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Executive summary 

The epidemic of Ebola virus disease (EVD) in West Africa poses a considerable risk that the disease 

will be introduced into currently unaffected countries. The EVD outbreak has been declared a public 

health emergency of international concern by the WHO Director-General under the International 

Health Regulations. Unaffected countries with land borders adjoining countries with current Ebola 

virus transmission have been advised by the International Health Regulations Emergency Committee 

to establish surveillance and alert systems for clusters of unexplained fever or deaths due to febrile 

illness, establish access to a qualified diagnostic laboratory for EVD, ensure that basic infection 

prevention and control measures are in place in health care facilities, ensure that health care 

workers are trained in appropriate infection prevention and control and establish rapid response 

teams to investigate and manage EVD cases and their contacts. 

To support currently unaffected countries in strengthening their preparedness for introduction of 

EVD, WHO and partners are acting to ensure capacity for immediate EVD outbreak response in Benin, 

Burkina Faso, Cameroon, the Central African Republic, Côte d’Ivoire, the Democratic Republic of the 

Congo, The Gambia, Ghana, Guinea Bissau, Mali, Mauritania, Nigeria, Senegal and Togo. The 

activities include the development of a preparedness checklist outlining the key components and 

tasks of an EVD response. They also include deployment of international preparedness strengthening 

teams to high-priority unaffected countries to facilitate use of the checklist and to help the countries 

build on their existing preparedness work and planning. The teams are formed in partnership with 

both national and international organizations. 

Addis Abba is an important regional hub, with many diplomatic missions, and it serves as the 

headquarters of the African Union. Peacekeepers in Ethiopia and from other countries, some serving 

in affected countries as well as countries at risk, use Addis Ababa as a transit hub. Furthermore, 

many conferences and events are hosted in Addis Ababa. The Ministry of Health therefore requested 

that a preparedness strengthening team be sent to Ethiopia. 

The focus of the mission was to assist the country to be as operationally prepared as possible to 

detect, isolate, investigate and report potential EVD cases effectively and safely and to mount an 

effective response to prevent a larger outbreak. The team therefore conducted scoping activities, 

stakeholder meetings, site visits and a table-top simulation exercise to determine what systems 

were in place and the areas of preparedness to be strengthened. 

Ethiopia has a strong State apparatus at Federal and regional levels, which appears to be well 

organized. Some regions of the country remain poor, however, and some communities are 

chronically food insecure. Yearly floods, outbreaks of communicable diseases of public health 

concern and droughts in various regions in the country add to its challenges. With over 600 000 

refugees fleeing conflict and food insecurity, mainly from Eritrea, Somalia and South Sudan, Ethiopia 

has kept its borders and airports open, in compliance with the International Health Regulations. The 

United Nations Refugee Agency and other United Nations agencies provide support to the 

Government in various areas. 

Ethiopia has an established mechanism for managing disasters and emergencies in its national 

Disaster Risk Management and Food Security sector, which prepares an annual multisectoral 

emergency preparedness and response plan and encourages all ministries to develop their sector-

specific plans according to the investment framework of the national Disaster Risk Management 

policy and strategic programme. In April 2014, a national EVD preparedness and response plan was 

drawn up by the national EVD technical committee under the leadership of the Minister of Health. 

This plan, for the health service response, provides strategic objectives, activities and budgets in five 

areas: coordination, epidemiology and laboratory, surveillance, communication and social 

mobilization, and logistics and safety.  

The Ethiopia country visit resulted in the identification of both strengths and opportunities for 
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improvement in all 10 components of the EVD response outlined by WHO. Five areas for 

improvement were identified as critical and should be fully operationalized to permit an immediate 

response in the case of an EVD event: 

• Define the level of care, diagnostics and therapeutics that directly affect mortality rates in EVD 

treatment centres (ETCs).  

• Fully operationalize the emergency operations centre. 

• Evaluate the options for safe EVD testing. 

• Evaluate standards for infection prevention and control in all health facilities. Use the 

opportunity to strengthen the health system.  

• Disseminate and implement the EVD interim guidelines. Clarify and assign roles and 

responsibilities at all levels. Strengthen coordination among different areas.  

 

Objectives 

The objectives of the mission were to assess that the country is as operationally ready as possible to 

detect, investigate and report potential EVD cases effectively and safely, to mount an effective 

response to prevent a larger outbreak and to identify the steps required to strengthen preparedness 

over periods of 30, 60 and 90 days. 

The focus was to support a country at risk in ensuring its operational readiness for EVD by using 

national resources, expertise and networks as much as possible. 

 

Preparedness strengthening team  

The joint team to strengthen the preparedness of Ethiopia for introduction of EVD was composed of 

representatives of the Ethiopian Federal Ministry of Health, the Ethiopian Public Health Institute, 

WHO, the United States Centers for Disease Control and Prevention, the World Food Programme, 

Public Health England and the WHO country offices in Ghana and Uganda (Annex 1). 

 

 

Activities (Annex 2) 

Day 1 

Greeting and planning session with 

WHO Representative in Ethiopia 

and staff and other team leaders 

 

WHO Country 

Office 

Introduction of the team and briefing by the WHO 

Representative on preparedness measures taken, including 

the mission objectives, terms of reference and the table-top 

exercise package.  

Review of country documents WHO Country 

Office 

Description of the Ethiopian EVD plan and past and future 

activities by the WHO Representative  

Visit to the United Nations clinic United Nations 

compound  

Review of the capacity of the clinic to operate as an isolation 

centre 

Introductory meeting with Deputy 

Director of the Ethiopia Public 

Public Health Introductory meeting with national authorities to present the 
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Health Institute Institute agenda, terms of reference and checklist  

Day 2 

Meeting with the national EVD task 

team, the Department of Public 

Health (Director, focal point for 

EVD and relevant department 

heads) 

Public Health 

Institute 

Meeting attended by representatives of the Ministry of 

Health, the mission team, United Nations agencies and 

nongovernmental organizations, at which the team reviewed 

the preparedness checklist. The group then broke up into six 

working groups to address measures already in place, gaps, 

needs and priorities. 

Meeting with national 

communication technical working 

group 

Ministry of 

Health 

Participated as observers in a meeting of the national 

communication task force, attended by representatives of 

governmental departments, nongovernmental organizations, 

religious bodies and the private sector, to discuss the 

communication plan and budget for EVD preparedness and 

response.  

Site visits 

 

Emergency 

operations 

centre 

Meeting with the Ebola preparedness subcommittees 

 Points of entry Visited the international airport to meet public health 

surveillance officers and immigration and customs staff. 

Equipment, standard operating procedures (SOPs), staff, 

training, holding facilities and challenges to preparedness 

were reviewed. 

 National 

reference 

laboratory  

National animal 

health diagnostic 

and investigation 

centre (Sebata) 

Visit to the national reference laboratory at the Public Health 

Institute and the national animal health diagnostic and 

investigation centre in Sebata to assess sampling, packaging 

and transport procedures  

 Ebola treatment 

centres  

Visit to assess infection prevention and control and case 

management procedures at the designated ETC  

   

Day 3 

Preparation of the table-top 

exercise 

WHO Country 

Office 

The team agreed on the scope of the exercise. The scenarios 

included actions for detection, points of entry, case 

management, laboratory, contact tracing, social mobilization 

and coordination to be reported and used to evaluate the 

practical exercise the following day. 

Table-top exercise (see Annex 3) 

 

  

Public Health 

Institute 

The team conducted a table-top exercise involving WHO, 

Ministry of Health authorities and international partners. It 

included two scenarios: one at the Addis Abba international 

airport and the other in a village.  

Consensus on findings in the field 

and the exercise 

 

Public Health 

Institute 

The six working groups discussed the outcomes of the 

exercise and the field visit, including strengths and 

opportunities for improvement. 

 Day 4  

Prioritization and time line WHO Country 

Office 

The six working groups compared their findings with the 

requirements of the preparedness checklist. Priorities, 

including work to be done within the next 30, 60 and 90 days, 
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Background 

Geography 

Ethiopia has an area of over 1.1 million km2 and a population of 92 million (male : female ratio, 1.02), 

making it the second most populous country in Africa. The country is home to diverse peoples and 

nationalities, and approximately 84% of the population lives in rural areas.  

Ethiopia’s economy depends heavily on the agricultural sector, which contributes over 45% of the 

gross domestic product and 80% of exports and employs 83.4% of the labour force. Chronic food 

insecurity due to recurrent droughts in some regions makes the population vulnerable to climate 

change. The Ethiopian Government has allocated more of its budget to increasing agricultural 

production and productivity in order to ensure food security and reduce hunger, as recognized by 

the Food and Agriculture Organization of the United Nations in November 2014. The World Bank 

reported that, in 2011, an estimated 29% of Ethiopians were living below the poverty level. 

 

Administrative structure  

Ethiopia is composed of nine regional states and two city administrations; these are subdivided into 

817 administrative woredas (districts), the basic decentralized administrative unit, with an 

administrative council composed of elected members. The woredas are further divided into 16 253 

villages (kebeles), the smallest administrative unit in the governance structure. Ethiopia has a federal 

government, which exercises decentralization by devolution. 

 

Demographic profile 

The age structure of the population is predominately young, with 44% of the population under the 

age of 15 years and over half (52%) in the age group 15–65 years. While the male : female sex ratio is 

almost equal, women of reproductive age constitute nearly a quarter of the population. The annual 

rate of natural increase is 2.6%, and the total fertility rate is 4.8 births per woman.1 

 

Health system 

The aim of the national health policy of the Government of Ethiopia, issued in 1993, is to achieve 

access by all segments of the population to a basic package of high-quality primary health care, by 

                                                             
1
 HSDP 

were agreed upon. 

Day 5 

Debriefing to Ministry of Health 

 

Briefing to United Nations and 

European Union representatives 

Minister’s 

meeting hall 

European Union 

compound 

Debriefing by the team to high-level management of the 

Ministry of Health 

Final briefing to health partners on strengths, opportunities 

for improvement and suggested priorities for immediate 

action 

Finalization of action plan and 

mission report 

WHO Country 

Office 

Drafts of the action plan and mission report were submitted 

to the Ministry of Health. 
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democratization and decentralization of the health service. The policy stipulates that health services 

should include preventive, promotion and curative components. It is currently being revised in the 

light of the current global, regional and national health concerns. To achieve the goals of the health 

policy, a 20-year health sector development strategy was formulated, which is being implemented in 

a series of 5-year plans. The current, fourth plan is the final 5-year plan and is expected to end by 

mid-2015. 

The goal of the health sector development programme is a health system that provides 

comprehensive, integrated primary care services, primarily at community level. It covers 

communicable diseases, common nutritional disorders, environmental health and hygiene, 

reproductive health care, immunization, treatment and control of basic infectious diseases, control 

of epidemic diseases like malaria and the control and prevention of tuberculosis, HIV/AIDS and 

diseases with epidemic potential. After review of previous plans, the fifth plan has identified the 

following strategic objectives: 

• improve access to health services;  

• improve community ownership;  

• maximize resource mobilization and use;  

• improve the quality of health services;  

• improve public health emergency preparedness and response;  

• improve pharmaceutical supply and services;  

• improve the regulatory system;  

• improve evidence-based decision-making by harmonization and alignment; and  

• improve human capital and leadership. 

The Ethiopian health care system is complemented by rapid expansion of private for-profit and 

nongovernmental organizations, which play a significant role in boosting coverage and use of the 

health service, enhancing partnership among the public, private and nongovernmental organizations 

in delivering health care services in the country. 

 

Health service delivery
1
 

The Government is the main health care provider in Ethiopia. There are 190 hospitals, 2689 health 

centres and 15 000 health posts owned by the Government and 2264 private clinics, 246 pharmacies, 

476 drug shops and 1754 rural drug vendors. 

The technical work force in service is around 73 000 (2160 physicians, 1606 health officers, 21 485 

nurses, 38 000 health extension workers, 4800 health assistants and 5431 paramedical personnel), 

with one physician for 35 493 population and one nurse for 4206 population.  

