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Summary 

A support mission consisting of experts from WHO in Geneva, the WHO Regional Office for Africa and the French 

Ministry of Foreign Affairs visited Togo between 24 November and 1 December 2014 to help the country implement 

its plan to prevent and respond to a possible epidemic of Ebola virus disease (EVD). The support team worked with 

national stakeholders and technical and financial partners in the country. 

The method used consisted of a review of documentation (national response plan, instructions from various 

thematic units, technical literature), organization of a simulation exercise for relevant stakeholders and technical 

and financial partners, use of the consolidated checklist to assess compliance with the 10 components of 

preparedness and response, ad hoc visits and subject-specific discussions when necessary. This report lists the 

observed strengths and weaknesses by component of the checklist and gives recommendations in line with the 

strategies promoted by WHO for EVD control and prevention.  

The mission strongly recommends that the existing EVD-specific governance structure, which is in line with WHO 

recommendations, be made operational. The Management Committee, which was established by regulation, has 

the authority to conduct preparedness activities in the area of disease control, and the various thematic units have 

appropriate terms of reference. An emergency committee should be established at the Health Ministry to 

coordinate interventions in the event of an epidemic. This structure should be given the resources to conduct 

operations, in terms of delegation of authority, strategic and budget planning and coordination with other 

ministries and technical and financial partners. The imminent establishment of a management and administration 

unit will facilitate this development. Thought should also be given to the role of this committee if disaster 

management mechanisms (national emergency plan or the multisectoral plan of the United States Africa Command 

(AFRICOM)) have to be activated.  

A national EVD preparedness and response plan has been developed and budgeted for. The units have specific, 

targeted guidelines and must now prioritize the components of the response plan, organize activities and adjust the 

budget in consequence. The budget is modest in view of the scale of the task; it should be prioritized in terms of 

time frames so as to place more emphasis on priority actions, existing resources and opportunities in cash or in 

kind. Operationalization of the plan would thus be clarified and more readily comprehensible to the technical and 

financial partners who must be involved in this work through the coordination platform envisaged in the decree 

establishing the Management Committee. The role of this platform should be given new impetus. The plan and the 

activities it envisages should be seen as an opportunity to strengthen the Togolese health services, and the budget 

should therefore make some provision for structural and functional investments. 

Generally speaking, and with the objective of making the plan operational, it is recommended that the guidelines 

familiar to the various stakeholders be converted into standard operating procedures (SOPs) that provide readily 

comprehensible, replicable instructions for a broader range of safeguards. These instructions should be 

accompanied by a targeted training programme for the various types of interventions and stakeholders. Togo 

should seek the assistance of international experts for such training, when necessary.  

To facilitate the establishment of rapid response teams, it is proposed to set out clearer terms of reference, define 

the composition of the teams and the logistical resources available to them and make provision for additional 

training, including field exercises and advanced modules, for example on personal protection and biosafety. 

Attention should be given to developing the national plan for communicating the risks associated with EVD and 

establishing a mechanism to coordinate all social mobilization activities at national level. The involvement of 

communities, village chiefs, local authorities, traditional healers and civil society in surveillance (case detection, 

contact tracing) is a weak point in the EVD preparedness activities observed to date. Civil society organizations and 

nongovernmental organizations can be vitally important partners in promoting community involvement, provided 

that their contribution is sought and appropriately targeted. 

Expanded training on hygiene, universally applicable precautions and specific aspects of protection against Ebola 

virus is urgently needed for health workers and people who come into contact with patients. The isolation units 
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provided for in the plan should be made operational with immediate effect. The first isolation site on the campus of 

the university hospital could also serve as a treatment centre, since it has the capacity to be expanded. The mission 

does not consider that the option of siting an EVD treatment centre outside the city (25 km from Lomé) is workable, 

as it would give rise to a number of problems, as detailed in this report. The report raises a number of issues that 

should be borne in mind at the construction stage, including supply systems, standard procedures and requirements 

for ambulances, personnel and waste management. Burial sites should be identified close to the designated EVD 

treatment centres, and burial teams should be prepared at district level. People living nearby should be made aware 

of these developments and their approval sought for all decisions regarding burial sites. 

In order to strengthen epidemiological surveillance, the existing guidelines should be converted into a standard 

protocol applicable to all public and private health care facilities and, if possible, the traditional health care system. 

Case definitions should be specified and disseminated in local languages. The system for reporting suspected cases 

should be strengthened, including use of the hotline number (111); the mission made a number of 

recommendations in this context. Practical aspects of monitoring contacts of cases should be reviewed. With 

assistance from partners such as the Togolese Red Cross, contract-tracing teams should be trained in accordance 

with the EVD-specific protocols issued by WHO, suitably adapted to the national context, and given the necessary 

resources. 

At the time of writing, Togo lacks EVD diagnostic capacity and sends specimens to Accra or the Pasteur Institute in 

Lyon, France. The agreements regarding shipment of these specimens must be more specific, and the number of 

teams capable of taking specimens in a safe manner should be increased.  

Air and maritime points of entry are well organized and equipped, but ground crossings are still very porous. It is 

important to check that sufficient stocks of personal protective equipment (PPE) and specimen-taking kits are 

available at points of entry and to ensure that staff are capable of using them in accordance with recommendations. 

Temporary isolation units in medical facilities should be evaluated and better prepared. Procedures for health 

measures and use of PPE should be known and tested. At ground crossings, there are health posts only at manned 

checkpoints, and the resources at their disposal are clearly insufficient. 

The mission considers that Togo will require technical support to implement all the identified interventions, many of 

which should be implemented as soon as possible. The mission considers that Togo is currently vulnerable but that 

significant improvements could be made very quickly if the plan is operationalized. The WHO Country Office in Togo 

stands ready to assist the national authorities in implementing the response plan and coordinating with technical 

and financial partners. 

 



 

INTRODUCTION 

Togo is a bustling crossroads for countries in the subregion, an airline hub with an active port, intense road traffic 

along the coast, and a mobile population that shares many social and cultural aspects with neighbouring countries. 

The main national airline has cancelled flights to affected countries, but the appearance of cases of EVD in western 

Mali, then in Bamako, has greatly increased the risk of introduction into Togo. Togo’s safety essentially relies on its 

ability to ensure rapid detection of any introduced cases and operational responsiveness to avoid spread of the 

disease. 

This ability is based for the most part on the structure and interconnectivity of Togo’s health care system, with 

contributions of stakeholders in the public, private and traditional systems. Togo is composed of five administrative 

regions (Savanes, Kara, Centrale, Plateaux and Maritime) that are also health regions, in addition to Lomé, which 

constitutes a sixth health region (see map). Each region is divided into health districts. The health system has a 

pyramidal structure with three levels: central, intermediate and peripheral. The central level is represented by the 

Cabinet of the Prime Minister, who also acts as Minister of Health, the General Secretariat of the Health Ministry 

and associated central offices and institutions; the intermediate level is composed of the six regional health offices; 

and the peripheral level is composed of 40 health districts constituting the operational entity. Health services are 

organized in the same manner, including three university hospitals at the central level, two of which are located in 

Lomé and one in the Kara region; six regional hospitals, one in each health region; and 40 public district hospitals 

plus peripheral health units. The private sector also supplies care in several faith-based hospitals and private clinics. 

