latrines, vector control and waste management) for up to 20,000 beneficiaries as well as initiating hygiene promotion programmes. Hygiene promotion is an important part of the revised mass sanitation module in order to maximise the health benefits from appropriate excreta disposal and hand washing in particular. In Zimbabwe this ERU was provided by British and Spanish Red Cross Societies.

WatSan Module 40 (for up to 40,000 beneficiaries)
This module provides treatment and distribution of water for larger populations, and can treat up to 600,000 litres a day for up to 40,000 people. This unit can also provide limited sanitation. Availability of local water sources is required. Module 40 has integrated distribution and trucking capacity, for transport of treated water to dispersed populations with a capacity of up to 75,000 litres a day and the capacity to set up nine different storage and distribution points (pre-conditions are availability of flatbed trucks, fuel, and road access). 
To Zimbabwe this ERU was deployed thanks to German Red Cross.
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APPENDIX 2 – ToR Questions – Field questionnaires

	ToR Questions
	ZimRC HQ
	ZimRC Branch
	ZimRC volunteer
	Local authorities (MoH; water board)
	Federation Country Representation - Zimbabwe
	PNS Delegates
	IFRC Geneva Secretariat
	IFRC 
Zone Office
	Beneficiaries

	TIMELINESS - SOP

	What do you think of the timing of the ERU deployment? Outline the timeline. 
	X
	
	
	
	X
	X
	X
	X
	

	What recommendations would you make for improvements, if any?
	X
	
	
	
	X
	X
	X
	X
	

	Did the absence of a FACT & Logistics ERU have implications for the ERUs deployed? What were they?
	X
	
	
	
	X
	X
	X
	X
	

	COORDINATION

	Which coordination mechanism was in place (meetings, etc.)?
	X
	X
	
	X
	X
	X
	X
	X
	

	Did partner organization provide information that assisted our plan of action? If so, how?
	X
	X
	
	
	X
	
	X
	X
	

	CAPACITY BUILDING

	Was additional recruitment of volunteers necessary for this operation?
	X

	X
	X
	
	X
	X
	
	
	

	Are those volunteers currently active in the NS? If not, can they be traced?
	X
	X
	X
	
	X
	X
	
	
	

	What trainings took place for volunteers?
	X
	X
	X
	
	X
	X
	
	
	

	Were the handover procedures followed?
	X
	X
	
	
	X
	X
	X
	X
	

	Was there an exit strategy planned in conjunction with the NS?
	X
	X
	
	
	X
	X
	X
	X
	

	Has this operation improved the NS capacity in the areas of health and WatSan to address future  disasters?
	X
	X
	X
	
	X
	X
	X
	X
	

	HEALTH IMPACT 

	Are there any epidemiological data available?
Other sources: reports
	X
	X
	
	X
	X
	X
	
	
	

	Do you think that the deployment of BHCU improved access to CTC and treatment? 
	X
	X
	
	X
	X
	X
	
	
	X

	Do you think that the deployment of WatSan modules improved SIGNIFICANTLY the access to safe water and sanitation facilities? 
	X
	X
	
	X
	X
	X
	
	
	X

	Were hygiene promotion activities sufficient and culturally appropriate?
	X
	X
	
	X
	X
	X
	
	
	X

	Has knowledge and practices in regards to cholera prevention improved as a result of health and WatSan ERU intervention?
Other sources: baseline and impact survey and reports
	X
	X
	
	X
	X
	X
	
	
	X

	How many beneficiaries benefited from health and WatSan ERU services?
Other sources: reports
	X
	X
	
	
	X
	X
	
	
	X

	UTILISATION – APPROPRIATNESS OF DESIGN – LEVEL OF FLEXIBILITY

	Was the BHCU and WatSan modules FULLY utilized?
	X
	X
	
	
	X
	X
	
	
	

	Was the current design and flexibility of the WatSan and Health ERU modules adequate to address the cholera related challenges?
Do you have any recommendation for change?
	X
	X
	
	
	X
	X
	X
	X
	

	Would you recommend to deploy these ERUs for similar outbreaks?
	X
	X
	
	
	X
	X
	X
	X
	

	GENERAL

	What were some of the successes and opportunities for the ERUs in this operation?
	X
	X
	
	
	X
	X
	X
	X
	

	What problems and constraints were faced during implementation of the operation? How were they dealt with?
	X
	X
	
	
	X
	X
	X
	X
	

	What important lessons have been learned for the ERUs deployed?
	X
	X
	
	
	X
	X
	X
	X
	



APPENDICE 3 – LIST OF INTERVIEWEES

	List of people interviewed in IFRC
By email (questionnaire)

	Name and position
	Response

	IFRC Secretariat (Geneva)
	Bekele Galeta – IFRC Secretary General
Peter Rees – Head of OSD
Birgitte Olsen – Deputy Director of Disaster Management
Pieter de Rijke – ERU senior officer
Benoit Porte – ERU senior officer
Tammam Aloudat – PHE senior officer
Robert Fraser – WatSan / HP senior officer
John Roche – Ops. Coordinator
Dorothy Francis – FACT senior officer
	-
-
-

√
-
√
√
√
-

	Southern Africa Zone Office
	Francoise Legoff – Head of SA Zone Office
Farid Aiymar – DM Zone Coordinator
John Fleming – Health Zone Coordinator
Harun Joho – WatSan Zone Coordinator
Mathew Cochrane – Communication Manager
	-
-
√
-
-

	Zimbabwe IFRC Country Office
	Agripah Anganile – WatSan Delegate
	-

	Spanish RC
	Jorge Durand – ERU delegate
Joaquin Mencos - ERU delegate
Inigo Vila – Head of Emergency Unit
	√
√
-