Access to primary health care services, as expressed in potential health services coverage (92%), 

immunization coverage (75.6%) and antenatal coverage (50.4%), has increase somewhat during the 

past decade, but wide differences in the coverage and distribution of health facilities persist among 

regions as well as between urban and rural areas. Health care delivery is strongly affected by the 

inadequacy of primary health care facilities, due to lack of skilled manpower and finance. These are 

major challenges for the country in reaching the goal of universal coverage. 

Offices at various levels of the health sector, from the Ministry of Health to regional health bureaux 

and woreda, share decision-making, decision powers, duties and responsibilities. The Ministry of 

Health and the regional health bureaux focus on policy and technical support, while woreda health 

offices manage and coordinate operation of the district health system under their jurisdiction. 

                                                             
1
 Fourth health sector development strategy 
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Since the recent introduction of “business process re-engineering” into the health system, the health 

sector has introduced a three-tier health care delivery system, with a first-level woreda or district 

health system comprising a primary hospital (with a population coverage of 60 000–100 000), health 

centres (1/15 000–25 000 population) and satellite health posts (1/3000–5000 population) that are 

connected by a referral system. A primary hospital, health centre and health posts form a primary 

health care unit, each health centre having five satellite health posts. The second level in the tier is a 

general hospital with population coverage of 1–1.5 million; and the third is a specialized hospital 

that covers a population of 3.5–5 million. 

A community-based health care delivery system, the “health extension programme”, is improving 

use of health services by bridging the gap between communities and health facilities and 

contributing to the success of programmes by awareness-raising, behavioural change activities and 

community organization and mobilization. These have already been linked to EVD outbreak 

preparedness activities at their level of capacity. 

A major initiative of the Ethiopian Government is implementation of a “health development army” 

to enhance community engagement and adoption of healthy lifestyles, especially for improving use 

of critical maternal and newborn health services. The “army” provides a platform for engaging the 

community in planning, implementing, monitoring and evaluating health interventions. Both the 

health extension programme and the “army” are good opportunities for EVD preparedness and 

response at grass-roots level.  

 

EVD and other emergency planning 

The EVD outbreak is not only a public health emergency of international concern but, in view of its 

recent evolution, has been considered to be a social crisis, a humanitarian crisis, a political crisis, an 

economic crisis and a threat to national security well beyond the outbreak zones. The Government 

of Ethiopia therefore established a high-level national committee chaired by the Prime Minister’s 

Office and an EVD technical working group under the Ministry of Health, which has initiated various 

activities, including preparation of a preparedness plan, screening of incoming passengers at 

international airports and ground crossings, setting up an isolation unit, pre-positioning personal 

protective equipment (PPE), preparing relevant guidelines and protocols, orienting health workers, 

raising public awareness and establishing an emergency hot line. 

To strengthen EVD outbreak preparedness, the Public Health Institute activated its emergency 

operations centre, which had been in place since 2009 and has become instrumental in coordinating 

the activities of partners in preparedness activities. 

The focus of the EVD plan is on prevention of case importation and preparedness for response in the 

event of an EVD outbreak in the country. It defines the activities to be conducted in the various 

phases of an outbreak, with two scenarios for prioritization and costing awareness creation, 

enhancing EVD surveillance, case management, infection prevention and control, capacity-building 

and insurance. 

 

Summary of activities and budget by scenario 

Most likely scenario 

This scenario is based on possible importation of Ebola virus through Bole international airport, 

which could cause 1400 cases of EVD in the population of Addis Ababa (3 167 035). The budget 

estimates include the costs for immediate activities during the preparedness phase, including the 

response to the scenario. 
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Budget category 
Preparedness 

cost (US$) 

Scenario cost 

(US$) 

Total cost 

(US$) 

1. EVD advocacy and community sensitization 304 286 168 381 472 667 

2. EVD surveillance and communication 877 552 809 239 1 686 791 

3. EVD diagnosis and case management 654 307 416 399 1 070 706 

4. Infection prevention and control 2 512 477 430 244 2 942 720 

5. Capacity-building 57 813 65 173 122 986 

6. Staff motivation and allowance 1 105,429 4 852 762 5 958 190 

7. Insurance for personnel handling cases 78 333 156 667 235 000 

Total  5 590 196   6 898 864  12 489 060 

 

Worst-case scenario 

In this scenario, EVD spreads to all regions, mainly to the major towns, with a population of 

5 790 499 and an expected 2548 cases of EVD. The budget estimates include the costs for immediate 

activities during the preparedness phase, including the response to the scenario. 

Budget category Preparedness 

cost (US$) 

Scenario cost 

(US$) 

Total cost 

(US$) 

1. EVD advocacy and community sensitization 304 286 304 286 608 571 

2. EVD surveillance and communication 877 552 2 547 008 3 424 560 

3. EVD diagnosis and case management 654 307 5 470 532 6 124 838 

4. Infection prevention and control 2 512 477 3 758 372 6 270 848 

5. Capacity-building 57 813 1 613 147 1 670 960 

6. Staff motivation and allowance 1 105 429 15 771 476 16 876 905 

7. Insurance for personnel handling cases 78 333 509 167 587 500 

Total 5 590 196 29 973 987 35 564 183 

 

 

Findings and recommendations for the 10 areas of EVD preparedness  

(See also annexes 4 and 5.) 

Planning and coordination 

1. Coordination  

Strengths 

• An EVD emergency preparedness and response plan was developed in August 2014 and shared 

at state level. 

• There is a functional national EVD committee under the Deputy Prime Minister, a national EVD 

task force under the Minister of Health, a national technical committee under the Deputy 

Director-General of the Public Health Institute (a specialized agency of the Ministry of Health) 

and subnational EVD coordination committees led by regional presidents. 
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• There is well-established, nationwide public health emergency management centre and team 

and an emergency operations centre at the Public Health Institute that serves as a platform for 

the EVD response. 

• The public health emergency management centre could be used to alert the emergency 

operations centre, which will activate rapid response teams. 

• Four technical subcommittees for management of health sector activities have been established: 

surveillance and laboratory; case management, infection prevention and control and capacity-

building; communication and social mobilization; and resource mobilization and logistics. 

 

Opportunities for improvement 

• Clarify the roles, responsibilities and reporting mechanisms in the health and other sectors. 

• Plan and conduct simulation exercises for a range of EVD response activities. 

• Update the EVD preparedness and response plan to ensure that the progress of activities is 

tracked and shared and that priorities are followed up immediately.  

• Ensure that subnational plans are consistent with national plans. 

 

2. Rapid response team 

Strengths 

• Rapid response team leads have been identified at national and regional levels and their roles 

and responsibilities established in an “incident management system”.  

• National teams comprise about 20 trained staff with on-duty rotation. The teams can be 

activated rapidly 24 h/24 h, 7 d/7 d by staff at the emergency operations centre, where at least 

one rapid response team member is present. One team is dedicated to EVD response.  

• Teams are alerted in three ways: 

o a nationwide EVD hotline (8335) routed to the emergency operations centre;  

o the well-established, nationwide public health emergency management network rapidly 

alerts the emergency operations centre; 

o airport staff directly alert the incident manager at the emergency operations centre of a 

suspected or probable EVD case among travellers.  

• Training of 112 regional teams in EVD case management, contact identification and infection 

prevention and control has been completed. They have ready access to PPE and have received 

training in its safe, effective use.  

• The national and regional rapid response teams are nearly complete, with one physician, two 

nurses, one laboratory technician and one epidemiologist. The teams have access to a 

logistician to coordinate resource needs and to work with the emergency operations centre and 

the incident manager to ensure that the teams are adequately supplied.  

• The functional status of regional isolation centres is monitored by the emergency operations 

centre, which identifies new centres when they become operational.  
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Opportunities for improvement  

• The coordination of rapid response teams could be improved by written terms of reference and 

definition of the roles and responsibilities of each member, such as who will be responsible for 

drawing and packaging blood samples, to ensure that they are properly trained. SOPs should be 

prepared for each role to ensure an effective response. Terms of reference and SOPs should be 

distributed to all team members.  

• The effectiveness of rapid response teams could be improved by adding experts in psychosocial 

aspects, social mobilization and anthropology. The psychosocial expert would counsel patients, 

family members and communities to allay fears, anxiety and anger and to provide emotional 

support in the event of a fatality. The expert in social mobilization and anthropology would 

ensure that the response of the team takes into account the cultural norms of the community 

and provides information to families and other community members. These roles are important 

as they can influence community acceptance of contact tracing and transport of suspected 

cases to an ETC.  

• The rapid response team must rapidly make a list of all possible contacts of any suspected case. 

Detailed training of team epidemiologists in probing interview techniques would facilitate this 

task. Early identification of contacts is important for rapid containment of EVD. 

• Full simulation of EVD introduction should be conducted with the national and each regional 

rapid response team every 60 days, in the absence of suspected EVD cases, to ensure their 

readiness for a timely, effective response. The simulations should include mobilization of the 

team to the field, case investigation, transport of patients, contact tracing and information to 

the contact-tracing teams. 

 

3. Communication and social mobilization 

Strengths 

• A technical working group for social mobilization has been set up, composed of experts in 

various sectors, with clear roles and responsibilities. 

• There is a functioning 24-h hotline and a rapid response team.  

• The working group has developed, translated and disseminated messages on radio and 

television and distributed information, education and communication materials to the public.  

• The working group has also trained media personnel in accurate, responsible reporting.  

• The Ministry of Health and the Public Health Institute have a system in place for monitoring and 

dispelling rumours. 

• The Ministry of Health and the Public Health Institute issue press releases and updates on EVD.  

• Training has been conducted in Ministry offices and for the private sector. 

• Awareness-raising brochures, leaflets and fact sheets have been prepared in various national 

and other languages and widely distributed. 

• A draft document on community mobilization has been prepared. 

• The working group has designed a study to explore people’s knowledge, attitudes, beliefs and 

practices about EVD.  
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Opportunities for improvement  

• There is no link between the Government media monitoring agency and the working group, and 

media monitoring by the Public Health Institute is not yet operational.  

• Strengthen the links between hotline staff and the social mobilization team. The two should 

work together to compile concerns received through the hotline into “frequently asked 

questions” that can be used as references for community extension workers in community 

mobilization.  

• Consider preparing messages and materials on events before, during and after an outbreak. 

Ensure that the whole health system has access to data and SMS. 

• Include a psychosocial support expert in the social mobilization working group. 

• Prepare a comprehensive communication strategy to guide systematic implementation of 

preparedness and response activities. Each region has a communications team; ensure that 

each communicates with central level.  

• Strengthen communication and social mobilization at woreda and kebele levels. In 

strengthening the system, ensure wide involvement of the community in all preparedness 

activities.  

• Develop a specific communication mechanism and messages to allay fears and panic at airports 

in the event of a suspected EVD case. The messages should target families picking up travellers, 

airport staff, passengers and the public.  

 

4. Infection prevention and control 

Strengths 

• Interim guidance on EVD has been prepared by the Public Health Institute, which includes safe 

transport of patients (PPE and decontamination) and infection control in the ETC. 

• 3000 health care workers in Addis Ababa have been trained in infection prevention and control, 

and there are plans for cascade training (train the trainer). 

• There is a contingency plan for training military health workers in case of a shortage of health 

care workers. 

• All hospitals are reported to have infection control committees to raise issues in infection 

prevention and control and disseminate guidance. 

• There is a benefits and compensation package for staff working on EVD.  

• A designated ETC has been converted from an existing health centre (Yeka, Kara Health Centre), 

with staff on standby 24 h/24 h, 7 d/7 d. Another treatment centre, with a capacity of 75 beds, 

is ready for use at a new site. (The latter was not visited, and access and facilities were not 

assessed.) 

• The ETC has separate isolation facilities for confirmed (11 beds), suspected (4 beds) and 

probable cases (2 beds). 

• The ETC has a triage area in a tent outside the centre. To minimize contamination, a footbath is 

placed at the entrance, and patient and health care workers are separated by 1 m. A sprayer 

will be filled with chlorine to decontaminate the floor and footwear.  