It is urgent that the capacity of this structure be strengthened, that it be adapted to the specifics of EVD detection 

and response and that it include all technical and financial partners able to contribute to facing this danger. 

 

In August 2014, the Director-General of WHO declared EVD an international public health emergency and published 

a number of recommendations for controlling the epidemic in affected countries as well as for preventing and 

promptly responding to its introduction in EVD-free countries. The International Health Regulations Emergency 

Committee recommended that states sharing land borders with affected countries: 

- urgently establish a surveillance system for unexplained fevers or deaths due to febrile illness;  

- ensure access to a laboratory qualified for diagnosing EVD;  

- ensure that the health workforce are trained and aware of the appropriate procedures for infection 

prevention and control; and 

- establish rapid response teams capable of investigating and managing EVD cases and contacts. 

It recommended that WHO strengthen preparedness in countries, validate and evaluate their preparedness plans in 

simulation exercises and ensure that personnel are adequately trained.1 The Emergency Committee on Ebola Virus 

Disease emphasized “the importance of continued support by WHO and other national and international partners 

towards the effective implementation and monitoring of these recommendations.” 

During a meeting between WHO, countries at risk and EVD preparedness partners held in Brazzaville on 8–10 

October 2014, core actions were agreed upon to support countries unaffected by EVD in strengthening their 

preparedness in the event of an outbreak. In consequence, WHO introduced a strategy to help 15 countries 

considered greatly at risk for EVD introduction in developing the necessary preparedness and response capacity. An 

important element of this strategy is sending international experts to evaluate the current level of preparedness in 

countries and to define specific plans for strengthening the health measures necessary for managing EVD. 

This mission, carried out between 24 November and 1 December 2014 by staff from WHO headquarters in Geneva 

and the WHO Regional Office for Africa and international experts, reviewed Togo’s preparedness plan for 

responding to possible introduction of EVD. This document synthesizes the results and the mission’s 

recommendations. 

 

                                                   
1
  http://who.int/mediacentre/news/statements/2014/ebola-2nd-ihr-meeting/en/ 
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Objectives 

The overall goal of this mission was to ensure that Togo is operationally ready to deal with cases of EVD and is 

capable of detecting initial cases, conducting safe investigations, making quick notifications and organizing an 

effective response to prevent spread of the disease. 

To meet this goal, the mission reviewed national plans, held discussions with stakeholders, visited several key sites 

for case detection, prevention and management (including air and sea borders and ground crossings) and 

proposed—in accordance with WHO recommendations—the necessary actions for strengthening preparedness to 

be taken within 30, 60 and 90 days. 

 

Composition of the mission team  

The support team was composed of experts from WHO headquarters, Geneva, the WHO Regional Office for Africa, 

the Swiss Federal Office of Public Health, the French Embassy in Benin, the Erasmus Medical Centre of The 

Netherlands and the Norwegian Institute of Public Health, Oslo. They worked with national stakeholders and 

technical and financial partners in the country. 

Stephane De la Rocque (mission leader), technical advisor, Department of Global Alertness and Response, WHO, 

Geneva  

Caroline Clarinval (bioethicist, public health specialist), Federal Office of Public Health, Bern, Switzerland  

Sheick Oumar Coulibaly (regional adviser, laboratory and health technologies), Health Systems Strengthening, WHO 

Regional Office for Africa 

Lokombe Tarcisse Elongo (regional adviser, community health development), WHO Regional Office for Africa 

Timon Marszalek (logistics), adviser, disaster management 

Alain Prual (doctor specialized in public health), regional adviser on cooperation for health, French Ministry of 

Foreign Affairs and International Development, based in Cotonou, Benin 

Dossou Vincent Sodjinou (doctor, epidemiologist), Epidemic and Alert Verification officer, Disease Prevention and 

Control, Disease Surveillance and Response, WHO Regional Office for Africa 

Carla Van Tienen (doctor, biologist), Erasmus Medical Centre, Rotterdam, Netherlands 

Line Vold (veterinarian, epidemiologist), Assistant Director, Infectious Disease Control Department, Norwegian 

Institute of Public Health, Oslo, Norway 



 

Activities 

The table below summarizes the activities carried out during the mission. 

 

Tuesday 25 November 

- Meeting with the WHO Representative: introduction of the team, briefing on the mission and drafting of 

mission agenda 

- Work sessions (mission team): work assignments; information made available by Disease Prevention and 

Control department; preparation of the simulation exercise 

- Visit to the Secretary-General of Health (WHO Representative, team leader) 

- Visit to the resident representative of the African Development Bank (WHO Representative, team leader) 

- Meeting with the Vice President of the Management Committee, the Presidential adviser on health, the 

Director of the Health Ministry and the director of the case management unit (WHO Representative, team 

leader) 

- Safety briefing (mission team) 

Wednesday 26 November 

- Visit to the university hospital isolation centre (mission team, WHO Country Office staff) 

- Visit to the university hospital (mission team 1) 

- Visit to Bê Hospital (mission team 1) 

- Visit to the National Institute of Health (mission team 1) 

- Visit to the free helpline phone centre (mission team 1) 

- Visit to the ground-crossing border checkpoint at Aflao (mission team 2) 

- Visit to the health post at Lomé airport (mission team 2) 

- Visit to the health post at the port of Lomé (mission team 2) 

- Meeting with the Ambassador of the United States of America (WHO Representative, team leader) 

Thursday 27 November 

- Simulation exercise (morning) (mission team, WHO Country Office staff) 

- Working group meetings on the checklist (afternoon) (mission team, WHO Country Office staff) 

Friday 28 November 

- Reports from working groups (mission team, WHO Country Office staff) 

- Work on the mission report (mission team) 

Saturday 29 November 

- Site visit to the treatment centre outside Lomé (mission team) 

- Visit to the Ambassador of the European Union (mission team, WHO Representative) 

- Work on the mission report (mission team)  

Sunday 30 November 
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- Discussion with the leader of the EVD treatment centre construction project (mission team, WHO Country 

Office staff) 

- Work on the mission report 

- Preparation of reports for the final day 

Monday 1 December 

- Report of observations and recommendations to the Prime Minister in his office (mission team) 

- Report to assembled technical and financial partners at the WHO Country Office (mission team) 

End of mission 

 

Evaluation 

The method used consisted of a review of documentation (national response plan, instructions from various 

thematic units, technical literature), organization of a simulation exercise for relevant stakeholders and technical 

and financial partners, use of the consolidated checklist to assess the 10 components of preparedness and 

response, ad hoc visits and subject-specific discussions when necessary. This section summarizes the strengths and 

weaknesses observed for each component and makes recommendations in line with WHO strategies for the 

prevention and control of EVD. 

 

Component 1: Overall coordination 

Strengths 

• A coordination unit and six technical units were established under decree no. 105/2014/MS/CAB/SG of 20 

August 2014. The technical units are: health surveillance, case management, laboratory, hygiene and 

sanitation, information communication and social mobilization, and logistics. Coordination in this structure is in 

line with WHO recommendations. The decree instates a referral system at regional level. A national EVD 

preparedness and response plan has been prepared, with a budget of US$ 5137 million. 

