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Abstract. A novel Coronavirus (SARS-CoV-2) causing a cluster of respiratory infections (Coronavirus Disease 2019, COVID-19)
first discovered in Wuhan, China, is responsible for a new illness that has been found to affect the lungs and airways of patients
with associated symptoms of fever, cough and shortness of breath. In the light of few cases recorded so far in West Africa there
is tendency for complacency. The region needs to make strategic plans based on available evidence to enable them effectively
deal with this rapidly evolving pandemic. At this very moment countries like China, Italy, France, Spain, Iran, UK and many
others are witnessing sustained and intensive community transmission of this virus and increasing numbers of severe disease and
death particularly among elderly patients with other comorbidities. The reality of the seriousness of this pandemic is alarming.
Government of member states of ECOWAS need to prepare themselves by building capacity as well as implement evidenced-based
steps to mitigate this rapidly evolving pandemic by testing persons presenting with symptoms (fever, cough and shortness of
breath), isolating and treating those found positive, tracing and quarantining contacts, implementing social distancing as well as
optimizing human and material endowment to allow healthcare workers offer safe quality clinical care for affected patients to
prevent secondary infection among healthcare workers.
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1. Introduction

The Merriam-Webster dictionary defined compla-
cency as self-satisfaction especially when accompanied
by unawareness of actual dangers or deficiencies [1].
When it comes to safety, complacency can be danger-
ous. Pandemics are large-scale outbreaks of infectious
disease that can greatly increase morbidity and mortal-
ity over a wide geographic area and cause significant
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economic, social, and political disruption [2]. A novel
coronavirus (SARS-CoV-2) causing a cluster of respi-
ratory infections (Coronavirus disease 2019, COVID-
19) in Wuhan, China (a city of more than 11 million
people and the capital of Hubei province in China),
was identified on 7 January 2020 [3]. Twenty-seven
patients with pneumonia had initially been reported,
with an epidemiological link to a live animal market
that was closed and disinfected on 1 January. From
20 January, the number of notifications of cases rose
dramatically, and as at 12th of February 2020, 45,179
cases of SARS-CoV-2 have been confirmed, including
1,116 deaths. Most of the cases (n = 44,665) were
reported in 31 provinces and autonomous regions of
China and 514 cases were reported in 25 other countries
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in Asia, Australia, Europe and North America [4]. To
date, the primary source of infection remains unknown
and could still be active. Human-to-human transmis-
sion was observed early after the emergence of this
new virus in China and abroad, including family clus-
ters and healthcare settings. The current outbreak dy-
namics strongly indicate sustained human-to-human
transmission. SARS Coronavirus-2 [5] has been iden-
tified by the International Committee of Taxonomy of
Viruses (ICTV) as the cause of the disease COVID-
19 [6]. SARS-CoV-2 is responsible for this new illness
that has been found to affect the lungs and airways of
patients with associated symptoms of fever, cough and
shortness of breath. The Advisory Committee on Dan-
gerous Pathogens (ACDP) in the UK has provisionally
classed COVID-19 or SARS-CoV-2 as a hazard group
3 (HG3) organisms. Biological agents are often clas-
sified into four Hazard Groups (HG1-4) based on how
infective the organism is, likelihood of spread within
the community and availability/requirement of effective
prophylaxis or treatment. COVID-19 was first reported
as pneumonia of unknown origin in Wuhan, China. The
outbreak was officially reported to the WHO Coun-
try Office in China on 31 December 2019. The out-
break was later declared a Public Health Emergency
of International Concern (PHEIC) by the WHO [7,8].
On 30 January 2020, WHO found evidence of local
transmission of the disease in many countries across
all six WHO regions [9,10]. Coronaviruses have been
reported to cause mild respiratory disease in humans
(HCoV-229E, HCoV-NL63, HCoV-HKU1 and HCoV-
OC43 [11]. The zoonotic Middle East respiratory syn-
drome coronavirus (MERS-CoV) and severe acute res-
piratory syndrome coronavirus (SARS-CoV) has been
shown to cause disease in animals. There is limited in-
formation on the SARS-CoV-2 (pathogenicity, viral dy-
namics, immune response variables, the effect of socio-
demographic factors on disease severity, relationship
between viral concentration and disease severity, devel-
opment and validation of useful biomarkers and sero-
logical assays, biological response optimal timing and
type of clinical material to sample for molecular testing,
and transmission risks associated) and the associated
COVID-19 disease it causes [12].