• A main supply store is situated outside the main entrance. 

• There is a designated area for making chlorine solution, with containers.  
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• It has been reported that staff are trained in preparing 0.5% and 0.05% chlorine solutions. 

Containers will be labelled, and staff will be aware of the indications for use (hand hygiene 

versus decontamination). 

•  PPE is available, including coverall suits, goggles, N95 masks, visors, plastic aprons and gloves.  

• There are footbaths at the entrances to the clinical rooms. 

• Confirmed cases will have access to two latrines and shower facilities, with small bowls for 

human waste.  

• Water from the mains supply is not used, as it is not chlorinated. Water will be delivered in 

sufficient quantities to ensure 70 L per staff and per patient per day.  

• Bars of soap and hand-washing stations are available throughout the ETC. 

• The mattress covers on beds will facilitate decontamination.  

• The area for removing PPE contains a mirror and chlorine solution for hand hygiene. A 

supervisor will be available to help in removal of PPE.  

• There are daily practice runs of putting on and removing PPE. 

• Waste disposal pits have been prepared in the grounds for human waste, needles and organic 

waste. In the clinical area, there are sharps containers for safe needle disposal. 

• A laundry system is in place for heavy and lightly soiled linen; incineration of heavily soiled 

items is considered. 

• Two ambulances are positioned on stand-by. 

 

Opportunities for improvement 

• Undertake a baseline audit1 of standard precautions for infection prevention and control in 

hospitals and health centres, including infrastructure for hand hygiene, waste management 

(including sharps), laundry, environmental cleaning, disinfection and sterilization. 

• There should be a mechanism for regular auditing of infection prevention and control practices 

not already in place. 

• Posters in the hospital would remind staff about good infection prevention and control 

practices and recognizing EVD. 

• Assign a person to ensure compliance with infection prevention and control standards in health 

care facilities, including basic hand hygiene. 

• Engage with the nongovernmental health sector for infection prevention and control and 

supplies.  

• Training in use of PPE should be broadened to cover the different types of PPE currently in the 

country, including those stockpiled by the United Nations Mission for Ebola Emergency 

Response in Accra, Ghana, which would be used to augment supplies in the event of an 

outbreak. 

• Posters in the ETC showing how to make 0.05% and 0.5% chlorine solutions could be simplified, 

                                                             
1
  To assess performance, maintain standards, identify areas for improvement or education, assess compliance with 

legislation and regulations and ensure compliance and conformity with policies and guidelines 
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and a container with levels marked for chlorine and for water would make this easier.  

• Pillows should have plastic covers so that they can be decontaminated between patients. 

• High- and low-risk areas should be clearly demarcated to avoid cross-contamination. 

• Although there is double-gloving, tape is to be used to secure the gloves in place. This presents 

a risk when removing gloves, as removal of the tape requires considerable care. Consideration 

should be given to using longer gloves.1 

• The exit for recovered patients is the same as the entrance for suspected and confirmed cases. 

Although recovered patients are theoretically immune, the flow should be regulated to avoid 

the risk of infection.  

• Medical notes are currently kept inside clinical rooms and pose a risk for cross-contamination if 

they are taken out of the room. A system with no risk of contamination should be adopted; for 

example, patient observations could be reported verbally to someone in the low-risk area, who 

would record them.  

• More containers are needed for water and chlorine storage; each room should have provision 

for hand hygiene with chlorinated water. 

• The containers and commodes for human waste beside beds should be larger. 

• The disposal pits currently do not have covers; these should be supplied. 

• There is no clinical area for preparing drugs and fluids. An area should be identified for this 

purpose, with a secure, lockable cupboard for opioids and other drugs. 

• Detergent is recommended for cleaning surfaces contaminated with blood and body fluids, as 

organic matter can inactivate disinfectants. Cleaning should precede disinfection.
2
  

 

5. Case management 

Cases must be managed to stop the transmission of EVD. An appropriate ETC structure facilitates the 

necessary infection prevention and control, safe burials and clinical management to ensure the 

safety of both patients and staff. 

5a. Ebola treatment centre 

Strengths 

• ETC teams have been identified and trained in case management. A benefits package that 

covers overtime and hazard pay has been set up by the Government.  

• Patient : staff ratios are appropriate for management of 17 cases at the ETC. A roster has been 

prepared and posted. 

• Local communities were engaged in establishing the ETC, which will be operational soon. An 

external triage plan is in place, and there is a good flow between the entrance and the triage 

area. 

                                                             
1.
 Personal protective equipment in the context of filovirus disease outbreak response: rapid advice guideline. Geneva: 

World Health Organization; 2014 (http://www.who.int/csr/resources/publications/ebola/ppe-guideline/en/). 

2
  Interim infection prevention and control guidance for care of patients with suspected or confirmed filovirus 

haemorrhagic fever in health-care settings, with focus on Ebola. Geneva: World Health Organization; 2014 

(http://www.who.int/csr/resources/publications/ebola/filovirus_infection_control/en/). 
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• The ETC is about 16 km from the main hospital in Addis Ababa.  

• The grounds are large and flat and could be paved if necessary. Ambulances can drive directly 

up to the ETC. 

• The ETC perimeter surrounds a large area. It is currently secured by a gate, which will be 

guarded by policemen. 

• Vehicles will be available on site for use by staff and logisticians.  

• Requirements for additional power lines and water pipes have been identified; contractors and 

workers are available.  

• An ambulance service stationed at the airport is well equipped and available should a suspected 

case present. The ambulance is appropriately designed, in accordance with infection prevention 

and control recommendations. The SOP is available (see section 9). 

• Inside the ETC, there is clear separation of suspected and confirmed cases. The ward for 

suspected cases is on the top floor and that for confirmed cases on the bottom floor, with no 

passage of patients between the two.  

• When operational, the ETC will have capacity for 11 confirmed cases, 4 suspected cases and 2 

probable cases. 

• There are gender-segregated changing rooms for staff and gender-separated latrines and 

showers for patients with confirmed EVD. The patient latrines are large enough for assistance to 

be given by a health worker if needed.  

• A telephone system is available to reach external technical teams if needed. 

• The ETC is cool and well ventilated.  

• The water plan includes 70 L per staff member and patient per day, with 3 days’ supply in 

reserve.  

• Supplies and procurement are ensured by the Ministry of Health, the municipality, UNICEF, 

Médecins sans Frontières and WHO.  

• A morgue is present on site, to which an ambulance can drive directly. 

• Health care workers have daily training simulations for taking PPE on and off.  

• A back-up ETC is being constructed in Addis Ababa.  

• Digital blood pressure monitoring cuffs and infrared thermometers will be made available for 

patient triage and care.  

 

Opportunities for improvement 

• To make the ETC operational, the grounds surrounding it should be cleaned, the roof should be 

repaired and the inside floors and walls cleaned. Physical security should be assured, with 

control of access of persons to and from the ETC and safe storage and security of medications, 

samples and equipment.  

• Ensure that the required legislation is in place for the holding and quarantine of citizens, 

foreigners and diplomatic staff.  

• Training of trainers should be instituted.  

• Analgesics and antimalarial medicines should be included in the plan of care for EVD cases.  
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• There is limited space for a receiving area for kitchen supplies; an area dedicated to kitchen 

preparation is suggested.  

• Evaluate and improve the flow to the procedure room on the top floor, so that suspected and 

confirmed cases are kept separate.  

• With the current flow between the entrance and the exit, discharged patient could cross paths 

with suspected patients being admitted to the ETC; a barrier should separate patient flow.  

• In the ward for suspected cases, patients in the two rooms share a washroom, raising the 

possibility of contamination if one is EVD-positive and the other negative.  

• Improve telecommunication between red, yellow and green zones so that health care workers 

in the ETC could contact outside support teams or additional clinical expertise if needed. An 

easily accessible algorithm should be made for staff dressed in PPE, such as an intercom to 

communicate between the zones. 

• A back-up generator is needed.  

• Additional lighting is needed in the ETC, with perimeter floodlighting.  

• Capacity for routine laboratory diagnostics should be built at the level of care, diagnostics and 

therapeutics that directly affect mortality rates.  

 

5b.  Safe burials 

Strengths 

• An SOP has been prepared for safe burials and decontamination by the Ministry of Health and 

partner organizations. The roles and responsibilities of the burial team have been identified. 

  

Opportunities for improvement 

• A burial site has been identified, but there should be further discussion with community 

members and religious leaders to ensure that their practices are considered. Additional burial 

teams and burial sites should be identified in other parts of the country. 

• Safe burial teams and leaders should be identified and their terms of reference prepared. 

Standard training should be developed for these teams. The roles and responsibilities of the 

teams and those of other relevant stakeholders should be clarified in terms of logistics, 

practices, training and community awareness. This will prevent duplication of effort and 

misunderstanding. 

  

6.  Epidemiological surveillance  

Strengths 

• A strong disease surveillance system with clear lines of reporting exists in Ethiopia within the 

public health emergency management system, with an indicator-based integrated disease 

surveillance system and an event-based surveillance system, which complement each other. 

The event-based system also includes unofficial information channels such as the media.  

• Of the 20 notifiable diseases, 13 are notified immediately and the others weekly. To simplify 

surveillance and reporting at community level, the notifiable diseases have been regrouped into 

14 diseases and health conditions. Case definitions are available for all diseases and conditions. 
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• In addition to the reportable diseases and conditions, immediate notification is also required for 

emergency illnesses or health conditions that require an early response, including haemorrhagic 

illness, febrile illness and non-traumatic coma or sudden death. 

• Several reporting forms are used at the different levels for immediate, weekly, case-based and 

event reporting.  

• Reporting is conducted from level to level (kebele, woreda, zone, region, federal level), with an 

expected delay for immediate reporting of 30 min between each level, so that the national level 

can be informed within a few hours. For immediate reporting, hierarchical reporting is not 

mandatory, and the fastest method (telephone, fax, e-mail, SMS) is used and documented, in 

addition to paper forms. 

• An electronic surveillance system is being developed. 

• According to the interim guideline for EVD, the routine reporting mechanisms used in 

integrated disease surveillance will be used for EVD, which will improve timely identification 

and reporting of suspected EVD cases.  

• The interim guideline provides case definitions for suspected, probable and confirmed cases. 

• The presence of health care workers at community level is an advantage for identifying EVD 

cases in the community. 

• Ethiopia has an established, functional EVD hotline, which is available 24 h/24 h, 7 d/7 d, with 

staff working in pairs for 8-h shifts. The hotline staff have been trained to handle queries and 

know what to do in the event of a potential EVD case. The staff speak English and Amharic; 

during the day, requests in other dialects or languages can be handled by other people working 

in the building. 

  

Opportunities for improvement 

• The instructions for EVD must be posted in the hotline centre for the staff to refer to. A clear 

SOP should be prepared so that hotline staff know who to call in the event of a suspected EVD 

case. 

• The overall timeliness and completeness of reporting are good, but performance should be 

improved in regions including Afar, Beninzangul Gumuz, Gambella and Somali, which must have 

the necessary resources and training to improve their capacity. 

• The timeliness and completeness of reporting should also be improved in Addis Ababa, where 

the first EVD case might be seen and where spread of disease could be facilitated by the high 

population density. It is therefore recommended that the public health emergency 

management unit in Addis Ababa be strengthened.  

• Case definitions and case investigation forms have been distributed to all health facilities. It is 

important to verify the availability and visibility of the case definitions in crucial areas such as 

the triaging area, emergency wards and examination rooms. Training has been conducted at 

national, regional and health centre levels to raise awareness in use of case definitions. Training 

should also be provided at community level to ensure early detection and reporting of 

suspected EVD cases.  

• The integrated disease surveillance system has been effective in most regions; however, its 

effectiveness for detecting and reporting an EVD case has not been tested. The system should 

be tested at community level to identify any problems before it is introduced throughout the 

country. Such trials could also clarify the roles and responsibilities of staff at each level of the 

health care system for different scenarios, ranging from a single case to community-wide 
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spread.  

• As the electronic surveillance system is still being developed, the design could include early 

information-sharing across all levels of the health system, not only vertically but also 

horizontally. 