• The terms of reference of each unit are laid out in the national EVD preparedness and response plan of the 

Health Ministry (October 2014, 51 pages). Their composition is set out in the aforementioned decree. These 

units have prepared or are preparing operational directives. 

• Within the framework of the United States Africa Command (AFRICOM), a national EVD epidemic preparedness 

and intervention plan (November 2014, 64 pages), known as the multisectoral plan, defines the roles of various 

ministries, working under the authority of the Prime Minister’s Office and the Ministry of Security and Civil 

Protection, that would be mobilized in the national response. The Health Ministry is specified as the leading 

organ. The plan is divided into six phases: preparation, warning, early intervention, maximum intervention and 

recovery. The plan is to be activated once the warning phase has been declared. 

• Should the virus be introduced, the emergency organization plan could also be activated, establishing a crisis 

committee that would bring together various ministries under the Prime Minister’s leadership. 

• Communication with WHO staff is very good. Both WHO and UNICEF actively participated in drafting directives. 

With the support of the African Development Bank, significant training has been carried out, and more is 

planned for the immediate future. 

Weaknesses 



 

• Although the Management Committee and its units meet regularly, they do not have precise information on 

how regional epidemic control committees function. The financial resources of the regional committees are 

inadequate. 

• Directives have yet to be sent to all regional offices, health districts, health facilities and other key locations (in 

particular district hospitals and points of entry). This is important, as the directives include case definitions and 

surveillance algorithms.  

• The plan and directives have yet to be sent to technical and financial partners, who therefore lack information 

on the Health Ministry’s strategy and have difficulty in deciding where to direct their support. The decree of 20 

August 2014 established a Partners Committee that should be a privileged channel of communication with the 

Management Committee, but it does not include representatives from the Health Ministry. This lost 

opportunity on the part of national authorities could cause confusion and frustration among partners. 

• No emergency operations centre exists at central or infranational level. The chains of command are unclear, 

and the system is based on individuals, who are often only partially available due to other responsibilities, and 

not on functions. 

• How the emergency organization plan and the multisectoral plan should interact is unclear, as is the role of the 

Management Committee in the early stages of an epidemic. In an emergency situation, there is a great risk for 

confusion and poorly synchronized chains of command. 

• The lack of an administration and finances unit within the Management Committee could be problematic in 

case of an epidemic and is already hindering coordinated disbursement of the resources necessary for EVD 

preparedness. A budget of 150 000 000 CFA francs has been allocated for preparedness, but how it should be 

managed is not specified and not well understood. 

• Priorities should be identified in the response plan’s proposed budget and the means of mobilizing funds. No 

hierarchy has been established in the budget, which makes it ill adapted for use by donors. This lack of strategy 

in how resources are mobilized includes in-kind donations (for example from China). 

• The directives that have been issued indicate actions to be taken, but, with few exceptions, they should be 

more detailed, in the form of SOPs that can be easily understood by all actors on the ground. 

• The directives are ambitious in terms of the human resources to be mobilized. It is important to determine that 

the numbers are available or can be easily mobilized without drastically neglecting other public health 

priorities. 

Recommendations 

• Share the national preparedness and response plan with partners (immediately). Identify EVD focal points and 

their deputies in all relevant agencies and organizations, and organize a platform for regular exchanges with 

technical and financial partners (immediately). 

• Galvanize the work carried out by technical units at regional level, as set forth in decree 105/2014/MS/CAB/SG. 

Specify responsibilities at each level, and establish mechanisms for interacting with the Management 

Committee (30 days). 

• Speed up creation of the planned administration and finances unit to complement existing units (addendum to 

decree 105/2014/MS/CAB/SG or other regulatory instrument) (30 days). 

• Request units to prioritize response plan activities and identify the related financial needs (30 days). Mobilize 

allocations from the emergency fund as quickly as possible, making the Management Committee responsible 

for coordinating attributions to various units in an informed, transparent manner (30 days). 

• Make plans for an emergency operations centre and centralize all administrative and EVD-specific information. 

Identify and make available the necessary workforce and equipment (decentralized communication and 
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information technology) to coordinate operations at central level in real time in case of an EVD outbreak, 

ensure technical support, organize functions and specify the chain of command (30 days). 

• Review available human resources and options for reassigning workers, and propose a mobilization plan in 

consequence, making sure that other areas of the health sector are not negatively affected (30 days). 

• Translate directives into SOPs that are easily understood by the various actors (immediately). Train technical 

personnel in SOPs (30 and 60 days). 

• Complete the schedule for training on SOPs for all technical personnel (60 days). 

• Draw up a hierarchical chart that bridges and optimizes synergies between AFRICOM, the emergency 

organization plan and the Management Committee (30 days). Request partners (WHO, European Union) to 

identify an expert to draw up the chart, if necessary (immediately). 

 

Component 2: Rapid response team 

Strengths 

• The Health Ministry’s national plan calls for the establishment of investigation teams, and some of their 

prerogatives are specified in the monitoring unit’s directives and in the multisectoral plan (see component 1). 

• Togo has qualified candidates and the required competence to make up a rapid response team, the 

composition of which will have to be adapted to the realities of the country. An informal rapid response team 

can already be mobilized largely from within the Army’s health services and the case management unit; 

however, this team has not yet been trained specifically in managing EVD and has neither terms of reference 

nor intervention procedures. 

• Previous alerts were handled effectively.  

Weaknesses 

• Establishment of one or more rapid response teams for managing EVD has not yet been formalized. There are 

no regulatory texts that specify the teams’ powers, functioning, responsibilities or composition in terms of job 

profiles or members’ names. As it is, teams are formed on an emergency basis, with members from various 

jurisdictions and improvised mobilization mechanisms and allocation of means. 

• The minimum logistical and functional means, mobilization mechanisms (rapid communication system, 

alternatives in case of unavailability), coordination (team leader, respective roles of different actors) and the 

required reports to the Management Committee are neither clearly defined nor carried out. 

• It is imperative that the rapid response teams be given standardized work procedures in writing (SOPs) to 

ensure the quality and safe handling of activities in a crisis. 

• Rapid response team members must be trained in all aspects of their work: case management, collecting and 

transporting specimens, establishment of contact monitoring, hygiene, interaction with communities, etc. (see 

checklist indicators). At the time of writing, training of rapid response teams is not assured. 

Recommendations 

• Draft a memorandum or other regulatory act creating three rapid response teams—in Lomé, Dapaong and 

Kara—specifying their composition (with names), associated logistics and powers (referring to the proposals in 

the WHO checklist) (30 days). 

• Draw up, validate and promote functioning procedures for rapid response teams, including use of investigation 

and reporting forms described in the monitoring unit directives and referral of suspected cases (30 days). 



 

• Request expert help from WHO or other partners to extend training of rapid response teams to EVD 

management and the aforementioned areas, particularly biosafety (30 days). 

• Provide each rapid response team with at least minimum logistical means (refer to checklist), including access 

to properly prepared ambulances (30 days). 

• Carry out on-site simulation exercises once teams are in place (60 days). 

 

Component 3: Public awareness and community engagement 

Strengths 

• An information, education and communication unit has been established as an organ of the Management 

Committee for EVD response preparedness. Its goals and composition are set forth in decree no. 