Since 31 December 2019 and as of 18 March 2020,
194 909 cases of COVID-19 in accordance with the
applied case definitions and testing strategies in the
affected countries) have been reported across 5 con-
tinents (Africa, Asia, America, Europe and Oceania)
and International conveyance in Japan resulting in more
than 7 876 deaths. The deaths have been reported from

China (3 242), Italy (2 505), Iran (988), Spain (491),
France (175), United States (108), South Korea (86),
United Kingdom (60), Japan (28), Netherlands (24),
Switzerland (19), Philippines (14), Germany (13), Iraq
(11), San Marino (11), Canada (8), Sweden (8), Inter-
national conveyance in Japan (7), Algeria (5), Australia
(5), Belgium (5), Greece (5), Indonesia (5), Poland (5),
Denmark (4), Egypt (4), Taiwan (4), Austria (3), India
(3), Lebanon (3), Norway (3), Argentina (2), Bulgaria
(2), Ecuador (2), Ireland (2), Malaysia (2), Morocco
(2), Albania (1), Bahrain (1), Brazil (1), Guatemala
(1), Guyana (1), Hungary (1), Luxembourg (1), Panama
(1), Portugal (1), Slovenia (1), Sudan (1) and Thailand
(1) [11].

1.1. Cases have been reported on the following
continents

1.1.1. Africa
Egypt (166), South Africa (85), Algeria (60), Mo-

rocco (44), Senegal (31), Tunisia (24), Burkina Faso
(20), Cameroon (10), Rwanda (7), Ghana (6), Côte
d’Ivoire (5), Ethiopia (5), Kenya (4), Seychelles (4),
Democratic Republic of the Congo (3), Nigeria (3),
Liberia (2), Namibia (2), Benin (1), Central African Re-
public (1), Congo (1), Equatorial Guinea (1), Eswatini
(1), Gabon (1), Gambia (1), Guinea (1), Mauritania (1),
Somalia (1), Sudan (1), Togo (1) and United Republic
of Tanzania (1).

1.1.2. Asia
China (81 163), Iran (16 169), South Korea (8 413),

Japan (829), Malaysia (673), Qatar (442), Israel (427),
Singapore (266), Bahrain (237), Pakistan (187), Philip-
pines (187), Thailand (177), Indonesia (172), Iraq (154),
India (137), Saudi Arabia (133), Kuwait (130), Lebanon
(120), United Arab Emirates (113), Taiwan (77), Viet-
nam (61), Brunei Darussalam (56), Sri Lanka (42),
Palestine∗ (41), Jordan (35), Kazakhstan (33), Cambo-
dia (24), Oman (24), Afghanistan (22), Uzbekistan (16),
Maldives (13), Bangladesh (8), Mongolia (4), Bhutan
(1), Nepal (1) and Myanmar (0).

1.1.3. America
United States (6 427), Canada (569), Brazil (291),

Chile (201), Peru (117), Ecuador (111), Mexico (93),
Panama (86), Argentina (79), Colombia (65), Costa
Rica (50), Uruguay (50), Venezuela (33), Jamaica (13),
Bolivia (12), Dominican Republic (11), Paraguay (11),
Honduras (9), Cuba (7), Trinidad and Tobago (7),
Guatemala (6), Guyana (4), Saint Lucia (2), Antigua
and Barbuda (1), Bahamas (1), Barbados (1), Saint Vin-
cent and the Grenadines (1) and Suriname (1) [11].



O. Erhabor et al. / Zero tolerance for complacency by government of West African countries in the face of COVID-19 29

1.1.4. Europe
Italy (31 506), Spain (11 178), France (7 730), Ger-

many (7 156), Switzerland (2 650), United Kingdom
(1 950), Netherlands (1 705), Austria (1 332), Nor-
way (1 308), Belgium (1 243), Sweden (1 167), Den-
mark (1 024), Portugal (448), Czech Republic (434),
Greece (387), Finland (319), Ireland (292), Slovenia
(275), Iceland (247), Poland (238), Estonia (225), Ro-
mania (217), Luxembourg (140), Russia (114), San
Marino (104), Turkey (98), Slovakia (97), Bulgaria
(81), Armenia (78), Serbia (72), Croatia (69), Latvia
(61), Albania (55), Hungary (50), Cyprus (40), Malta
(38), Belarus (36), Georgia (34), North Macedonia (31),
Moldova (30), Azerbaijan (28), Lithuania (25), Bosnia
and Herzegovina (21), Kosovo∗∗ (19), Andorra (14),
Ukraine (14), Monaco (9), Liechtenstein (7), Montene-
gro (2) and Holy See (1) [11].