• Unofficial information, especially from the media, has been recognized as an important part of 

event-based surveillance but is currently not fully implemented or resourced. Appropriate 

resources, tools, formalization of the process and coordination and information exchange 

between the Public Health Institute and communication teams (emergency operations centre 

and social mobilization working group) will strengthen this component of the surveillance 

system. 

• The nongovernmental health care sector provides a substantial proportion of services in 

Ethiopia. It is therefore crucial to engage them and coordinate all preparedness activities to 

ensure an effective response to introduction of EVD into the country. This will include effective 

reporting to the integrated disease surveillance system, the availability of case definitions and 

case investigation forms, appropriate training, use of infection prevention and control 

standards and PPE. 

• Preparedness for EVD is a unique opportunity to further strengthen overall health care and 

surveillance in Ethiopia to reduce morbidity and mortality nationwide. 

 

7. Contract tracing  

Strengths  

• Ethiopia has a well-defined health care workforce down to community level. With appropriate 

training, this will be a valuable resource for contact tracing and case finding. 

• A contact-tracing team has been trained in relevant methods and use of a database (VHF 

module of Epi Info 7) at national level. The team is currently monitoring travellers returning 

from affected countries. 

• Given the size of Ethiopia, regional contact-tracing teams must be trained. This has been 

recognized at national level, and plans have been initiated. Regional teams could be trained by 

members of the national team. 

 

Opportunities for improvement 

• The approach to contact tracing in Ethiopia will depend on the context of the EVD situation: it 

will be different for a single imported case and for sustained community transmission.  

• Although Ethiopia has a trained national contact-tracing team and plans to train regional teams, 

community health care workers should also be involved and trained, as they would be required 

if there was sustained EVD transmission. 

• The roles and responsibilities of rapid response teams, contact-tracing teams and community 

health care workers with regard to contact tracing should be clearly defined at each level of the 

health care system and for different scenarios. 

• All contact-tracing teams at all levels should have, or have access to, the necessary equipment. 

This is particularly important for transport, communication and infrared thermometers, as, 

without these, contact tracing might not be feasible. 
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8. Laboratory 

Strengths 

Infrastructure 

• A certified BSL3/4 BSC (glove box) suitable for EVD sample preparation is installed in one of the 

three laboratories at the BSL-3 Zoonoses Diagnosis Laboratory in Sebata, which also has a –

80 °C freezer and an autoclave. 

• The facility at Sebata consists of three laboratories, each of which is dedicated to a particular 

step in sample preparation, maintaining unidirectional sample flow.  

• A new incinerator is being constructed at Sebata for the disposal of solid waste. 

• A staff member is on site at the Sebata facility 24 h a day to receive samples. 

• Reagents and supplies have been procured and received by the Public Health Institute and 

transported to Sebata.  

• A safety shower is available in the facility.  

Personnel 

• Four people have been trained in performing the EVD diagnostic assay and in PC3 operations at 

the National Institute for Communicable Diseases in South Africa. 

• An agreement has been signed with the National Institute for Communicable Diseases to train 

five more laboratory technicians in early 2015 in the EVD assay and laboratory containment 

protocols. 

Logistics 

• Samples of blood or oral swabs will be collected by either a clinician, a nurse or laboratory 

personnel in the rapid response team at the ETC, all of whom are trained in sample collection 

(blood only) and packaging of samples. 

• Two vehicles located at the Public Health Institute are dedicated for transport of EVD samples, 

supplies and laboratory personnel. 

• 60 sets of P620 (United Nations category A) shipping materials are available at the Public Health 

Institute. Shipping materials will be dispatched with rapid response teams in the initial phase of 

the outbreak when they attend suspected EVD cases.  

• If an outbreak spreads, P620 shipping materials (four per site) will be distributed to regional 

areas or areas of EVD activity. 

• Members of rapid response team are trained in correct packaging. 

• Two Public Health Institute staff are IATA-trained and certified and can prepare documentation 

and packaging of samples for international air shipment to a WHO collaborating centre. 

 

Opportunities for improvement 

Infrastructure 

• Evaluate whether EVD testing can be safely conducted in the country with the existing 

infrastructure.  

• The facility is not certified as a BSL3 facility for human pathogens; however, EVD testing can be 

performed, as the facility has a BSL3/4 BSC glove box and BSCII for sample inactivation and 
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processing. It is recommended, however, that EVD sample testing not begin until the 

recommendations listed below are satisfied. If a long-term goal is to establish BSL3 laboratory 

capacity for human pathogens in the country, a national standard should be adopted and a 

laboratory expert be engaged. A BSL4 facility is not justified for diagnostic testing of EVD 

samples.  

• A number of features and work processes in the facility should be considered before initiating 

EVD testing in order to ensure the safety of individuals working with EVD samples. 

− There is no clear view into the laboratory containing the BSL3/4 BSC glove box (the glass in 

the airlock doors is opaque), and the emergency button is outside the laboratory. The facility 

is isolated from the main buildings and is locked once staff are inside it. It is recommended 

that two people work in the laboratory at any one time (buddy system). Additionally, the 

airlock doors should have clear glass, and there should be an intercom system between the 

laboratory and the main building (if this is not already present) to ensure communication for 

assistance in an emergency.  

− An eyewash station or hand-held eyewashes should be available. 

− A first-aid kit should be installed in the facility. 

− A mechanism for fire mitigation should be in place.  

− A spill kit should be installed. 

− The security of the facility should be maintained with regard to equipment, samples and 

personnel by limiting access to people who have been properly trained and establishing an 

inventory of EVD samples stored at the facility, with electronic or paper copies kept at both 

the facility and a secondary location.  

− Identify means and develop SOPs for handling and disinfecting liquid waste from BSL3/4 BSC 

before disposal in septic tanks.  

− Re-evaluate the process and develop an SOP for the removal, disinfection and disposal of 

PPE after leaving the laboratory in which EVD samples are processed.  

− An SOP should be prepared for dealing with spills in the laboratory. 

− A secondary container with adequate material to absorb the total volume of samples should 

be used for transferring samples and specimens between laboratories. 

− Identify the location of hands-free hand-wash station(s) outside the laboratory. 

 

Equipment and reagents 

• There is no universal power supply at the facility. There is a back-up generator; however, the 

switch is outside the laboratories. A universal power supply should be purchased to ensure 

continuous power to both the real-time PCR machine and the BSL3/4 BSC for uninterrupted 

assay performance and staff safety. Procurement of a supply has been initiated.  

• Testing of samples from patient with suspected EVD should not be initiated until the power 

supply is installed.  

• The real-time PCR instrument should be tested and checked by a company service engineer to 

ensure that it is in proper working order, as it was moved from the Public Health Institute.  

• A limited supply of appropriate PPE is available at the facility. Adequate supplies should be 

procured; this has been initiated. Fluid-impermeable, long-sleeved (elasticized cuffs), back-

closing gowns should be used in laboratories B and C at the facility. Full PPE (as per WHO 
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guidance) is required in laboratory A, where samples from EVD patients will be processed.  

• Currently, one EVD diagnostic kit (100 tests) is available at the laboratory in Sebata; an 

additional kit containing 500 tests is being procured. A list of the reagents and consumables 

required to process and analyse EVD samples, including the quantities, should be prepared so 

that these items can be purchased rapidly in the event of an EVD outbreak to ensure a 

continuous supply and no interruption of testing capability. 

• Small, rigid-sided sharps containers should be purchased for use in the BSL3/4 BSC (glove box) 

for the collection and disposal of pipette tips, as, although they are not considered to be sharps, 

they may puncture plastic bags and pose a safety risk. 

Personnel 

• As only four laboratory technicians have been trained in EVD testing, working continuous shifts 

may lead to fatigue or burn-out, which may pose a safety hazard. More laboratory staff should 

be trained, as the sample volume will escalate if an outbreak occurs, and a contingency or 

action plan should be prepared to engage assistance in EVD testing from external sources.  

Logistics 

• EVD samples will be transported from the ETC to the Public Health Institute by air (if available) 

or vehicle. If transport is by vehicle, a member of the rapid response team or a health worker 

will accompany the samples. From the Public Health Institute, samples will either be 

transported to the Sebata laboratory when it is operational or shipped to a WHO collaborating 

centre for testing. Dedicated drivers to transport EVD samples have not been identified. Drivers 

and health workers who will transport or accompany samples to the Public Health Institute 

should be identified and trained.  

• To ensure timely delivery of samples to the laboratory in Sebata, when it is operational for EVD 

testing, the address and location of the laboratory and driving directions should be identified 

and an SOP established for picking up and dropping off of EVD samples. 

• Patient samples (blood, oral swabs) are to be collected by a member of the rapid response team 

(a clinician or laboratory personnel) at an ETC. Written SOPs, terms of reference and training in 

sample collection should be established, particularly for the collection of oral swabs from 

deceased patients. A checklist should be drawn up of the items required for sample collection 

and shipping. 

• Identify and establish a formal agreement with an external WHO collaborating centre for testing 

EVD samples if the laboratory facilities at Sebata are not operational and for performing 

confirmatory testing on the first 25 positive and 50 negative EVD samples.  

• An agreement has been made in principle between TNT and the Public Health Institute to 

courier EVD samples to a WHO collaborating centre. It is recommended that the agreement 

with TNT be formalized and a memorandum of understanding be established for shipping EVD 

samples to the selected collaborating centre. The WHO arrangement with World Courier should 

be explored as a means of shipping EVD samples to a collaborating centre. 

• Procure more P620 (United Nations category A) shipping materials if cases of EVD are identified. 

Packaging can be reused if it is properly disinfected. An SOP for disinfection of reusable 

packaging materials and supplies should be prepared.  

 

9. Capacity at points of entry 

The Ethiopian Ministry of Health has made much progress in preparing for introduction of EVD into 

the country. In accordance with the International Health Regulations (2005) and WHO 
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recommendations, the country has not closed its borders to people from affected countries but has 

invested in triage, screening, monitoring and preparedness for EVD. At this stage of the epidemic, 

this is relevant. The activities at Bole International Airport are well resourced and organized.  

As Addis Ababa is a major regional hub, with many diplomatic missions, including the headquarters 

of the African Union, a national risk assessment indicated a high probability for importation of EVD 

via the airport. The team assessed preparations at the airport and made remarks and 

recommendations to further improve activities in order to increase the level of public health security. 

Strengths 

• An EVD command post is established at the airport involving the Ethiopian Civil Aviation 

Authority, the Ethiopian Airport Enterprise, Ethiopian Airlines and the security, police, 

Immigration, customs and quarantine services of the airport. The role of each entity is clearly 

stipulated. The team meets once a week with the Public Health Institute to discuss events. The 

EVD screening facilities are well equipped, with two thermal scanners, five hand-held infrared 

thermometers, PPE, disinfection equipment and supplies, screening forms, information 

brochures and a designated ambulance with a driver. 

• Entry screening has been conducted for over 3 months. There are four screening posts: one in 

terminal 1, one in the VIP lounge (recently set up) and two in terminal 2. Isolation or holding 

rooms with the basic requirements have been established at each terminal for separation and 

further assessment of suspected cases pending their transfer to the ETC. All incoming 

passengers are subjected to temperature screening; in addition, passengers on flights from 21 

high-risk countries, including the four affected by EVD, are assessed for risk of exposure in a 

short questionnaire. Completed questionnaires are transported daily to the Public Health 

Institute for data entry and follow-up of high-risk passengers. 

• Adequately trained personnel for passenger screening, organized in three shifts, include nurses, 

a sanitary worker and a doctor. These staff are additional to the staff of the airport health 

facility and were deployed from other health services. They receive incentive pay and are highly 

motivated. They have been trained in EVD screening and in management of suspected cases, 

including use of PPE when necessary. PPE procedures are practised weekly at the ETC. One 

coordinator per team is designated to call for an ambulance, inform the Chair of the EVD 

command post and the Public Health Institute and alert the isolation facility if a suspected EVD 

case is detected at the airport. 

