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The public health response to coronavirus disease 2019 (COVID-19) in China has
illustrated that it is possible to contain COVID-19 if governments focus on tried and
tested public health outbreak responses.1,2 Isolation, quarantine, social distancing, and
community containment measures were rapidly implemented. In China, patients with
COVID-19 were immediately isolated in designated existing hospitals, and new hospitals
were rapidly built to manage the increasing numbers of cases in the most affected areas.
Home quarantine for contacts was initiated and large gatherings were canceled.
Additionally, community containment for approximately 40 million to 60 million
residents was instituted. A significant positive association between the incidence of
COVID-19 cases and mortality was apparent in the Chinese response.3 That is, the rapid
escalation in the number of infections in China had resulted in insufficient health care
resources, followed by an increase in mortality.
The association of mortality with health care resources should provide guidance for
resource-limited regions on how and when to prepare for possible local outbreaks.3 In
addition, lessons learned from the 2003 severe acute respiratory syndrome coronavirus
(SARS-CoV) outbreak geared toward strengthening of public health systems will be
helpful.

COVID-19 Preparedness in Africa
Leaders have 2 important responsibilities in times of crisis: to solve the immediate
problem and keep it from happening again.4 An African task force for coronavirus
preparedness and response (AFTCOR) has been established, focusing on 6 work
streams: laboratory diagnosis and subtyping; surveillance, including screening at points
of entry and cross-border activities; infection prevention and control in health care
facilities; clinical treatment of people with severe COVID-19; risk communication; and
supply chain management and stockpiles.5 Should COVID-19 spread rapidly in Africa,
most countries will not be able to afford large-scale diagnostics, although AFTCOR could
increase this capacity to more than 40 African countries. Therefore, in the absence of
testing, triage based on clinical case definition or presumptive diagnosis should be
prioritized.

Critical Care

At the height of the Chinese COVID-19 outbreak, the number of patients that required
ventilatory support outnumbered the available intensive care unit (ICU) beds.6 General
beds were rapidly converted to ICU beds and general hospitals were converted to
critical care hospitals; additional physicians and nurses trained in critical care medicine
were transferred to the most affected area. In Africa, ICU beds and personnel trained in
critical care are limited to tertiary hospitals, as assessed in the Republic of The Gambia;
therefore, mortality associated with COVID-19 is likely to exceed the reported case
fatality rate of 2.3%.7 Furthermore, it is debatable whether low- and middle-income
countries (LMICs) can fund the additional cost of critical care units from their limited
health budgets.

Minimum Requirements for Infection Prevention and
Control
Based on the World Health Organization (WHO) core components, the WHO infection
prevention and control (IPC) minimum requirements are standards that should be in
place at both national and health facility levels to provide minimum protection and
safety to patients, health care workers, and visitors.8 The minimum requirements
constitute the initial starting point for building additional critical elements of the IPC
core components in a stepwise manner based on the local conditions. The COVID-19
outbreak has again demonstrated the importance of basic IPC measures and the
importance of having these minimum requirements in place.
The disruption of supply chains and depletion of stock (such as medical supplies and
equipment) in both high- and low-resource settings has catapulted IPC core component
8 (built environment, materials, and equipment for IPC) to daily front page headlines in
the popular press and social media. Panic buying and irrational use of personal
protective equipment (PPE) has led to inadequate supplies of N95 respirators, and
these shortages will have potentially devastating consequences for multidrugresistant/extreme drug–resistant tuberculosis management in LMICs. To prevent
shortages of essential PPE for the COVID-19 response, governments should give clear
guidance on the use of PPE and act now to secure adequate supplies and stocks in case
the outbreak spreads to these countries. Regional production of medical supplies should
be considered for all continents to reduce the risks of shortages of PPE at crucial times.

Influence of Climate and Seasons
Most cases of COVID-19 linked with local transmission have been identified in countries
located in the northern hemisphere, which are in the winter “flu” season. Similarly, the
SARS-CoV global outbreak in February 2003 did not affect Africa or South America on a
large scale, suggesting that respiratory viruses spread more effectively in the winter
and, therefore, the southern hemisphere will be affected later in the year, if at all.
Climate-specific cultural differences (living more outdoors than indoors), the effect of
UV light on the survival of the virus on surfaces, immunological differences of the
population (innate immunity), preexposure with coronaviruses, or the higher
temperatures could all have contributed. To date, all identified cases of COVID-19 in
Africa originated from Europe and not from China.

Refugees and Conflict Zones
According to estimates from the United Nations High Commissioner for Refugees
(UNHCR), the United Nations refugee agency, there are more than 41 million internally
displaced people and 25 million displaced refugees globally, many of whom are living in
LMICs. Large-scale refugee camps are situated in countries at risk for COVID-19, and
these countries have limited resources to increase preparedness measures. Known
comorbidities for COVID-19, such as cardiovascular disease, diabetes, chronic
respiratory disease, hypertension, and cancer, are often not properly controlled under
these conditions. Health care systems in these camps are weak and access to health care
facilities is limited9; thus, COVID-19 could have catastrophic consequences in these
camps. Managing noncommunicable diseases and reducing the risk factors for COVID19 in refugee camps is feasible, as was shown in a model of care for diabetes and
hypertension by Médecins Sans Frontières in a Shatila refugee camp.10 Furthermore,
triage and the implementation of minimum WHO IPC requirements should be initiated
as part of COVID-19 preparedness in the existing health care facilities.

Media Partnerships
The West African (2014-2016) and Democratic Republic of the Congo (2019-2020)
Ebola responses have demonstrated the negative effect of media resulting in suspicion
of IPC measures and stigmatizing of patients. Both are crucial factors in public health
responses. Social media can, and should, support public health responses both in
preparedness and controlling the outbreak by teaming up with government in
providing consistent, simple, and clear messages. It is evident how quickly both positive
and negative messaging can influence the public. For example, images of spraying the
environment with disinfectants should not be published to prevent misinformation.
Correct, short, and motivational messages for communities are pivotal to support the
acceptance and support of COVID-19–specific IPC measures and quarantine legislation.
In countries in which culturally appropriate messages, such as daily briefings, are
delivered to the public, simple health messaging has greatly improved the confidence of
the public in the government efforts to curtail the spread of this virus.

Conclusions
China has illustrated that the COVID-19 pandemic can be limited when public health
outbreak response strategies and tactics are implemented early. In LMICs, IPC programs
must be strengthened by ensuring that at least minimum requirements for IPC8 are in
place as soon as possible, and media partnerships should be created to prevent societal
fear.
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