105/2014/MS/CAB/SG. 

• The national EVD epidemic preparation and intervention plan includes communication to inform communities 

about recognizing signs, detection and prompt reporting of suspected cases, and EVD prevention. 

• Togo has the competence for raising awareness and mobilizing communities, backed by experts deployed to 

affected countries and by strong involvement of the UNICEF Togo Office. 

• The media (radio, television and written press) in all five regions were briefed on September 2014 about modes 

of transmission of Ebola virus and preventive measures. In June 2014, mobile phone companies sent 

informational messages to their subscribers. 

• The communication unit has prepared announcements for the general public, which were approved in 

committee at national level to ensure consistency. Certain announcements have been translated into 10 local 

languages. 

• Informational posters on EVD are available in some health centres, at ground-crossing border checkpoints, the 

airport, port and some public spaces. The hotline number (111) is clearly marked. 

• The Health Ministry and organizations such as the Togolese Red Cross and UNICEF have launched training 

programmes for volunteer educators in the regions. Volunteers are made aware of the modes of transmission 

of Ebola virus, preventive measures and detection. 

Weaknesses 

• The social mobilization strategy of the communication plan lacks specificity; it requires a detailed method for 

implementation. There is no mechanism for coordinating all sectors of the Government and partners including 

civil society organizations, nongovernmental organizations, traditional healers and communities. 

• Public awareness-raising activities are in progress but must be intensified to reach the larger public, village 

chiefs and religious, political and other community leaders. These entities will then be able to contribute 

significantly to containing the spread of EVD.  

• The communication plan does not include a strategy for reaching key actors such as traditional healers. Ties 

between the Health Ministry and traditional healers should be strengthened to involve the latter in EVD 

control. 

• The rumour management system is not fully operational. Rumours must be managed in a coordinated manner 

among the sectors involved in implementing the communication plan. Roles and responsibilities should be 

defined. 

• The hotline is in place but lacks the human, material, technical and financial resources to deal with an EVD 

epidemic. Call-takers are insufficiently trained on probable questions and standard responses. In a crisis, the 

current system would be quickly overwhelmed. 
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• The communication and public-awareness plan does not include action to be taken to mitigate population 

opposition to the placement of treatment centres. Specifically, in the case of the Davie EVD treatment centre 

(see component 5), the distant and isolated location of the chosen site reinforces the sense of danger 

surrounding EVD and could exacerbate the local population’s concerns.  

• The communication plan includes a budget covering July–December 2014; however, public awareness and 

social mobilization require more effort, with a revised budget and projections to the end of 2015. 

Recommendations 

• Togo’s competence in the area of public awareness and community mobilization deserves greater recognition, 

as it plays an essential role in EVD control. 

• An implementation method and specific indicators should be defined to measure the progress of the social 

mobilization strategy. International institutions, nongovernmental organizations and political organizations 

should be included in this approach; they are currently absent, with the exception of UNICEF, which is very 

active (60 days). 

• Traditional healers, village chiefs and religious leaders must be informed and actively involved in EVD control. It 

would be useful if they were to form a networked warning system to quickly identify new people and travellers 

in their communities. Public and private health workers must be made aware and informed quickly. The 

resources required to reach these groups must be specified and made available to volunteer educators (30 

days). 

• Specific indicators are needed in order to monitor and implement measures for scaling up community 

awareness-raising and mobilization (60 days). 

• Management of rumours spread through the media must be organized (30 days). The unit should prepare 

regular press points to be issued by a trained spokesperson, who would be the only one with authority to 

report on the regional situation, the level of preparation and actions taken, thus reducing the impact of 

rumours (30 days). A weekly bulletin could be published. 

 

Component 4: Infection prevention and control 

Strengths 

• A sanitation and hygiene unit exists as an organ of the Management Committee for EVD response 

preparedness. Its goals and composition are set forth in decree no. 105/2014/MS/CAB/SG. 

• This unit has contacted several private companies to plan the response in hospitals and to organize burials. 

• Information and awareness-raising posters on EVD are widely distributed in health facilities and public spaces. 

• All health workers, doctors, nurses and hygienists have been trained in caring for EVD patients in the 

programme described under component 1. New training sessions for hygienists will begin during the first week 

of December 2014, with the collaboration of UNICEF and WHO. 

• Disinfecting spray kits are available in the isolation centre in the university hospital. In this centre, waste is 

managed properly, although the incinerator not up to standard. 

• Five medical tents have been ordered for isolation centres. 

 

Weaknesses 



 

• Training in EVD treatment is becoming out of date (July 2014). No practical or review exercises have since been 

carried out. 

• SOPs specifying and standardizing the management of suspected and confirmed cases have not been drafted. 

• The workforce should be given financial incentives and guaranteed insurance for themselves and their families. 

• Not all regional hospitals and health care centres have been reviewed and equipped by the hygiene and basic 

protections team. Not all regional hospitals have identified isolation areas. 

• The number of hand-washing stations at the university hospital isolation centre is largely insufficient. Both soap 

and chlorine solution are available, but the chlorine solution appears to be of very low concentration. 

Equipment stocks do not seem sufficient, but their quality and quantity could not be verified. 

• Although the health care centre visited by the team is highly active (48 000 consultations in 2013), it does not 

have no-contact thermometers or isolation rooms, and no procedure is in place for isolating a suspected case. 

The levels of glove use and hand hygiene are not ideal. The centre does not have protective suits. Outside of 

everyday work, none of the workforce are trained in disinfection, and they do not have access to spray 

equipment. 

Recommendations 

• Assess, ensure or renew training for hygienists and sanitation workers on EVD prevention and control 

(immediately). 

• Adapt the WHO SOPs for hand hygiene, use of protective suits, preparation of disinfectants and waste 

management, and distribute them to health care facilities (30 days). 

• Train the health work force in regional hospitals in EVD prevention and control (60 days). 

• Design and produce posters (how to wear and take off PPE, preparation of disinfecting solutions, safe burial 

procedures) based on WHO material, and distribute posters at all levels (90 days). 

• Draw up a list of the minimum material and disposable supplies required for each public health unit, district 

and isolation centre (immediately). Provide material and disposable supplies to regions, districts and public 

health units. If appropriate, a common stocking system could be set up to avoid dispersal of specific supplies 

(such as PPE) (30 days). 

• Identify isolation areas in each district hospital (30 days) and health post. 

• Conduct a simulation exercise for managing a suspected case, admission to the university hospital and 

procedures in case of death (disinfection of the cadaver in the treatment centre and burial) with all 

stakeholders (60 days). 

 

Component 5: Case management 

Strengths 

• Three sites have been identified to house isolation centres. Planning is in progress for the first EVD treatment 

centre; the construction project leader is basing the plan on Médecins sans Frontières models found online and 

is aware of the technical and functional requirements.  

• A four- to eight-bed isolation unit will soon be operational in the university hospital. It will initially be used as a 

treatment centre if necessary, and is set up to do so. With the exception of a few details, the facility meets 

technical requirements. 

• The acquisition and stocking of essential supplies has begun (e.g. PPE, sprayers, disinfectants, triple packaging). 
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• An ambulance dedicated to EVD-related use is based at the isolation unit at the university hospital. Some 

enhancements are needed, but it is otherwise in line with the principal requirements for transporting 

suspected cases. 