• SOPs for airport screening, disinfection and hand-washing are available and are in accordance 

with WHO guidelines.  

• There is a clear procedure for daily reporting of passengers who should be monitored to the 

Public Health Institute, where data are entered into an electronic database. Body temperature 

is actively monitored by a personal visit or by telephone if a visit is not possible before the 21-

day period is completed. Most people from affected countries are in transit or are visiting 

Ethiopia for only a few days. International travellers who are lost to follow-up are traced 

through customs, embassies and the Ministry of Foreign Affairs. About 300 people have been 

followed up, and the system appears to be adequate. 

• The airport is reported to have a health emergency contingency plan and an emergency plan, 

and drills are conducted bi-annually to test the plans. A functional exercise is conducted once 

every 2 years. 

 

Opportunities for improvement 

WHO currently recommends exit screening in countries that are affected by EVD. As Ethiopia’s risk 
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assessment indicated the likelihood of an imported case of EVD through the international airport, 

entry screening is included in the recommendations. 

Within 30 days 

• The flow of passengers could be improved to minimize overcrowding at screening posts in 

terminal 2 during peak hours and to avoid overlooking high-risk passengers: 

o Use retractable barriers at screening posts to guide the flow of passengers and avoid 

overcrowding.  

o Consider using a podium and retractable barriers to maintain at least 1 m distance between 

passengers and the health worker conducting screening.  

o Screening could be completed before passengers move to the immigration hall, which is 

overcrowded at peak hours.  

o Consider increasing the number of health workers conducting screening during peak hours.  

o Use of a coupon system could facilitate triage and ensure that no one eligible for screening is 

missed. 

• The selection of passengers for temperature screening should be reviewed to ensure that all 

those with a travel history to high-risk and affected countries are screened, including those who 

may be in transit through low-risk countries where there is no screening. One way of achieving 

this would be to institute passport checks of passengers from low-risk countries before 

screening and to direct only passengers with a travel history to high-risk countries in the past 21 

days to temperature screening.  

• The airport screening process should be monitored periodically by members of the EVD 

command post, the Public Health Institute and the national task force, including during peak 

hours, to observe how screening is being done and identify areas for improvement. 

• After an incident in which a passenger from Nigeria vomited blood, SOPs were prepared for 

various incident scenarios at the airport. These SOPs could be improved by including 

communication lines, roles and responsibilities and dealing with panic and unrest. Information 

for passengers, airport personnel and families of suspected cases should be prepared for rapid 

dissemination. Handling of the scenarios could be practised during drills to identify gaps. 

Continuous evaluation, adaptation of SOPs and improvements will ensure adequate responses 

to incidents. 

• To trace contacts of people with suspected EVD, a revised questionnaire should be used that 

includes seat numbers. 

• Equip the isolation or holding rooms with appropriate patient couches. 

• Consideration should also be given to screening travellers at other points of entry. 

• Develop SOPs for exit screening for immediate use in case of an outbreak of EVD.  

Within 60 days 

• Data from entry screening should be analysed regularly and used to improve the system. More 

countries may be affected in the near future, and more travellers at risk may come to Ethiopia. 

Triage could be conducted according to the level of exposure to Ebola virus and travellers 

monitored accordingly. SOPs should be prepared for this eventuality. 

• Travellers with a recent history of a high risk for exposure should not be lost to follow-up. 

Legislation such as quarantine laws could be used to enforce isolation of patients with 

suspected and confirmed EVD. SOPs for use of these laws should be readily available.  
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For the longer term, it is suggested that Ethiopia become a member of the Collaborative 

Arrangement for the Prevention and Management of Public Health Events in Civil Aviation of the 

International Civil Aviation Organization (www.CAPSCA.org). Much can be learnt from the 

experiences reported to the network, and Ethiopia could make a valuable contribution to improving 

activities at points of entry in other countries.  

  

10.  Budget 

Strengths  

Ethiopia has identified costs in three broad areas, with a detailed budget for each: 

• pre-positioning and routine activity, calculated at USD6,202,101 130  which includes: 

o EVD surveillance and establishing a functional isolation centre; 

o supplies for standard precaution in all hospitals, health centres and health posts; 

o EVD advocacy and community sensitization; and 

o preparation, printing and distribution of a document on EVD. 

• responding to the most likely scenario of an imported case identified in Addis Ababa, with a 

population at risk of 5.7 million and an expected 1400 cases, calculated at USD13,100,965; and 

• the worst-case scenario, in which all states have cases in major towns, with an expected 2500 

cases, calculated at 36,176,088. 

 

Opportunities for improvement 

• Summary costs of the EVD plan: Determine the financial resources required for immediate 

funding.  

• Re-evaluate and target available funding to identified priorities. 

• Identify areas that require funding so that donors and partners can provide immediate support. 

 

 

Humanitarian engagement           

The United Nations presence in Ethiopia consists of approximately 3000 staff and 7000 dependants, 

making it one of the largest United Nations presences in Africa. In addition to the United Nations 

country team, Addis Ababa is home to the United Nations Economic Commission for Africa, headed 

by the Executive Secretary, who, as the senior United Nations representative in Ethiopia, is also the 

designated official responsible for the security and safety of United Nations staff. A humanitarian 

country team plans for and responds to humanitarian emergencies in support of the national 

authorities, and the resident representative of the United Nations Development Programme serves 

as the resident and humanitarian coordinator for Ethiopia, leading humanitarian coordination in 

liaison with the Government of Ethiopia to ensure that there is an appropriate level of preparedness.  

There are 24 resident United Nations funds, programmes and agencies in Ethiopia. More than 100 

United Nations agencies, nongovernmental organizations and the Red Cross movement participate 

in the coordinated humanitarian response. The United Nations country team recently undertook two 

simulations to test the continuity of essential services during an EVD outbreak. To strengthen 

information sharing and capacity building for EVD, WHO has requested agencies to nominate two 

staff members to act as focal points for EVD. WHO will facilitate regular meetings and conduct 
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additional training through this mechanism.  

Because of the large United Nations presence in the country, there are dedicated medical services in 

a clinic located on the campus of the United Nations Economic Commission for Africa, which 

provides dental, ophthalmologic and paediatric services to all United Nations staff and dependants. 

Diagnostic facilities are available, including sonography, endoscopy, X-ray and cardiology. A small 

laboratory allows basic diagnostics, including biochemistry, blood culture and microscopy. The clinic 

has a specific EVD hotline, and information, education and communication materials on EVD have 

been distributed and posted. “Town hall” meetings have been held to brief United Nations staff, and 

information is shared regularly. 

The existing pandemic influenza fever clinic has been converted into an isolation facility for 

suspected EVD cases. The facility consists of two rooms for patients, each with two beds, two 

bathrooms with toilets, one storage room and one duty nurse room. Basic equipment for infection 

prevention and control is available, including PPE, goggles and boots, a disinfectant sprayer and a 

container for waste management. Leaflets for proper use of PPE are available. The isolation unit can 

be reached from the entrance area of the United Nations clinic.  

The United Nations medical services are also responsible for briefing staff before they go on mission 

to EVD-affected countries. On their return to Ethiopia, staff are de-briefed and given counselling; 

they are then tracked by the medical services for 21 days, with twice-daily temperature checks. 

In conjunction with WHO, the Office of the Resident Coordinator, the United Nations Office for the 

Coordination of Humanitarian Affairs and the United Nations medical services, care of United 

Nations staff has been planned for two scenarios. 

• An isolated suspected case of EVD in a United Nations staff member, e.g. returning from an 

EVD-affected country with symptoms compatible with EVD:  

In this scenario, the person will be isolated in the United Nations medical services isolation facility 

until he or she can be transferred to the ETC in Addis Ababa or will be medically evacuated through 

the United Nations system. There is no agreement about how or where such an evacuation would be 

made, and the medical services in Ethiopia are discussing the issue with the United Nations medical 

services in New York and Geneva to seek clarification.  

• Transmission in the country 

Because of limited national capacity, the Government would not object to establishment of 

dedicated isolation and treatment facilities by both the United Nations and the African Union. The 

existing isolation facility would be used, but, for treatment, an ETC would be established on the 

campus of the United Nations Economic Commission for Africa. Plans for the establishment of a 

tented ETC have been drawn up and a proposal submitted to the Multi-partner Trust Fund.  

 

Challenges  

Isolation facility at the United Nations clinic 

• The layout of the isolation facility does not allow clear separation of clean and potentially 

contaminated areas; there is no separation between the entry and the exit areas; and no room 

has been dedicated to putting on and taking off PPE. 

• Full PPE suits are not available. 

• Staff would have to be dressed in PPE at all times, as there is no designated no-risk zone.  

• The laboratory is not equipped to handle material potentially containing Ebola virus. 

• Because of the close proximity to non-EVD clinical wards, the isolation centre should not 
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operate as an ETC.  

• It is not clear how and where samples would be taken for testing for EVD.  

• The isolation facility is close to the rest of the United Nations clinic, and suspected EVD cases 

would have to use the main entrance and exit area. 

• Additional staff to run the isolation facility 24 /24 h, 7 d/7 d are currently not available. 

• The isolation facility could be used for a single or a few patients staying a short time. 

United Nations ETC 

• Tents are available but have not been set up. 

• Sufficient staff to run an ETC 24 /24 h, 7 d/7 d are not currently available. 

• Establishing an ETC only for United Nations staff on the United Nations campus might trigger 

criticism in the population about privileged treatment for United Nations staff. A well thought-

through communication strategy is required. 

 

Opportunities for improvement 

While the objectives of the WHO preparedness strengthening mission were mainly related to health, 

scoping meetings were also held with agencies involved in non-health (multi-hazard) preparedness 

planning. A number of areas were identified that it was considered would strengthen existing 

preparedness measures.  

• Review the programme criticality to assess the security risk of responding to an EVD outbreak in 

an area of high risk such as the Somali Region (lead agencies: United Nations country team, 

United Nations Department of Safety and Security and designated officials). 

• Define the coordination structures between the humanitarian country team and the United 

Nations Economic Commission for Africa in an EVD outbreak response in support of national 

authorities. 

• Consider increasing the scope of the Logistics Capacity Assessment to cover the regional nature 

of an EVD outbreak and the political aspects in relation to borders and movements of people 

and supplies, including a rapid increase in supplies of PPE and other material currently 

stockpiled by the United Nations Mission for Emergency Ebola Response in Accra (lead agency: 

World Food Programme). 

• Finalize a contingency plan for the evacuation (means and location) of United Nations staff with 

suspected or confirmed of EVD (lead agency: United Nations medical services). 

• Identify and train appropriate levels of staff for both the isolation facility and the ETC (lead 

agency: United Nations medical services).  

• Finalize the plan and funding requirements for establishment of a dedicated United Nations ETC.  

 

Conclusion and next steps  

The mission identified many activities and areas that can be considered a solid foundation for 

further strengthening Ethiopia’s preparedness for an EVD event. Government officials and partners 

have already done a considerable amount of work in a broad range of disciplines and jurisdictions. 

Further work could be done in the immediate future, however, to maintain the momentum. In 

addition to the detailed recommendations, the team identified five priorities. Further support and 

resources will be required for this work; support will be provided by the WHO Country Office, with 
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reviews of progress at 30, 60 and 90 days. 

The team reached consensus on areas that require immediate and longer-term attention, keeping in 

mind economic constraints and the volume of work to be initiated or completed. Although many 

activities were identified as requiring completion within 30 days, the following five components 

should be fully operationalized to allow an immediate response to an EVD event: 

• Define the levels of care, diagnostics and therapeutics that directly affect mortality rates in ETCs.  

• Fully operationalize the ETC.  

• Evaluate the options for safe EVD testing in the country. 

• Evaluate infection prevention and control standards in all health facilities. Use the opportunity 

to strengthen the health system.  

• Disseminate and Implement the interim guidelines on EVD. Clarify and assign roles and 

responsibilities at all levels. Strengthen coordination among different areas.  

