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CHOLERA OVERVIEW

Cholera was first reported in Nigeria in 1970. Since 
1990, large outbreaks were reported in 1991, 1996, 
1999 and from 2009 to 2011 (Fig. 1). 

Between 2004 and 2013, a total of 105,483 cases 
and 3,913 deaths were reported (CFR ≈ 3.7%)1. 

The largest outbreaks were reported in the northern 
states of the country 

In the north, outbreaks often spread from Nigeria to 
neighboring countries around Lake Chad (Niger, Chad 
and Cameroon) and in the south along the Gulf of 
Guinea2.

CHOLERA DISTRIBUTION

During the past ten years, the northern part of Nigeria has experienced 
multiple large cholera outbreaks, which were associated with significant 
mortality (Fig. 2 and Tab. I). 

The states of Katsina, Kano, Bauchi, Borno and Gombe notified two 
thirds (66%) of the cases reported in Nigeria between 2004 and 2014. 
Other surrounding states were less often affected with in north-west 
Sokoto and Zamfara states bordering Niger (outbreaks in five and four 
years, respectively), in the center Kaduna state (five years) and in the 
east Taraba state along Cameroon border (six years) (Tab. I). 
In the northern states, an increase in the number of reported cases is 
observed at the end of the dry season (February and May) and during 
the rainy season (June to October) followed by a sharp decrease from 
mid-November (Fig. 3).

The state of Lagos on the southern coast reported cases during 6/11 
years over the period but with a lower cholera burden in terms of num-
ber of cases than the northern states.

The recent increase of the size of outbreaks (2010) can be explained in 
part by a reduced sensitivity to ciprofloxacin in Vibrio cholerae O1 strains 
harvesting atypical cholera toxin B (ctxB) genotype5.

Figure 1. Yearly number of cholera cases and case fatality rate (CFR) in Nigeria,   
 1990–20131

Figure 2. Cumulative incidence of cholera by state in Nigeria, 2004–20143  

Figure 3. Weekly number of cholera cases and median of estimated ten-day   
 precipitation in Nigeria, 2010–20143,4

Table I. Table I. Epidemiological parameters of cholera outbreaks by main   
 affected state in Nigeria, 2004–20143

Note. [1] Total cases ≈ 199,000 and total deaths ≈ 4,600 between 2004 and 2014; [2] Number of years with more 
than 50 notified cholera cases between 2004 and 2014; *: States of Northern part.

Note: Epicurves correspond to the weekly sum of notified cholera cases for states for northern part of Nigeria  
(states with * in Table I).

State
Cases / 

Deaths [1]

% of total 
cases 

CFR
(%)

Number of year 
with notified 

cases [2]

Katsina* 61 790 / 1 240 31.1 2.0 9

Bauchi* 33 430 / 290 16.8 0.9 8

Kano* 13 430 / 160 6.8 1.2 9

Borno* 12 510 / 510 6.3 4.0 7

Gombe* 10 340 / 180 5.2 1.8 7

Kaduna* 9 520 / 170 4.8 1.8 5

Zamfara* 6 410 / 180 3.2 2.8 4

Adamawa 6 360 / 440 3.2 6.9 4

Sokoto* 6 330 / 360 3.2 5.7 5

Taraba 5 590 / 180 2.8 3.2 6

Niger 4 590 / 110 2.3 2.4 2

Lagos 4 060 / 20 2.0 0.6 6

Yobe* 3 180 / 160 1.6 5.1 2

Kebbi* 2 850 / 70 1.4 2.5 3

Jigawa* 2 690 / 120 1.3 4.3 5

Nassarawa 2 550 / 70 1.3 2.5 6
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CHOLERA HOTSPOT 
IDENTIFICATION 

Cholera hotspots at Local Government Area 
(LGA) level are mainly located in the northern 
states with the highest numbers for the states 
of Katsina, Kano, Kaduna (northern part), 
Bauchi and Gombe. Beyond these foci, several 
other LGAs also have recurrent, significant 
outbreaks: bordering Lake Chad in Borno state, 
along the main roads and in large towns in 
Kebbi, Sokoto and Zamfara states, bordering 
Cameroon in Adamawa state, along the Benue 
River in Benue and Taraba states and along the 
main Kano–Makurdie road (Benue state). 
In the south, Lagos remains a high priority area 
along the shore of the Gulf of Guinea
 (Fig. 4).

Figure 4. Summary of cholera hotspots in Nigeria by LGA, 2010–20143

Note: Type 1 [71 LGAs]: High priority area with a high frequency (>90th percentile) and a long duration (>40th percentile). Type 2 [81 LGAs]: Medium priority 
area with a moderate frequency (between 80th–90th percentile) and a long duration (>40th percentile). Type 3 [15 LGAs]: Medium priority area with a high 
frequency, short duration (< 40th percentile) and a high incidence (> 40th percentile). Type 4 [21 LGAs]: Low priority area with moderate frequency, short 
duration and a high incidence.
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STRATEGIC RECOMMENDATIONS 

Outbreak onset and cross-border spread are fre- 
quently occurring in northern states (Zamfara, 
Katsina, Kano, Kaduna, Bauchi and Adamawa).  
High-risk cholera areas are located on corridors 
where outbreaks spread from and to neighbour-
ing countries, mainly Niger, Chad and Cameroon, 
highlighting the importance of cross-border 
activities2. 

In regularly affected states and LGAs, prepared-
ness and response plans should be developed 
and implemented including: (1) strengthening 
early detection and rapid response systems 
of which community based surveillance and 
cross-border alert; (2) setting up coordination 
mechanisms across the sectors and borders; 
(3) building capacity on outbreak management; 
(4) targeted pre-positioning of supplies and (5) 
preparing communications messages and plans 
(Fig. 4). Because of the high CFR, training on 
outbreak management and pre-positioning of 
supplies are highly recommended in targeted 
LGAs.

Sustainable Water, Sanitation and Hygiene activ-
ities (WASH) should be carried out in regularly 
affected priority LGAs, especially those with  
and with outbreaks of long duration (Fig. 4, Type 
1). A 2010 WASH and epidemiological study 
conducted in the four Lake Chad basin countries 
shows that the use of water from open wells 
in northern Nigerian states is a risk factor of 
cholera epidemics2. The study recommends 
the replacement of open wells by boreholes or 
protected wells, the development of household 
water treatment methods and the scaling up of 
Community-Led Total Sanitation (rural setting). 
Furthermore, testing and increasing the level of 
free residual chlorine (post chlorination dosing 
pump) of water from water networks and from 
the water sold by street vendors should be 
performed in major affected cities in northern Ni-
geria (Bauchi, Kastina, Kano, Maidugiri, Gombe, 
Gusau and Sokoto). 

The benefit and feasibility of using Oral Cholera 
Vaccines in identified cholera hotpots and high 
risk groups should be assessed (Fig. 4).

Livelihood groups and practices at risk to be considered in prevention, preparedness and 
response strategies2,6: 
• funeral rituals, patients care and home visits (northern states);
• informal trade, migrant fishermen and nomadic communities around the shores of Lake 

Chad and along borders with Niger, Chad and Cameroon;
• formal and informal trade between main cities in Niger (Maradi, Zinder), in Nigeria  

(Katsina, Sokoto, Kano, Kaduna and Bauchi) and along the shores of Lake Chad  
(Nguigmi, Maidugiri, Baga);

• cross-border markets along borders with Niger and Cameroon;
• traders and bus drivers on the coastal road Accra–Lagos. 

Figure 5. Water and sanitation coverage estimates in Nigeria, 1990–20127