Weaknesses 

• The site planned for the EVD treatment centre is located in Davié, nearly 25 km from Lomé (see component 3); 

the travel time between the university hospital and the site is nearly 1 hour in light traffic; the surrounding area 

is insufficiently developed (no businesses, shops, restaurants, etc.) for the daily life of health workers and 

families or for making emergency purchases. Building a road from the main highway to the site entrance (1 km) 

would cost an estimated US$ 70 000. Construction has not begun, and the site appears to be ill adapted for the 

required efficiency and quick action. 

• Routes are not clearly defined at the university hospital isolation unit. Planned usage of rooms is not yet fixed 

(e.g. toilets for work force located in the same building as patients; too many doors to open or touch; changing 

rooms yet to be designated; isolation rooms do not communicate with toilets and showers; ill-adapted 

disposition of beds). The waste area is separated from the site by barbed wire (PPE could be torn). The 

incinerator is not suitable for waste from an isolation unit or treatment centre (quantity and volume of waste). 

Procedures should be defined for visits from accompanying parties or families to isolation areas. 

• Teams in charge of patients (nurses, doctors, psychosocial experts, hygienists, custodians, drivers, stockers, 

etc., see indicators on checklist) have not been identified and should be formed according to WHO 

recommendations. 

• Personnel’s terms of reference are not defined in job profiles; the required numbers and training levels of 

personnel are not clearly specified; and the work force (including receptionists) are not trained specifically on 

managing EVD cases.  

• SOPs for tasks to be carried out in EVD treatment centres, in isolation areas and during burials are not 

comprehensive. The case definitions and algorithms described in directives are not sufficiently well known. 

• A single EVD-equipped ambulance is not enough to serve the entire country, and it must be equipped with a 

separation between the driver and the patient, an internal layout for easy disinfection and essential supplies to 

be supplemented. The vehicle is suitable for use on tarmac, but access on more rudimentary roads will be 

difficult or impossible. 

• Burial teams have not yet been identified or trained (interaction with families, handling cadavers, personal 

protection against infection), nor have they been equipped; there is no system for transporting cadavers 

(availability and placement of vehicles and specialized teams). 

• Stores of EVD-related supplies are spread among several buildings in Lomé and managed by different facilities; 

management of stock is insufficiently organized (no definition or coding of products, no centralized inventory, 

no standardized stock list), and it is unclear whether all the necessary supplies are in stock or will be available 

in the short term. 

• Procedures to facilitate importation of supplies in an emergency are not yet defined. 

• There is an abundance of PPE of various types in the country (15 000 kits donated by China, WHO avian flu kits 

from April 2014, a shipment from a French company). The definition and contents of a PPE kit are ambiguous, 

as there may be different components (varying sizes, types of protection varying from “light” to “full” PPE, 

components can be single-use or reusable, etc.). The kits may therefore be incomplete, dysfunctional or ill 

adapted for use against EVD. There is no overall understanding of the different types, quality levels and 

quantities. 

 



 

Recommendations 

• Construct an EVD treatment centre in line with international standards (WHO, Médecins sans Frontières), as 

discussed during a meeting with the engineer in charge of construction. Expansion of the isolation unit at the 

university hospital might be a viable option (see weaknesses of the Davié site); this university hospital unit 

must be equipped as soon as possible with the necessary supplies to function as an EVD treatment centre 

(immediately). Identify an organization or consultant experienced in managing an EVD treatment centre to 

assist in planning and construction. 

• Formalize the national network of treatment centres and isolation units, clarifying their respective roles and 

communication among them. Prioritize the following: 

o Make the university hospital isolation unit functional (finish work on toilets and showers, create direct 

access between hospital rooms and toilets and showers) so that it can be used as a treatment centre until a 

permanent facility is built. Complement the centre with tents to improve conformity with norms 

(immediately). 

o Construct a treatment centre on the same site (30 days). 

o Make the country’s five isolation units functional, and establish a referral system (ambulances) (30 days). 

o Evaluate whether additional treatment centres are needed in the country (30 days). 

• Formally identify workers in each centre by name; train and equip the work force of the university hospital 

isolation centre (immediately) and other centres (30 days). Provide incentives and insurance for people 

working with EVD patients (60 days). 

• Draw up, validate and promote the directives and functioning procedures of isolation centres and treatment 

centres (routes, different zones, etc.) (30 days). 

• Formalize and strengthen waste management procedures at the university hospital (immediately) and in future 

isolation and treatment centres (30 days).  

• Identify and clarify logistical responsibilities (vehicle and transport management, provision of supplies, 

construction, etc.), and adapt the action plan of the logistics unit (30 days). 

• Put in place a system for provision, transport and storage of EVD-related supplies, with an inventory and 

centralized storage, definition and coding of standard products, vehicles for transporting goods and workers, 

in-country emergency stocks, identification and revision of the quality and quantity of products (30 days). 

• Formalize special authorizations for importing certain emergency products (immediately).  

• Increase the number of available ambulances and adapt them for EVD use (at least one per region, all-terrain 

vehicles) (60 days). Improve the Lomé ambulance: install a division between patient and driver, limit 

furnishings in the patient’s compartment to facilitate decontamination) (immediately). Train and equip 

ambulance workers specifically for EVD cases (30 days). 

• Organize, train and equip burial teams (30 days). Identify, prepare and formalize burial areas with the consent 

of local communities (30 days). 

 

Component 6: Epidemiological surveillance 

Like other countries in the African Region, Togo has an epidemiological surveillance system in line with Integrated 

Disease Surveillance and Response. This system is a sub-system of the national health information system that 

includes epidemic-prone diseases. Certain specificities of EVD surveillance should nonetheless be considered in an 

expanded, vertical programme for collecting data, including from less habitual sources. 
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Strengths 

• An epidemiological surveillance unit already exists within the Health Ministry. 

• The functioning of Integrated Disease Surveillance and Response is acceptable for epidemic-prone diseases. 

• Directives on epidemiological surveillance have been issued and include case definitions, associated algorithms, 

notification procedures and some tools. 

• There are already functioning communication systems (telephone, fax, Internet) between district and regional 

offices and the central level. 

• All focal points (health districts, health regions and central level) are trained in EVD surveillance. 

• A hotline (see component 3) exists for case notification at community, regional and national levels. The hotline 

number (111) was posted in all the health facilities visited. Calls are actively followed up. 

Weaknesses 

• The hotline is not functional 24 h/day (see component 3 for more details). 

• Members of the monitoring unit have not received specific training in EVD surveillance and function with 

Integrated Disease Surveillance and Response references. Information flow among facilities and with the 

central level does not appear to be sufficiently structured. Members of the monitoring unit are known, but 

there is no replacement procedure in case of absence. Notification procedures are unclear and not well known. 

• The case definitions, EVD surveillance directives and investigation forms prepared by the monitoring unit have 

been communicated only to public and faith-based private health facilities. They are not well known. Case 

definitions and algorithms were not posted in the health facilities visited. Definitions should be revised and 

should integrate the concept of contact with probable or confirmed cases. 

• Local nongovernmental organizations, religious leaders and other key actors have not been systematically 

engaged in community surveillance of EVD cases. Community-based epidemiological surveillance (community 

health workers, Red Cross volunteers) is insufficient although apparently effective in certain health districts. 