 

Report submitted to WHO headquarters, the WHO Regional Office for Africa and the WHO 

Representative in Ethiopia by Dr Rajesh Sreedharan 

Date: 13 December 2014 
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Public Health England 

Dr Rolf Appels, epidemiology, points of entry, GGD Kennemerland, Hoofddorp, Netherlands  

Dr Thomas Inn, epidemiologist and contact tracing, public health, environmental and social 

determinants of health, Public Health England 

Ms Amanda Daniel, infection prevention and control, public health, environmental and social 

determinants of health, Public Health England 
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EVD Preparedness Mission 

Addis Ababa, 1–8 December, 2014 

Annex 2. Agenda 

 Activity Responsible entity Observations 

Day 1 Tuesday 2 December 

08:30–10:00 

 

 

 

 

 

 

 

 

Meeting with WHO Representative to 

– review agenda, mission objectives 

and terms of reference 

– “scope” actions undertaken and 

planned 

Update from Centers for Disease 

Control and Prevention 

Team leader and 

WHO 

Representative, 

Centers for Disease 

Control and 

Prevention  

Location: WHO Country 

Office 

 

Identify country 

documents relevant to 

the mission 

 Visit to United Nations clinic Some team 

members 

 

10:00–12:30 Review revised country plan Revise 

table-top exercise for country context 

Prepare materials and print documents 

for the following days 

Team members not 

in meetings and 

WHO Country Office 

administrative 

support 

 

12:30–13:30 Lunch break   

14:00–17:00 Meeting with Deputy Director of the 

Public Health Institute  

Introductory meetings with national 

authorities to provide the agenda, terms 

of reference and present the checklist 

Team 

 

Public Health Institute 

office 

17:00–17:30 Conclusions 

 

Team  

Day 2 Wednesday 3 December 

09:00–12:30 Meet the national Ebola task team, 

Department of Public Health (Director, 

focal points and relevant department 

heads) 

– Introductions 

– Presentation of the agenda, mission 

terms of reference and checklist 

– “Scoping” exercise 

 

Team 

 

 

Location: Public Health 

Institute Conference 

Centre 

Expected participation 

≥ 40 (Ministry of Health, 

Médecins sans Frontières, 

Centers for Disease 

Control and Prevention, 

National Disaster 

Management Authority, 

Red Cross, UNICEF) 

13:00–14:00 Lunch break   

14:00–17:00 Field visits 

– Ebola treatment centre 

– points of entry 

– laboratories 

– emergency operations centre, 

National Disaster Management 

Authority 

  

17:00–17:30 Conclusions Team  

Day 3 Thursday 4 December 

08:00–09:00 Final preparation for table-top exercise Team  
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09:00–13:00 Table-top exercise Team  

13:00–14:00 Lunch break   

14:00–17:00 Review of checklist and identification of 

remedial actions  

Report on exercise by task groups 

Presentations of findings 

Team  

17:00–18:00 Conclusions 

Report on exercise by task groups 

Presentations of findings 

Team 

Group work 

 

Day 4 Friday 5 December 

08:30–11:00 Drafting of report on findings of exercise 

by task groups  

Team–group work WHO Country Office 

11:00–12:00 Consensus on findings of field visits and 

exercise and on priorities 

Team–group work  

12:00–13:30 Lunch break   

14:00–16:00 Review and update of findings and of 

team mission 

Team  

17:30–19:00 Presentation of findings and draft report 

to Minister of Health 

WHO 

Representative, 

team leader 

 

Day 4 Saturday 6 December 

8:00–10:00 Preparation of plan for improvement Team WHO Country Office 

10:00-12:00 Finalize draft improvement plan Team WHO Country Office 

12:00–13:00 Lunch break   

13:00–17:00 Finalize report and improvement plan 

with amendments 

Team WHO Country Office 

…Monday… Filing of mission report and final 

improvement plan 

WHO 

Representative, 

team  

WHO Country Office 
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Annex 3.  Findings of the table-top exercise 

  

Share information on the progress of the preparation and response measures against EVD. 

 Strongly disagree- 0, Disagree – 0, Agree 15, Strongly agree – 18 

Identify areas of interdependence between: health actors and between health actors and other 

sectors. 

Strongly disagree – 1, Disagree – 5, Agree- 17, Strongly agree – 10 

Identify lines of accountability and roles and responsibilities. 

Strongly disagree – 0, Disagree – 4, Agree- 20, Strongly agree – 9 

Review the operations management process for a suspected EVD case. 

Strongly disagree – 0, Disagree – 1, Agree- 27, Strongly agree – 5 

Confirm arrangements for notification, coordination and internal communications before and after 

confirmation of an Ebola virus infection. 

Strongly disagree – 1, Disagree – 5, Agree- 17, Strongly agree – 10 

Validate aspects related to personal protection and other logistical needs (e.g. disinfection, burial) 

and the management of suspected cases of contamination before and after laboratory confirmation. 

Strongly disagree – 2, Disagree – 9, Agree- 19, Strongly agree – 4 

Review the requirements of public health laboratories, coordination and funding. 

Strongly disagree – 0, Disagree – 4, Agree- 17, Strongly agree – 10 

 Review public and media communications. 

Strongly disagree – 0, Disagree – 5, Agree- 21, Strongly agree – 7 

I’m more familiar with the current plans, information, guidelines, documentation, administrative 

rules and tools available to manage an outbreak of EVD. 

Yes – 25, No – 8 

I’m better prepared to act and respond appropriately according to my role. 

Yes – 22, No - 9  

The simulation scenario covered what I expected it to cover. 

Yes – 25, No – 8 
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General comments 

During the preparation, take into account the profile of the participants and local habits. People 

seemed afraid to speak in front of their boss. This is a hierarchical society. 

The facilitator should expand with more strategic thinking and vision and not only operational. 

Better organization by the assessment team. 

Better coordination by the committee. 

Clearer scenarios to improve interaction. 

Good to include personal experiences from external experts in outbreak situations. 

Need drill exercise as well. 

Needs monitoring and evaluation. 

Provide further training and share experiences of other countries during EVD outbreaks. 

Ask the participants for more solutions. 

Participation was low, which may indicate that knowledge on preparedness has not trickled down, 

or there are no clear SOPs. 

Little input from the Government and was somewhat defensive; examples were generic; better to 

tailor cases to country context to identify gaps. 

The participants in this simulation must involve more staff working in different sectors, especially 

health facilities and regions. 

The facilitator should continue to engage officers on different subcommittees in participating in 

the exercise. A few officers answered questions when all the others should have contributed as 

members of the different subcommittees. Overall, the exercise was a good learning experience. 

Too short; give more time, good to observe practical response system in the country, how to 

communicate and respond to emergencies. 

Discussions were not audible. It would be useful to use a microphone. Could not hear all 

contributions. Perhaps the facilitator could summarize some points for all participants. 

The simulation covers all the gaps expected in the operation. Therefore, extended discussion is 

needed so that the points will be understood. Must involve more concerned participants on EVD. 

Put toilet paper and hand-drying facilities in the toilet. 

The team should advise the country team on each area if there is no consistency about the correct 

action. 

Keep taking information. Each heath professional team should get a hand out by e-mail. 

Too slow at the start and too fast at the end. The simulation would have been improved if national 

representation was available for surveillance, contact tracing and rapid response team. The 

facilitation was very effective. 

This was my first experience, but I felt it could have been more interactive and engaging. If the 

time allocated was adequate and the discussion was focused and of course inter-linked with all 

subject matter. 

It is better if you give brief highlights of EDV (definition, etiology, transmission, control) 

It would be better to have practical simulation on infection prevention, surveillance, 

communication. Encourage more participants to explain and share their ideas. 

Good exercise for preparation and prevention methods. 

Time should be managed properly. 

Would be better if it included clear or rough estimate of logistic needs and highlighted important 

procedures clearly. 

The facilitation was effective. 

Yes – 33, No - 0  

The logistical set up was appropriate. 

Yes – 25, No – 8 
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Questions should be focused and not redundant. 

Good level of facilitation 

Make scenarios less crowded to capture major issues on the themes. 

It is good, but we are now in the pre-epidemic phase, which is why we did not fully participate. 

The exercise is timely and a good training tool for those involved in EVD prevention. 

Participants answered what they should do in the future, not what exists. 

As we focused on pre-epidemic preparedness, I now see that we must move forward aggressively. 

I am so glad to be involved like this to address an outbreak of EVD. Forwards ever, backwards 

never. Failure is not an option. 

For Bole airport, prepare additional cubicles and equipment. 

A slightly wider scenario that involves more partners and line ministries is needed. 
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Annex 4. Component Specific Assessment 

Component 1 – Overall coordination 

[*THE PURPOSE OF THE ASSESSMENT IS TO CHECK THE FUNCTIONAL ABILITY OF THE VARIOUS ELEMENTS EITHER SINGULARLY OR INTEGRATIVELY AS 

APPLICABLE. For example, if emergency operations centre is identified, the assessment should check i] the frequency, ii) when it was last tested, iii) any 

evaluation conducted and iv) how lessons learned implemented] 
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Component 2 – Rapid response team 

 
Tasks 

Within 

(days) 
Y/N 

Comments 

2.1 Identify and assign members of the teams 30 
Y Rapid response team composition nearly complete but lacks 

psychosocial and social mobilization experts. 

2.2 Train medical staff on EVD RRT 30 Y Rapid response team clinical staff have been trained. 

2.3 
Train medical staff using WHO-AFRO modules applied in Liberia, 

including mock ETC 
30 

N 
Training in use of WHO Regional Office for Africa modules is needed.  

2.4 
Identify a space in an existing health facility and turn it into a 

fully functioning ETC 
30 

Y 
ETC is currently functional, with a second facility in development. 

2.5 Map potential health facilities at the district level that can be 

turned into ETCs at short notice 
30 Y National emergency operations centre is coordinating tracking of 

the functional status of EVD isolation units and ETCs. 

2.6 
Identify and train community volunteers in the community  

30 
N Regional rapid response teams are trained, but identification and 

additional training of community level volunteers is needed. 

2.7 

Train the epidemiologists in subnational RRT as part of the 

second level 24h/7 hotline service 30 

Y Regional rapid response teams are trained and incident management 

system is in place to alert the national emergency operations 

committee.  

2.8 
Ensure that there is no cash-flow problem and a contract-

facilitation mechanism 30 
Y Logistician is available to address resource needs of the rapid 

response team. Clarity is needed on contract facilitation mechanisms. 

2.9 
In the absence of an EVD case in the country after 60 days, 

conduct at least one simulation exercise to maintain capacity 
 906060 

N A full simulation exercise should be conducted to test the incident 

management system and rapid response team response capacity. 

* Some training has been conducted at national and regional levels, but further training is needed, specifically in probing interview techniques to establish complete, 

thorough contact listings. 

[*THE PURPOSE OF THE ASSESSMENT IS TO CHECK THE ABILITY OF THE RAPID RESPONSE TEAM TO ADDRESS THE CRITICAL NEEDS AND IMMEDIATE 

RESPONSE PRIORITIES TO PROTECT AT RISK COMMUNITIES IN THE EARLIEST PHASE OF THE OUTBREAK. For example, the areas to be confirmed could 

include the presence of a rapid response team roster, expertise in viral haemorrhagic fever, fit-for-purpose surveillance, transportation] 

Component 3 – Public awareness and community engagement   

 
Tasks 

Within 

(days) 

Y/N 
Comment* 
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3.1 Develop or adapt, review, translate into local languages and disseminate targeted messages for media, 

health care workers, local and traditional leaders, churches, schools, traditional healers and other 

community stakeholders 

30  Yes Messages disseminated to the 

public by radio and television  

3.2 
Identify and engage influential/key actors/mobilisers, such as religious leaders, politicians, traditional 

healers, and media in urban and rural areas 
30 

Yes Key actors engaged but mainly in 

urban areas 

3.3 Map out public communication capacities and & expertise within health and other sectors 30 

Yes Capacity mapped, and technical 

working group established 

3.4 Identify and establish mechanisms for engagement with national networks for social mobilization 30 

Yes The plan to engage the networks 

will be strengthened. 