1.1.5. Oceania
Australia (454) and New Zealand (20).

1.1.6. Other
International conveyance in Japan (696).

1.2. Can West African countries manage COVID-19
outbreak with her weak health infrastructure?

The United Nations defines Western Africa as the
16 countries of Benin, Burkina Faso, Cape Verde, The
Gambia, Ghana, Guinea, Guinea-Bissau, Ivory Coast,
Liberia, Mali, Mauritania, Niger, Nigeria, Senegal,
Sierra Leone and Togo, as well as the United Kingdom
Overseas Territory of Saint Helena, Ascension and Tris-
tan da Cunha. The population of West Africa is esti-
mated at about 381 million [14,15] people as of 2018,
and at 381,981,000 as of 2017, of which 189,672,000
are female and 192,309,000 males [16]. The region is
quite diverse (cultures, languages and religion). It is
divided by colonial legacy of fragmentation by official
language into Anglophone (English speaking), Franco-
phone (French speaking) and Lusophone (Portuguese-
speaking). Ebola crisis in West Africa in 2014 revealed
a fragile, weak and broken healthcare delivery system
bedevilled by many challenges (heavy burden of com-
municable and non-communicable diseases; lack of due
diligence and rampant corruption in medical products
and technologies procurement [17]; low health cover-
age particularly in rural community; under-resourced
health systems; poor leadership and governance [18];
suboptimal number of health healthcare workforce and
poor remuneration and associated brain drain [19]; lack

of inclusiveness and poor harmonious working relations
among healthcare workers; poor embrace of modern
technologies including information and communica-
tions technology (ICT) [20]; weak mechanisms for co-
ordinating partner and counterpart funding related sup-
port [21]; lack of sustainable access to improved sanita-
tion facilities and sustainable access to an improved wa-
ter source [22]; poor information dissemination; poor
contact tracing; poor implementation of national health
insurance scheme; inefficiency in resource allocation
and judicious use of health funds [23]; poor funding and
lack of investment into healthcare delivery; inadequate
health-related legislations and their enforcement; weak
national health information and research systems [24];
limited community participation in planning, manage-
ment and monitoring of health services; weak inter-
sectorial action and horizontal and vertical inequities in
health systems [25–28].

The ability of ECOWAS countries to achieve the
health-related Millennium Development Goals has been
greatly hampered by weak and poorly functioning
health systems, among other challenges [29]. So far 2
countries in East and the West of Africa have recorded
index cases of coronavirus pandemic. Somalia and Tan-
zania to the East and Liberia and Benin in West Africa.
Benin reported its first coronavirus case via a govern-
ment statement that disclosed that the said patient was a
49-year-old Burkinabe citizen who entered the country
last week, March 12. Liberia on the other hand con-
firmed first the case of the virus imported by a govern-
ment official who recently returned from Switzerland.
Over in Tanzania, Health Minister confirmed the first
case of a Tanzanian woman who only returned to the
country yesterday [30]. The low cases reported so far
in West Africa particularly with the suboptimal infras-
tructure in the region seem a heartening news. How-
ever, this should not call for complacency but should
rather be seen as an opportunity to invest in prepared-
ness to manage the pandemic to ensure that the spread
is put under check. There is need for locally-driven,
locally-generated evidence to guide, pandemic pre-
paredness, health policy and systems decision-making
and implementation [31]. Countries in West Africa
tend to have suboptimal health infrastructure often due
to decade of underinvestment. The response of most
West African countries following the 2014 Ebola cri-
sis brought to light how weak health infrastructure is
in the region [32]. An already weak health workforce
suffered a lot from this outbreak. Ebola outbreak started
in December 2013 in Guinea and spread to Liberia and
Sierra Leone in 2014. The health systems in place in
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the three countries lacked the infrastructure and the
preparation to respond to the outbreak quickly and the
World Health Organization (WHO) had no option than
to declare it a public health emergency of international
concern on August 2014 [33,34]. Health financing is
indispensable to maintain and improve human wel-
fare by ensuring workforce employment, availability
of medicines and offering promotion and prevention
public health programs [35]. Lack of adequate funds
invested in health system infrastructure and purchase
of supplies contributed to the poor management of the
Ebola outbreak [36,37]. Lack of leadership at the na-
tional governmental level was the main reason that led
to the poor coordination and absence of a prompt re-
sponse [38]. Poor working conditions and salaries made
healthcare workers flee to other countries when the
Ebola outbreak started. This pattern was seen in other
countries during past outbreaks [39,40]. Surveillance,
diagnostic facilities and investigation of cases are im-
portant to control an outbreak, but these would be use-
less without trained health workforce and relevant tech-
nologies [41]. Healthcare workers face a particularly
high risk of infection and death, as they are in direct
contact with symptomatic patients [42,43]. This also
creates an indirect impact on other healthcare workers
who are often afraid and anxious to face rejection from
their families and communities [44]. This led to addi-
tional burden, exhaustion, a rapid rate of turnover and
poor management of healthcare workers [45]. There is
need for ECOWAS countries to act quickly with their
preparedness to manage COVID-19 particularly now
that the number of cases is relatively low compared to
what you have in the West. There is need to optimize
medical supplies and build stronger communication and
surveillance, isolation, develop testing protocols, geo-
graphical information systems (GIS) and modelling to
estimate disease projections [46,47].