Recommendations 

• Strengthen the operations of the monitoring unit (increase the work force, specific training, incentives, rounds 

of duty, contact procedures, etc.). Train all health workers in detection, notification and management of EVD 

cases based on the terms of reference adapted to each category of worker (30 days). 

• Standardize notification protocols in all health facilities; establish a protocol for different steps of case 

notification and have them sent to all health care centres (30 days). 

• Establish mechanisms for collaboration with the private sector to train the health work force, and engage for-

profit private sector health facilities in epidemiological surveillance (30 days). 

• Strengthen community-based epidemiological surveillance in all health districts, ensuring that community 

health workers and volunteers are identified (30 days). 

• In collaboration with the education and communication committee, ensure wider distribution of case 

definitions to communities, using appropriate information channels (religious leaders, civil society 

organizations, etc.). Evaluate the need for simplified case definitions in local languages (30 days). Organize a 

workshop on community case definitions and proper procedures for dealing with a suspected case (60 days). 

 

 

 



 

Component 7: Contact tracing 

The West African subregion has never before faced an epidemic of EVD. Even in regions that have already had one 

or more epidemics, the concept of contact monitoring is not integrated into the normal epidemiological surveillance 

system and remains hard to grasp. Togo was able to organize an initial training session on EVD (epidemiology, 

modes of transmission, prevention, case management, etc.), but a focus on contact monitoring, one of the most 

important elements of EVD surveillance, is not yet ensured. 

Strengths 

• Focal points exist in the 40 districts and six health regions, with a centralized focal point at national level. 

• Contact monitoring forms are provided in the national directives. 

• Contact monitoring could be carried out in partnership with the Red Cross and its network of volunteers. 

Weaknesses 

• Focal points are not trained specifically in contact monitoring. Contact tracing is considered the prerogative of 

the health work force, though it should be delegated to volunteers in communities or to the Togolese Red 

Cross, which has a network of 67 000 volunteers. 

• During past alerts, contacts with suspected cases were not monitored. 

• Training of the work force in contact monitoring and tracing remains limited and does not extend throughout 

the territory; contact case definitions are not well known. 

• There is no protocol or written SOP for contact monitoring and tracing. 

• The basic supplies necessary for contact monitoring and tracing have not been identified. Depending on the 

system in place and the people involved, it would be advisable to specify these needs (for travel, 

communications, taking temperature, etc.) 

Recommendations 

• Identify and train teams in contact tracing in each region of the country, in collaboration with the Togolese Red 

Cross (30 days). 

• Conduct training (on paper and through simulations) in contact monitoring for at least two people (including 

the focal point) in each health district, one in each region and three at the national level (30 days). Establish a 

cascade system for training at district level (for nurses in health centres, community health workers and 

volunteers) (30 days). 

• Develop and disseminate a clear, simple protocol for contact monitoring by volunteers, integrating the forms 

prepared by the monitoring unit and case definitions. Evaluate the need to translate the protocol into local 

languages (30 days). 

• Identify the basic supply needs for contact tracing and monitoring (such as infrared thermometers, data 

collection tools, telephones), and adjust as needed (30 days). 

 

Component 8: Laboratory 

The laboratory of the National Institute of Health is the national reference laboratory for managing collection of 

specimens and diagnostics. The Institute is part of the Health Ministry, and its diagnostic mission is to confirm 

diseases under surveillance, including epidemics such as EVD. The Institute is also the reference laboratory for the 

national network of laboratories. It is located in the capital and is composed of five diagnostic laboratories, of which 

two are involved in disease surveillance, and a molecular biology laboratory. 
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The Institute has representatives in three of the six technical units of the Management Committee: the laboratory, 

monitoring and logistics units. Within the laboratory unit, the missions of the Institute are: drafting procedures for 

collecting specimens, giving treatment, carrying out emergency tests and conserving blood, urine and 

nasopharyngeal specimens; training nurses and laboratory technicians in hygiene measures, specimen collection 

and preparation of specimens; determining blood groups and making biochemical, haematological and haemostasis 

assessments of suspected cases; triple packaging of specimens to be taken to a WHO reference laboratory and 

preparing specimens for conservation in situ; and safely disposing of related waste. 

The laboratory system for EVD response preparedness comprises, in addition to the National Institute of Health 

reference laboratory, six regional laboratories and two district laboratories (Anèho and Kpalimé). Specimen 

collection kits have been provided to the regional laboratories. The exact composition of these kits has not been 

specified. 

Three international reference laboratories and WHO collaborating centres for diagnosing EVD have been identified: 

the laboratory of the Pasteur Institute in Lyon, France, with which agreements and a long-standing partnership exist 

through the Réseau Afrique de l'Ouest de Laboratoires (RESAOLAB) network; the laboratory of the Pasteur Institute 

in Dakar, with which agreements exist, although transport poses a problem; and the laboratory of the Noguchi 

Institute (Ghana), with which agreements remain to be finalized and communication issues resolved. Partnership 

with RESAOLAB includes support with financing and shipping of specimens to the Lyon laboratory. The transport 

company Bolloré Logistics (Bioport) is responsible for transporting specimens. Test results are sent to the National 

Institute of Health by e-mail. 

Twenty of the 60 planned laboratory technicians were trained during 2 days in procedures for collecting, conserving 

and shipping specimens to reference centres as well as on biosecurity and biosafety in the laboratory. Four 

technicians have also been trained and are licensed (currently valid) by WHO and the International Air Transport 

Association to ship infectious substances. 

Strengths 

• The national laboratory system is well organized for EVD-related activities, with a national reference laboratory 

(National Institute of Health) and regional and district laboratories. 

• Clear directives have been drafted for the laboratory system’s organization and the procedures to follow in 

collecting, preparing, packaging and safely shipping specimens. 

• Collaboration with international reference laboratories ensures diagnoses and was effectively mobilized in 

response to recent suspected cases. 

• A system for transporting and shipping specimens exists through agreements established with a transport 

company, and workers in the reference laboratory are certified to make international shipments of category A 

biological substances. 

• There are sufficient qualified laboratory technical staff for the tasks related to EVD response preparedness.  

Weaknesses 

• In the national plan, the respective roles of the National Institute of Health reference laboratory and the 

university hospital laboratory, which is also mentioned, are somewhat unclear. 

• At the time of writing, there is no diagnostic capacity (including serological) in the country. The delay to 

receiving a result from Lyon varies from 48 h to several days and depends on the availability of commercial 

aircraft. 

• Certain activities described in the EVD surveillance laboratory guide (published in the directives of the 

laboratory unit) are not in line with WHO recommendations or international biosafety norms and are 

considered too dangerous, particularly with respect to: 



 

o  “emergency testing” (blood group, haemostasis, biochemistry) carried out in laboratories with only the 

ordinary level of security, which are therefore ill adapted for testing specimens from suspected EVD cases; 

o  conservation of blood and urine specimens and nasopharyngeal swabs, which should be subject to strict 

biosafety norms and specimens carefully stored to avoid later contamination; 

o  collection of specimens other than venous blood and mouth and nasopharyngeal swabs (Other types of 

specimen (urine, tissues, stools, etc.) should not be collected systematically but on a case-by-case basis 

supported by sufficient reasoning.); and 

o  packaging and transporting specimens (within the country) in plastic zip-lock bags inside an ice box due to 

a lack of triple packaging, which is not secure enough. 