	Norwegian RC
	Kjell Engkrog  – ERU delegate
Jens H Gløersen – ERU delegate
Anne Rasch-Haugen – ERU delegate    
Tonje Tinberg  – ERU delegate
Hossam Elsharkawi - Emergency Response Coordinator
Kristin Tandberg – ERU delegate
Samuel Asamoah – ERU delegate
Jan Egil Mossand – ERU delegate
	√
√
-
√
√

√
√
√

	German RC
	Sabine Guennel – ERU delegate
Wilhelm Hensen – Disaster Response Unit
Clemens Pott – Disaster Response Unit
	-
√
-

	Finnish RC
	Hannele Virtanen – Health Senior Advisor
Juhani Miettola – ERU delegate
Heli Siikamaki – ERU delegate
	√
-
-

	British RC
	Fiona Davidson – International Department
Jamie Richardson – ERU delegate
Jean Guilardi – ERU delegate
Daniel Sanger – ERU delegate
Pete Garrat – Head of International Department 
Zahra Ali – ERU delegate
Cathy Ayer – ERU delegate
Caterina Monti – ERU delegate
Theo – ERU delegate
	√
√
√
√
-

-
√
√
√

	Austrian RC
	Wolfgang Stoeckl – WatSan advisor
	-

	Japanese RC
	Taku Petite – International Department
Satoshi Suga – International Department
	-
√

	French RC
	Hélois Ellien – International Department
Richard Fradin – ERU delegate
Franck Haaser – ERU delegate
Joao Paulo de Passos – ERU delegate
	-
√
√
-

	List of people interviewed in Zimbabwe
Face – to – face interview
(including focus group)
	Name and Position

	Zimbabwe Red Cross 
	Headquarter: 
Emma Kundishora - Secretary General
Midlands Branch:
Maxwell Phiri - Provincial Manager
Acting Provincial Chairperson
Home based care and Training Officer
Mashanoland Branch:
Judith Chipenzi – Provincial Programmes Officer 
Previous Home Based Care Supervisor
District Chairperson

	Local authorities Zimbabwe
	Gweru, Midlands Province:
Christone Maguma - District Administrator
Eng. Mhlanga - Assistant Director Water and Sewage (ZIMWA)
Provincial Medical Director
Provincial Environmental Health Officer
Principal Government Health Officer
Provincial Health Promotion Officer
Provincial Epidemiologist
Karoi, Mashonaland West Province:
District administrator
Provincial Health Promotion Officer
Provincial Administrator
Environmental Health Officer

	Volunteers Midlands
Volunteers Mashonaland
	Various*
Various* 

	Beneficiaries
	Tiger Reef Community*





APPENDICE 4 - Integrated activities at CTC& community level in Zimbabwe Cholera Operation

	Provinces
	MSM – targeted CTCs (sanitation and HP)
	BHCU – targeted CTCs (medical support)
	M15/40 – targeted areas (Water supply/storage) 

	Mashonaland West
MSM SpnRC
BHCU Jap RC 
M15 French RC 
M40 German RC
	10 CTC in total (provision of sanitation facilities) incl. Karoi CTC

HP campaign (street theatre, NFI & IEC distribution) in Hurungwe district.

	30 CTC in total(medical treatment, distribution of medical & non-medical supplies, surveillance) incl. Karoi CTC

	1 CTC in Karoi (storage capacity)

HP campaign (door to door visits, NFI & IEC distribution) in Kadoma district

	Mashonaland Central
M15 French RC
M40 German RC

	
	
	Harare city (water supply treatment, storage & trucking capacity) 


	Midlands
MSM BritRC 
BHCU NorRC
M40 German RC 

	4 CTC in total (provision of sanitation facilities)

HP campaign (road show, NFI and IEC distribution) in Gweru

	28 CTC in total (distribution of medical & non-medical supplies)
	Gweru town (water supply - 210m3/day)

	Manicaland 
M15 French RC
M40 German RC
Finnish RC
	
	25 CTC Mutare (distribution of cholera kits & ORS)

	Harare 
Chikorubi CTC (5m3/h)
Chitungwiza CTC (10m3/h)








APPENDICE 5 - Summary of MSM (sanitation and hygiene promotion) activities at CTC & community level - Zimbabwe Cholera operation 

	Activities
	Spanish Red Cross (Mashonoland West Province)
	British Red Cross (Midlands Province)
	Additional support German RC M40 (Manicaland Province)

	
Toilets & Bathing facilities
	
54 latrines
8 bathing facilities

	
66 latrines
	

	Liquid / Solid waste
	14 solid waste disposal pits
3 incinerators
4 soak way pits
1 grass trap
4 drainage systems

	5 solid waste pits
	

	Mortuaries
	4 mortuaries

	
	

	Training (general sanitation)
	30 environmental health officers
33 ZRCS volunteers

	19 environmental health officers
81 hygiene promoters

	

	Hygiene promotion activities

	Street theater (25.323  people)
	Road shows (32,510  people) and sessions in schools (23,943 pupils)

	Door-to-door activities (20.620 people)

	Training (hygiene promotion / cholera prevention and control)

	44 ZRCS volunteers
	469 trained (ZRCS volunteers and staff; health officers from MoH)
	

	Distribution of NFI
	20,928 soap bars
199,000 watemakers
1,190 Jerrycans

	6,000 hygiene kits[footnoteRef:7] [7:   One hygiene kit includes 1 bucket and lid, 1 jerry cans, 2 bars of soap, 5 oral rehydration sachets and 112 water treatment tabs.] 

6,961 soap bars
370 jerry cans
	50.000 watermakers
4,172 soap bars
392 buckets
196 jerry cans

	IEC materials
	5,000 materials
	8,960 materials
	39,200 materials
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