3.5 
Identify established functional communication coordination mechanism involving all government 

sectors and other stakeholders (including civil society organisations and communities) 
30 

Yes Coordination mechanism in place 

but requires strengthening 

3.6 
Establish coordination mechanism for engaging with the community (involving the traditional leaders, 

relevant sectors in a bottom-up approach) 
30 

Yes Coordination mechanism in place; 

leaders and sectors consulted 

during planning 

3.7 Establish coordination mechanism for engaging with partners (e.g. NGOs) 30 

Yes Coordination mechanism in place 

through technical working group 

3.8 
Draw up a roster with clear roles and responsibilities for internal and external communications and 

spokespersons 
30 

Yes Technical working group has clear 

roles and responsibilities 

3.9 Establish functional and timely procedures for review, validation and clearance of information products 30 

Yes Procedures in place, and messages 

and materials are pretested and 

cleared by the Ministry of Health  

3.10 Identify and train spokespersons and communication team 30–60 

Yes Implement plan to train 

spokespersons  



 

38 

 

3.11 
Develop a comprehensive strategy, plan and budget for engaging with the media and public (including 

a scaled-up approach) 
60 

No No communication strategy in place 

but have plan and budget 

3.12 Establish a system for rumour monitoring, investigation and response  30  

Yes Ministry of Health and Public 

Health Institute have a system in 

place for monitoring and dispelling 

rumours. 

3.13 Establish a plan for reviewing, revising and monitoring impact of communication strategy 60 

No Plan not fully developed because 

communication strategy not in 

place 

3.14 
Identify critical communication networks (TV, radio, social media, SMS, story tellers, theatre) and plan 

for use in appropriate languages 
30-60  

Yes Only a few channels of 

communication used such as 

television, radio and materials. 

Introduce social media and 

community-based channels 

3.15 Establish media monitoring mechanisms with appropriate tools 60 

No Develop media monitoring 

mechanism, and strengthen links 

with government media monitoring 

agency.  

 

[*THE PURPOSE OF THE ASSESSMENT IS TO CHECK THE MEANS, SYSTEM, TRUST AND ABILITY TO ENGAGE WITH COMMUNITY AND VOLUNTARY SECTORS] 

 

Component 4 – Infection prevention and control 
 Tasks Within days Y/N Comment 
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4.1 Provide health facilities with basic hygiene, sanitation, 

disinfection/protective equipment and posters. Priority 

should be given to hospitals; then health centres in high 

risk areas (started in 30 days and to cover priority 

districts in 60 days) 

30–60  No Infection prevention and control practices at hospital and district level 

should be assessed to identify gaps in equipment, supplies and 

training. 

4.2 Increase the general awareness about hygiene and how 

to effectively implement infection prevention and 

control (started in 30 days and completed in 60 days for 

priority districts) 

30 Yes Currently, 3000 hospital staff and staff at the ETC and in priority areas 

in Gambella and Somali are trained in infection prevention and 

control.  

4.3 Identify health facilities for setting up basic isolation 

units (2 beds) for suspected cases in all major hospitals 

and all border points (ideally regional and district 

hospitals)  

30 Yes  

4.4 Equip and adequately train health care workers 

including environmental health personnel, cleaners, etc. 

on infection prevention and control measures, including 

waste management, with priority for those at first 

contact with patients and at basic isolation unit 

60 Yes 

 

 

 

 

There is training and daily exercises at the ETC. Infection prevention 

and control practices of staff in isolation units (hospitals and health 

care facilities) should be assessed. 

4.5 Establish a compensation and benefits package for 

health care workers for: 

- remuneration and motivation for high-

risk assignment; 

- in case of infection and death 

60 Yes Military back-up has been identified in the event of staff shortage. 

 

[*THE PURPOSE OF THE ASSESSMENT IS TO CHECK THE MEANS, SYSTEM, TRINING AND THE ABILITY TO ENSURE OPTIMAL SAFE WORKING CONDITIONs. 

This also includes record of completion of training, reporting and audit procedure 
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Component 5 – Case management 

5a) Ebola treatment centre (ETC) 

[*THE PURPOSE OF THE ASSESSMENT IS TO CHECK THE OPERATIONAL CAPACITY TO SAFELY TREAT EVD/VHF CASES WHICH INCLUDES THE AVAILABILITY 

OF THE NUMBER OF QUALIFIED MEDICS AND ASSOCIATED HC STAFF] 

 Tasks Within 

(days) 

Y/N Comment* 

5a.1 Set up at least one facility with trained staff, adequate supplies, ready to provide care to a 

patient or cluster of patients with suspected EVD. This facility should cater for 15 patients 

initially. 

30 Maybe Several gaps were identified at the 

ETC, but these could be resolved 

within 30 days if necessary.  

5a.2 Equip and adequately train ambulance teams to transport suspect EVD cases 30 * As the ambulance service is run 

through the airport, this aspect is 

being addressed through points of 

entry. 

5a.3 Identify health facilities at district level that can be turned into an ETC at short notice 30 Yes Facilities have been identified at the 

woreda level.  

5a.4 Identify health facilities at local level that can be turned into an ETC at short notice 60 Yes Facilities have been identified at the 

kebele level.  

 

5b) Safe burials 
 Tasks Within 

(days) 

Y/N Comment* 

5b.1 Develop SOPs for safe burials and decontamination 30 Yes This has been completed 

5b.2 Identify appropriate secured burial ground with agreement of the community  30 Yes Although sites have been identified, further 

discussion should be conducted with religious 

leaders and communities.  

5b.3 Equip and adequately train burial team (8 people)  30 Maybe Roles have been identified, but further training is 

needed. Further communication should be made 

with the Red Cross to determine their involvement 
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with respect to logistics and human resources.  

5b.4 Ensure that a dedicated transportation process is in place to bury human 

remains safely  

30 Yes A transport algorithm has been developed from the 

Addis Ababa ETC. 

5b.5 Ensure burial teams have access to support services such as drivers, grave 

diggers, and potential security support during the burial process 

20 Maybe  This must be clarified with the Red Cross.  

 [*THE PURPOSE OF THE ASSESSMENT IS TO CHECK WHTHER TRAINED STAFF/VOLUNTEERS AND RIGHT/ADEQUATE SPEC PPEs ARE AVAILABLE AND 

EASILY ACCESSIBLE TO CONDUCT DIGNIFIED BURIAL] 

 

Component 6 – Epidemiological surveillance 

 Tasks Within (days) Y/N Comment* 

6.1 Establish a 24/7 hotline with 

escalation facilities with medically 

trained staff 

30–60  

 

Y 

 

 

 

Hotline: Hotline in place at national level. Toll free throughout the country. Hotline receives 250 

calls a day. 

 

Medically trained staff: At national level, a rapid response team for EVD 24 h/24 h, 7d/7 d closely 

linked to the hotline. For other outbreaks, an early warning and response network is available. 

At regional level, rapid response team leaders from all regions have been trained, who are expected 

to train rapid response teams at regional level. 

6.2 Train the hotline staff on case 

identification and management of 

communication with potential cases 

30 Y Implemented. Case definitions available, training done, instructions  on recommendations and 

advise to be given available.  

Epi info database and manual log (if no electricity). 

So far, manual + Epi Info DB ~10 000 logs 

Language might be a problem, especially during the night shift, if not it is not in Amharic or English. 

Therefore, a second call in the daytime might be needed. 

Remark: Close communication with the communications team needed to develop and update Q&A 

6.3 Provide guidance (case investigation 

forms, standard case definitions to all 

countries?) 

30-60 

 

Y The case investigation form and the case definitions are part of the EVD guideline, which has been 

distributed to all regions and posted on the Ministry of Health website. The regions are expected to 

distribute them to lower levels. Hard copies might be necessary at all levels. 

Clarification is needed on who performs contact tracing and fills in case investigation forms (rapid 

response team, health centres, community workers?). 

6.4 To test existing integrated disease 

surveillance response systems for 

Ebola, identify gaps and start 

30 to > 90 Y Surveillance process is in place and has been tested for other diseases, including other viral 

haemorrhagic fevers. 

Challenge: some regions have low completeness rates, timeliness and data quality in the integrated 
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implementation of corrective actions 

where necessary 

disease surveillance response, including Addis Ababa, Somali, Gambela, B Gumuz and Afar.  

Not tested after implementation of the EVD preparedness mission. 

Electronic system is currently being developed. Information by telephone up to zonal level; Excel 

sheets from zones onwards 

Clarification needed on which category a suspected EVD case would be notified: ? – as there is no 

specific EVD notifiable disease. 

Viral haemorrhagic fever is covered by integrated disease surveillance, but as the EVD case 

definition includes bleeding, about 70 % of cases would not fulfil the viral haemorrhagic fever case 

definition. Will EVD be added as reportable disease? The case definitions should be reviewed, 

especially the community version, to avoid delay in treatment, add fever + possible epi link. 

6.5 
Establish immediate lines of reporting 

for suspect cases, clear responsibility 

for such actions 

  

 90 days 

Y 
Established and documented, as reporting will be embedded in integrated disease surveillance for 

immediately reportable diseases. Nevertheless, the system performance varies greatly among 

regions, and coverage of the private system must be ensured. 

6.6 Identify human resources for 

community surveillance (community 

health care workers, Red 

Cross/Crescent volunteers, NGOs, 

midwives, healer, leaders etc.) 

 30 -90  

 
Y 

Health development “army” and health extension workers are part of the routine system. 

Community workers are already trained in other diseases, including haemorrhagic diseases.  

Nevertheless, specific training in EVD should be conducted. 

6.7 Provide Technical Assistance and 

training to address the still existing 

gaps in integrated disease 

surveillance response 

 
 

Repetition? See point 6.4 

6.8 Distribute case definitions to all 

provincial, district levels and 

healthcare facilities; provide training 

on the case definition 

30 
Y 

The case definitions have been distributed to district and health centres. The availability of 

adequate numbers should be verified, and the best placement e.g. to place in the triage area.  

6.9 
Disseminate simplified case-

definitions for community use  
60 Y 

Guideline includes community case definition. Guidelines have been distributed. 

They must be distributed in the community, with training on use. 

 

 

[*THE PURPOSE OF THE ASSESSMENT IS TO CHECK WHETHER SURVEILLANCE IS OPERATIONAL AND TESTED] 

Component 7 – Contact tracing 
 Tasks Within (days) Y/N Comment 
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7.1 Train the teams at both national and subnational levels from 

rapid response teams and ToT on contact tracing and data 

management 

30-60 Y Available and trained at national level. Training required at 

regional level. 

Equipment for case contact training required at all levels. 

Trainers to be trained 

Plan required for training community workers if contact tracing 

requires support from the community  

 

7.2 Provide UNMEER with list of required equipment and materials 

for contact tracing at National and sub-national levels 

30  Y Not clear whether support required from United Nations Mission 

for Ebola Emergency Response at present  

A list of equipment required for case contact tracing is essential. 

The list must take into consideration various outbreak scenarios in 

order to identify immediate needs and to plan for the potential 

scenarios. 

7.3 Train staff at district level on contact tracing 60 Y Training of staff will depend on the response strategy. Training at 

district level will build capacity and might be necessary if there are 

cases in the community. 

7.4 Train staff at sub district and community level on contact tracing 60-90 Y Training of staff will depend on the response strategy. Training at 

community level will build capacity and might be necessary if 

there are cases in the community. 

 

Component 8 – Laboratory 

[*THE PURPOSE OF THE ASSESSMENT IS TO ASCERTAIN AVAILABILITIES OF TRAINED STAFF, EXPERTISE, COMSUMABLES, TRANSPORT IN HANDLING AND 

DIAGNOSIS/INACTIVATION OF BIOLOGICAL SAMPLES] 

 Tasks Within (days) Y/N Comment* 

8.1 For each district, identify 

laboratory responsible for analysis 

and /or specimen handling of 

biological samples and mode of 

transport for samples 

30 Y Initially in an outbreak, rapid response team members will collect samples from suspected 

EVD patients, complete documentation and packaging and transport samples by car or 

aircraft, depending on site of outbreak, to the Public Health Institute in Addis Ababa. From 

the Public Health Institute, samples will be transported to either a WHO collaborating 

centre or the national laboratory at Sebata, when it becomes operational.  