• The reference laboratory does not have PPE, sufficient triple packaging, a safe, modern incinerator, a dedicated 

means of transport for activities described in the plan, nor a computerized laboratory data management 

system for EVD. 

• The reference laboratory has insufficient quantities of disinfectants and disposable supplies for collecting 

specimens (gloves, collection kits, sharps disposal). 

Recommendations 

• Clarify the roles of the National Institute of Health laboratory and that of the university hospital in the national 

EVD epidemic preparedness plan (immediately). 

• Revise the EVD surveillance laboratory guide to adapt it to international biosafety norms (see points listed 

under “weaknesses” above) (immediately). 

• Train the remaining laboratory staff as quickly and completely as possible (following revision of the guide and 

with the addition of practical exercises) (30 days). 

• Make posters of the SOPs, in sufficient quantity and with improved content, with the goal of distributing them 

to all laboratories (60 days). 

• Provide the reference laboratory with a sufficient supply of PPE, P620 triple packaging (UN2814), disinfectants 

and complementary disposable supplies for specimen collection (30 days). 

• Equip the national reference laboratory with an incinerator (the current incinerator should be modernized) and 

suitable means of transport (90 days). 

• Establish a laboratory data management service for EVD, and assign it a trained, well-equipped staff (30 days). 

• Make sure agreements with international laboratories are functional in case of an increased volume of 

specimens to be tested (30 days). Meet potential transporters, and consolidate systems for shipping specimens 

suspected of containing Ebola virus (30 days). 

• Evaluate the need to renew certification of trained staff, and increase the number of persons certified to ship 

category A biological substances internationally (90 days). 

 

Component 9: Capacity at points of entry 

Strengths 

• At the port, airport and main ground crossings (Hilacondji, Aflao), screening systems are in place, with contact-

free thermometers; all travellers are required to fill out forms. A scanner is being installed in the airport. 

• At the airport, alcohol solution dispensers are in place for disinfecting hands. At the port and ground crossings, 

hand-washing stations with chlorine solution are in place. 
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• Activities are well organized, with well-defined operational circuits at the various points of entry. At the airport, 

an isolated structure has been identified to serve as a transit or isolation centre and contains the necessary 

equipment. At the port, work is in progress on such a structure. At ground crossings, however, such structures 

do not exist. 

• PPE and other supplies for preventing infection are available, although sometimes intended for other uses 

(such as for H1N1). 

• The National Institute of Health has provided trained human resources to the various points of entry. 

• The airport has a functional ambulance; other points of entry can ask the Management Committee for 

transportation of patients.  

Weaknesses 

• There are no isolation structures at ground crossings. At the port, an isolation site is planned, but the building 

must be retrofitted, and work has only just begun. 

• Travellers are asked to fill out health forms at the airport and at the ground crossing at Aflo, but this is not 

done consistently, and the forms are neither collected nor analysed; the movements of local people living near 

the border are not controlled.  

• There is no surveillance of departures. 

Recommendations 

• Provide airport staff with a computer for recording information on travellers arriving at the airport (30 days), 

and evaluate whether the staff is capable of doing so. 

• Set up a tent at the Aflao ground crossing to serve as an isolation or transit area for suspected cases (30 days). 

• Speed up preparation of isolation areas at the country’s busiest points of entry; finish construction of the port’s 

isolation area as soon as possible (30 days). 

• Draw up a list of the minimum material and disposable supplies required at border checkpoints (PPE, gloves, 

infection prevention supplies, fuel), and keep them regularly stocked. Provide incentives for the workforce (30 

days). 

• Prepare to set up a screening mechanism for departures, should cases of EVD be confirmed in Togo (60 days). 

 

Component 10: Overall budget for Ebola virus disease prevention  

Strengths 

• The response plan has a detailed budget for the needs of the different units: laboratory (15%), sanitation 

(23%), case management (23%), monitoring (21%), communication (7%), logistics (7%) and coordination (4%); it 

is also available in the form of budget lines by theme. 

• In the national response preparedness plan (October 2014, p. 18), the table of budget lines also shows need 

and availability. According to this table, only 2.12% of need is covered. 

• Technical and financial partners are willing to support preparation of Togo’s response to EVD. As they have not 

seen the budget for the action plan, however, their contributions up to now have been limited to one-time 

donations to lines they sensed to be important (training, PPE, etc.). 

• Togo can count on the support of the WHO Country Office for advocacy and donor mobilization. 

 



 

Weaknesses 

• The budget is too detailed. It is essentially an operating budget focusing on items such as disposable supplies 

and vehicles and very little on human resources, contracts, expertise, etc. Not enough account is taken of 

existing resources, particularly human or logistical (such as vehicles). 

• The form of the current budget is linear. A budget organized by priority and by action, corresponding to the 

chapter headings of each unit’s directives, would make it easier to grasp the operationality of the lines that 

require funding and possible contributions from different thematic partners in cash or in kind, with 

readjustment of amounts and insert lines currently missing for activities in the plan. 

Recommendations 

• Revise the budget, limiting unnecessary detail, and organize it by the actions identified in the units’ directives. 

Make clear the priority of each action (immediately, in 30 days, in 60 days) in a manner that is coherent with 

the plan and its implementation (see component 1) (30 days). 

• Verify the availability of national liquidity and the allocation of funds already disbursed (immediately). 

• Determine the impact of donations from bilateral organizations to existing budget lines, and reorganize 

requests for donations accordingly (30 days). 

• Rework some budget lines. In the laboratory section, for example, many reagents and disposable supplies are 

unnecessary if specimen collection and packaging are the only planned activities (immediately). 

• Share the plan (immediately) and budget (30 days) with technical and financial partners. Discuss the budget 

with technical and financial partners during meetings of the coordination platform (see component 1). Such 

discussions will facilitate adoption of the budget by partners and indicate where cash and in-kind contributions 

are required. Allowing partners to carry out certain functions would make it possible to reduce the budget. 

 

Conclusions and next steps 

The support mission for EVD epidemic response preparedness had only a few days to make its assessment but, by 

the end of the mission, was able to form a fairly clear view of the strengths and weaknesses of the plan and 

measures in place. This was made possible with the unfailing support of the Health Ministry and the WHO 

Representative to Togo. 

The field visits, simulation exercise and review of the consolidated checklist brought to light the principal strengths 

and weaknesses and formed the basis for the team’s recommendations to the Health Ministry and WHO. Given the 

short time for organizing and carrying out the mission, it was not possible to visit regions or conduct a simulation 

exercise in the field. Some points must be confirmed (ground-crossing border checkpoints, district health posts) by 

more detailed investigation. 

This report summarizes the strengths and weaknesses observed for each component of the checklist and gives 

recommendations in line with strategies promoted by WHO for EVD prevention and control. The principal 

recommendations, as summarized below, were presented to the Togolese Prime Minister on 1 December 2014 

at 10:30 in his office. Another report was made to technical and financial partners at the WHO Country Office in 

Lomé on the same day. The WHO Representative to Togo remains available to support discussions and 

implementation of the national response preparedness plan. 
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The mission strongly recommends that the existing EVD-specific governance structure, which is in line with WHO 

recommendations, be made operational. The Management Committee should be given the necessary resources 

to conduct operations, in terms of delegation of authority, strategic and budget planning and coordination with 

other ministries and technical and financial partners. The imminent establishment of a management and 

administration unit will facilitate this development. Thought should be given to the role of the Management 

Committee in the national emergency plan or the AFRICOM multisectoral plan.  

The units have developed specific, targeted guidelines and must now prioritize the components of the response 

plan, organize activities and adjust the budget in consequence. Priorities should be established in the budget 

and more emphasis placed on priorities and integration of existing resources. This will facilitate use of the 

budget by technical and financial partners, who will be involved through a revitalized coordination platform. The 

plan and the activities it envisages should be seen as an opportunity to strengthen the Togolese health services. 

It is recommended that the directives be converted into readily comprehensible SOPs, accompanied by a 

targeted training programme. Terms of reference could help in the establishment of rapid response teams, who 

should be given adequate human resources and supplies. The engagement of the community, traditional healers 

and civil society in surveillance and contact tracing should be actively sought. 

There is an urgent need to expand training on hygiene, universally applicable precautions and EVD-specific 

protection for health workers and people who might come into contact with patients. The isolation units 

provided for in the plan should be made operational with immediate effect. Burial sites should be identified and 

burial teams prepared. 

In order to strengthen epidemiological surveillance, the existing guidelines should also be converted into a 

standard protocol. Case definitions should be widely distributed. The system for reporting suspected cases 

should be consolidated. Practical aspects of monitoring contacts of cases should be reviewed. The agreements 

regarding shipment of specimens should be tightened up, and the number of teams capable of collecting 

specimens in a safe manner should be increased.  

Air and maritime points of entry are well organized and equipped, but ground crossings are still very porous. It is 

important to check that stocks of supplies are sufficient and that proper usage of PPE is well understood. 

 

A summary of recommendations, ranked by suggested deadlines (action to be taken as soon as possible, within 30 

days, within 60 days and more) is given in the table below. See the analyses by component for more details on these 

recommendations. 

Immediate 

1. Overall coordination - Share the national response preparedness plan with partners. 

- Identify EVD focus points, and organize a platform for regular exchanges with 

technical and financial partners. 

- Translate directives into SOPs. 

- Request help from partners in identifying experts to help in implementing the plan. 
4. Infection prevention and control  - Train hygiene and sanitation technicians in EVD prevention and control. 

- Make a list of the minimum material and disposable supplies for each unit. 

5. Case management - Equip the unit of the university hospital with the supplies required for it to function 

as a treatment centre. 

- Formally identify staff to work in each centre, and train and equip the work force. 

- Formalize special importation authorization for certain emergency supplies. 

- Improve the Lomé ambulance. 

- Formalize procedures for waste management at the university hospital. 



 

8. Laboratory - Clarify the roles of the laboratories at the National Institute of Health and the 

university hospital.  

- Revise the laboratory guide. 

10. Overall budget - Verify the availability of national liquidity and allocation of funds already disbursed.  

- Revise certain budget lines. 

- Share the plan. 

 

 

Within 30 days 

1. Overall coordination - Prepare a plan for each unit, and use it to prioritize activities and financial needs.  

- Establish an administration and finance management unit. 

- Organize an emergency operations centre. 

- Develop a plan for managing human resources. 

- Draw up a hierarchical chart of AFRICOM, the emergency organization plan and the 

Management Committee. 

2. Rapid response team - Set up three rapid response teams, in Lomé, Dapaong and Kara.  

- Draft operating procedures for the rapid response teams. 

- Train the rapid response teams, particularly in biosafety, and provide equipment. 

3. Public awareness and community 

engagement 
- Inform and train key groups (traditional healers, village chiefs, religious leaders). 

- Establish a rumour management system. 

4. Infection prevention and control - Adapt and distribute WHO SOPs for hand hygiene, use of PPE, preparation of 

disinfectants and waste management. 

- Stock public health regions, districts and units with material and disposable 

supplies. Establish a system for managing stock. 

- Identify isolation areas in each hospital in health districts and posts. 

5. Case management - Construct a treatment centre at the university hospital. 

- Make the country’s five isolation units functional, and establish a referral system 

(ambulances). 

- Draft and promote directives and functioning procedures for isolation centres and 

treatment centres.  

- Formalize procedures for waste management in isolation centres or the future 

treatment centre. 

- Clarify logistical responsibilities. 

- Establish a system for supplying, transporting and stocking EVD-related material. 

- Train and equip ambulance workers in managing cases of EVD. 

- Organize burial teams, and identify burial sites. 

6. Epidemiological surveillance - Standardize notification protocols in all health facilities. 

- Strengthen mechanisms for collaboration with the private sector. 

- Identify community health workers and volunteers, and include them in 

surveillance plans. 

- Establish mechanisms for collaboration with the private sector.  

- Ensure that versions of case definitions targeting communities are widely 

distributed. 

7. Contact tracing - Identify and train contact tracing teams. 

- Establish a cascade system for training in contact monitoring at the health district 

level.  

- Develop and disseminate a simple, clear protocol for contact monitoring. 

 

8. Laboratory - Provide the reference laboratory with PPE, triple packaging, disinfectants and 

disposable supplies. 
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- Establish an EVD data management service. 

- Verify agreements with reference laboratories. 

- Work with transporters to consolidate the system for shipping specimens. 

9. Capacity at points of entry - Provide the airport with a computer for recording information on arriving 

travellers. 

- Speed up the preparation of isolation sites at Togo’s most important points of 

entry. 

- Draw up a list of the minimum necessary materials and disposable supplies for 

border checkpoints. 

- Provide incentives for the work force. 

10. Overall budget - Revise the budget by activities and priorities. 

- Share the plan and the budget with partners. 

 

Within 60 days (or 90 days where indicated) 

1. Overall coordination - Train technical personnel on following the SOPs derived from unit directives. 

2. Rapid response team - Carry out on-site simulation exercises for rapid response teams.  

3. Public awareness and community 

engagement 
- Structure implementation of social mobilization methods with Government and 

nongovernmental organizations that have experience in the domain. 

- Define indicators of public awareness and community engagement. 

4. Infection prevention and control - Train the health work force in regional hospitals on EVD prevention and control.  

5. Case management - Conduct simulation exercises with all stakeholders on managing a suspected case 

and procedures in case of death. 

- Increase the number of ambulances, and adapt them for EVD (at least one per 

region; all-terrain vehicles) (90 days). 

6. Epidemiological surveillance - Organize a workshop on community case detection and on conduct when faced 

with a suspected case. 

8. Laboratory - Make posters showing SOPs. 

- Equip the national reference laboratory with an incinerator (the current incinerator 

should be modernized) and with its own means of transport (90 days). 

- Evaluate the need to renew certification of trained personnel, and increase the 

number of workers certified to ship category A biological substances internationally 

(90 days). 

9. Capacity at points of entry - Prepare to put in place a screening system for departing travellers, should a case of 

EVD be confirmed in Togo. 

 

 

 

 

 