The Public Health Institute hastwo dedicated cars for EVD that will be used in the 

outbreak to transport supplies and samples between the ETC, the Public Health Institute 

and the Sebata laboratory. 

For transportation of samples by vehicle, a rapid response team member or a health 
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worker will accompany the driver with the sample to the Public Health Institute. 

Dedicated drivers and health workers have not been identified in the regions. 

Recommendation: 30 days 

• Identify and train health workers and drivers to accompany samples to the Public 

Health Institute if transported by car. 

• Prepare a checklist for rapid response teams regarding the supplies required for 

sample collection and transport. 

8.2 Stand-by arrangements and 

agreements with WHO 

Collaborating Centres for testing 

and confirmatory testing in place 

30 Y/N An agreement has been made by email with the head of the Arbovirus and Viral 

Haemorrhagic Fever Laboratory, Kenya, and the Addis Continental Institute of Public 

Health (Addis Ababa) to test EVD samples and report results within 24 h.  

Recommendation (30 days):  

• Determine to which WHO collaborating centre EVD samples will be sent for testing. 

• Formalize agreements (memoranda of understanding) between the Ethiopian 

Ministry of Health and the Public Health Institute and the collaborating centre. 

8.3 Stand-by arrangements and 

agreements with relevant air-lines 

to ship samples from suspected 

cases to WHO collaborating 

Centres in place 

30 Y/N Two IATA-trained and certified individuals at the Public Health Institute can complete 

international shipping packages and documentation.  

To date, no formal agreement has been established with a shipping company; however, 

agreement in principle has been obtained between TNT and the Public Health Institute to 

courier EVD samples to the laboratory in Kenya. 

Recommendation (30 days):  

• Formalize the agreement with TNT (memorandum of understanding) for shipping 

EVD samples to a WHO collaborating centre.  

• Investigate WHO Ebola Shipment Funds project with World Courier as a means of 

shipping samples to WHO collaborating centre. 

8.4 Availability of resources to 

facilitate transportation and 

shipment of specimens 

30  Physical resources: 

60 x P620 category A shipping materials are available at the Public Health Institute. When 

a suspected EVD case is identified, the rapid response team will transport empty shipping 

materials to the ETC, where samples will be collected. Shipping materials consisting of 

three or four empty boxes will be distributed to regional ETCs, once they are established. 

The remainder will be kept at the Public Health Institute for distribution when necessary. 

Two cars dedicated to EVD will be used for sample transport. 

Recommendations (30–60 days):  

• Develop SOP for disinfection and reuse of shipping materials  

• Identify source for purchasing additional shipping materials. Enquire about the WHO 

Ebola Shipment Funds project with World Courier.  

Personnel resources 
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Samples transported by car will be accompanied by a member of the rapid response team 

or health worker and delivered to the Public Health Institute. If air transport is used 

(within country), the samples will be shipped directly to the Institute. From the Institute, 

the samples will be transported by a designated individual to either the airport for 

transport to a WHO collaborating centre or the laboratory at Sebata. 

Recommendations:  

• Consult and train pilots who might transport EVD samples. 

• Determine whether there is financial reimbursement, per diem or risk compensation 

for workers participating in these processes. 

8.5 Existence of protocol for: 

- sample collection;  

- referral and 

shipment of 

specimens from 

suspect EVD cases to 

designated 

laboratory for 

testing/confirmation 

at national and sub-

national public 

health laboratories 

30  Sample collection 

Rapid response team members have been trained in safe blood collection and packaging. 

Additionally, WHO guidelines for safe blood collection and shipping of EVD samples will be 

available to the team members. 

Distribution of samples 

The rapid response team will refer samples to the Public Health Institute, from which they 

will be transported to either a WHO collaborating centre or the national laboratory at 

Sebata, when it is operational. 

A staff member at the Public Health Institute will be notified by the rapid response team 

of shipment of samples from an ETC. Laboratory personnel at the Institute will decide 

about shipment of samples. 

A staff member is available at Sebata 24 h/24 h, 7 d/7 d to receive samples.  

Recommendation:  

Identify a staff member at the Public Health Institute to be on call to receive and forward 

samples appropriately. 

8.6 Laboratory personnel trained on 

procedures for specimen 

collection, packaging, labelling, 

referral & shipment, including 

handling of infectious substances. 

30 Y/N As part of the national EVD guidelines, a laboratory technician is a member of regional 

rapid response teams.  

• Not clear whether a laboratory technician skilled in sample collection and shipping has 

been trained as part of each rapid response team 

• Doctors and nurses who are members of rapid response teams have been trained to 

collect and ship samples.  

• Laboratory technicians are not being trained with other members of the rapid 

response team, i.e. doctors and nurses.  

Recommendation: 60–90 days 

Laboratory technicians should collect patient samples in regions. Therefore: 

• Train regional rapid response team members, including laboratory technicians.  

• Train laboratory technicians in sample collection and shipping.  
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Component 9 – Capacity at points of entry 
 Tasks Within 

(days)  

Y/N Comment 

9.1 Identify PoE teams to cover 24/7, to assist travellers and ensure correct 

isolation if required 

30 Y Ensured at Bole International Airport  

9.2 Deliver identified supplies (9 PPE full sets at each PoE Medical equipment to 

survey cases 3 Infrared Hand held Thermometers, 1 Scanner, 2 Observation 

room/ 2 Health facilities and supplies for safe isolation and observation of 

suspect cases if possible separation room, if not, a separated area. 

Depending on the geographical location, 1 Ambulance) to PoEs. Every PoE 

needs to have either a separation room of a dedicated area for holding 

suspected cases 

30 Y Present at Bole International Airport 

9.3 Train staff on IPC (Training of Trainers) 30 Y Weekly training conducted at the ETC  

9.4 Identify “holding” center/area 30 Y Holding area is appropriate and well equipped. 

9.5 Ensure that a health emergency contingency plan is in place at high risk PoE 

(ports, airports, and ground crossings) 
30 Y A health emergency contingency plan is present for Bole 

International Airport. Not reviewed for border crossings, but 

less relevant at present  

9.6 Equip and appropriately staff sites for health assessments and management 

of suspected ill travellers at all PoE 
30 Y Areas for health assessment and management of suspected ill 

travellers present at Bole international Airport 

9.7 Avail SoPs to identify, manage and refer suspected ill patients from PoE to 

designated hospitals /isolation facility 
30 Y SOPs exist but must be reviewed regularly. They should 

include communication lines, roles and responsibilities and 

procedures for dealing with unrest and demands for 

information from relatives of travellers, airport employees and 

fellow passengers. 

9.8 Review and test current communication system between health authorities 

and conveyance operators at PoE, and national health surveillance systems 

30 Y Incidents are being evaluated, and SOPs are being reviewed. 

Communication lines in case of an incident need further 

clarification. 

9.9 Sensitize public health authorities at PoE to EVD, review their roles and 

processes for handling, reporting and for referral of suspected cases of EVD 

30 Y Public health authorities well sensitized 

9.10 Avail SOP for implementing exit screening in the event of a confirmed EVD 

outbreak 
30 N An SOP for exit screening in the event of a confirmed EVD 

outbreak must be prepared. 

9.11 Review systems and procedures for implementation of health measures 

related to IPC 

30 Y Systems and procedures for infection prevention and control 

covered in SOPs SOPs are available but could be improved by 
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the inclusion of more details and regular review and update. 

 

 

 

Component 10 – Overall budget for outbreak 
 Tasks Within 

(days) 

Y/N Comment 

10.1 Define operational budget for activities (communication, enhanced surveillance, 

investigation, etc.), pre-epidemic detection and for the preliminary response 

30 No  

10.2 Identify funding sources, including allocation of domestic resources and mechanisms to raise 

additional resources when necessary, has been put in place and is known 

30 Yes and no  

10.3 Develop templates for resource mobilization and for country and donor reporting, including 

mechanisms to monitor and track implementation 

30 No  

10.4 Establish easily accessible contingency funds for immediate response to outbreak of EVD at 

national and other appropriate sites 

30 No  

10.5 Identify the process to transfer money from central level to local emergency use 30  Yes  
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Annex 5. Action points 

1. Coordination  

1.1 Update national EVD plan, including operational elements. 

1.2 Develop plans at subnational level.  

1.3 Prepare a national governance framework for EVD and public health emergencies. 

1.4 Prepare a health emergency management programme (preparedness, response and recovery), 

including training and progressive exercises. 

1.5 Clarify the roles, responsibilities and reporting procedures within the health sector and other 

jurisdictions and disciplines. 

2. Surveillance 

2.1 Design an algorithm to manage and triage calls, and introduce tracking sheets and a database. 

2.2 Strengthen health facility and community surveillance by improving triage and training in case 

finding, data flow and expectations of participants at every level.  

2.3 Map consistent lines of communication and data flow. 

2.4 Implement systematic evaluation to determine strengths and opportunities for improvement. 

3. Rapid response teams 

3.1 Structure the rapid response teams.  

3.2 Strengthen the national and regional teams by addition of a laboratory technician, psycho-

social expert, clinician and logistician.  

3.3 Train the surveillance officer in each rapid response team in contact tracing.  

3.4 Ensure that application of the case definition does not depend on a history of recent travel to 

an affected country. 

3.5 Implement an incentive pay programme for all rapid response team and flying squad members. 

3.6 The laboratory technician should arrive independently, and transport samples directly to the 

identified laboratory.  

4. Contact tracing 

4.1  Identify and train personnel in contact tracing, and implement a data management system.  

4.2 Identify and resource a contact tracing team, staffed by an epidemiologist at the national level, 

regional surveillance officers and contact tracers. 

5. Points of entry 

5.1 Minimum core capacity required under Annex 1B of the International Health Regulations  

(2005) must be fully present at international points of entry. 

5.1 Consider bilateral or multilateral agreements for prevention or control of international 

transmission of disease, in accordance with Article 57. 

5.3 Maintain facilities used by travellers at points of entry in a sanitary condition, and keep them 

free from sources of infection and contamination, including vectors and reservoirs.  

6. Case management 

6.1 Implement the WHO guidelines for infection prevention and control. 

6.2 Attach appropriate labelling and instructions for mixing to chlorination containers.  

6.3 Introduce a back-up source of power at all ETCs.  

6.4 Introduce staff resting areas at all ETCs.  

6.5 Establish a professional mentoring team to support ETC staff 

6.6 Address issues surrounding the ETC staff compensation package. 

6.7 Introduce an algorithm or diagram of communication channels between the rapid response 

team and the ETC. 

7. Infection prevention and control 

7.1 Develop and implement a national infection prevention and control policy. 

7.2 Secure a vehicle for patient transport, complete with all necessary clinical and infection 
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prevention and control equipment, which can be cleaned and decontaminated appropriately.  

7.3 Ensure a PPE stockpile and distribution plan. 

7.4 Introduce appropriate, puncture-resistant sharps containers. 

8. Laboratory 

8.1 Once the MRC BSL-3 laboratory is operational, fully integrate it into the national sampling, 

transport and notification procedures already in place. 

8.2 Designate a vehicle for transportation of samples to Dakar, and obtain permanent permission 

for the vehicle to cross the Senegalese border. 

8.3 Train trainers from the national reference laboratory, and introduce intensified follow-up 

training for a core group of laboratory technicians. 

9. Social mobilization 

9.1 Prepare a clear social mobilization plan for responding to an EVD outbreak, including the 

specific tasks and roles of groups and individuals if such event occurs. 

9.2 Include an expert in social mobilization and psychosocial issues in the rapid response teams. 

9.3 Perform studies of the knowledge and perception of communities with regard to EVD and the 

agencies and procedures involved in its control. 

9.4 Review the effectiveness of the first wave of activities on EVD awareness and education.  

9.5 Expand the infrastructure for rumour monitoring, investigation and response.  

10. Budget 

10.1 Re-evaluate and target available funding and costs to refined priority areas.  

 