1.3. Global picture of COVID-19 pandemic

Since 31 December 2019 and as of 17 March 2020,
180,159 cases of COVID-19 (in accordance with the
applied case definitions and testing strategies in the af-
fected countries) have been reported, including 7 103
deaths. The deaths have been reported from China
(3 226), Italy (2 158), Iran (853), Spain (309), France
(148), United States (85), South Korea (81), United
Kingdom (55), Japan (28), Netherlands (24), Switzer-
land (14), Germany (13), Philippines (12), Iraq (9), San
Marino (9), International conveyance in Japan (7), Swe-
den (7), Australia (5), Belgium (5), Indonesia (5), Al-

geria (4), Canada (4), Greece (4), Poland (4), Austria
(3), India (3), Lebanon (3), Norway (3), Argentina (2),
Bulgaria (2), Ecuador (2), Egypt (2), Ireland (2), Al-
bania (1), Bahrain (1), Denmark (1), Guatemala (1),
Guyana (1), Hungary (1), Luxembourg (1), Morocco
(1), Panama (1), Sudan (1), Taiwan (1) and Thailand
(1) [48]. Cases have been reported on the following
continents:

1.3.1. Africa
Egypt (126), South Africa (62), Algeria (60), Mo-

rocco (37), Senegal (27), Burkina Faso (20), Tunisia
(20), Ghana (6), Côte d’Ivoire (5), Ethiopia (5), Rwanda
(5), Cameroon (4), Seychelles (4), Democratic Republic
of the Congo (3), Kenya (3), Namibia (2), Nigeria (2),
Somalia (1), Benin (1), Central African Republic (1),
Congo (1), Equatorial Guinea (1), Eswatini (1), Gabon
(1), Guinea (1), Liberia (1), Mauritania (1), Sudan (1),
Togo (1) and United Republic of Tanzania (1) [48].

1.3.2. Asia
China (81 130), Iran (14 991), South Korea (8 320),

Japan (824), Malaysia (553), Qatar (439), Israel (260),
Singapore (243), Bahrain (221), Pakistan (187), Thai-
land (177), Philippines (142), Indonesia (134), Saudi
Arabia (133), India (125), Iraq (124), Kuwait (123),
Lebanon (120), United Arab Emirates (98), Taiwan
(67), Vietnam (61), Brunei Darussalam (54), Palestine∗

(39), Sri Lanka (29), Cambodia (24), Oman (24),
Afghanistan (21), Jordan (16), Maldives (13), Kaza-
khstan (11), Uzbekistan (8), Bangladesh (5), Bhutan
(1), Mongolia (1) and Nepal (1) [48].

1.3.3. America
United States (4 661), Canada (424), Brazil (234),

Chile (156), Peru (86), Mexico (82), Panama (69), Ar-
gentina (65), Ecuador (58), Colombia (57), Costa Rica
(41), Venezuela (33), Uruguay (29), Bolivia (11), Do-
minican Republic (11), Jamaica (10), Paraguay (9),
Honduras (8), Guatemala (6), Trinidad and Tobago
(5), Cuba (4), Guyana (4), Saint Lucia (2), Antigua
and Barbuda (1), Bahamas (1), Saint Vincent and the
Grenadines (1) and Suriname (1) [48].

1.3.4. Europe
Italy (27 980), Spain (9 191), France (6 633), Ger-

many (6 012), Switzerland (2 200), United Kingdom
(1 543), Netherlands (1 413), Norway (1 169), Sweden
(1 121), Belgium (1 085), Austria (1 016), Denmark
(932), Greece (352), Czech Republic (344), Portugal
(331), Finland (272), Slovenia (253), Ireland (223),
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Estonia (205), Iceland (199), Romania (184), Poland
(177), San Marino (102), Russia (93), Slovakia (84),
Luxembourg (81), Bulgaria (62), Serbia (57), Croa-
tia (56), Armenia (52), Albania (51), Hungary (50),
Turkey (47), Cyprus (40), Belarus (36), Latvia (36),
Georgia (33), Malta (30), Moldova (29), Bosnia and
Herzegovina (21), Azerbaijan (19), North Macedonia
(19), Lithuania (17), Andorra (14), Monaco (9), Liecht-
enstein (7), Ukraine (5), Kosovo∗∗ (2) and Holy See
(1).

1.3.5. Oceania
Australia (375) and New Zealand (8).

1.3.6. Other
International conveyance in Japan (696) [48].

1.4. Capacity building towards preparedness to ensure
cost effectiveness

The major factors militating against effective man-
agement of pandemics include; timely detection of dis-
ease, availability of basic care, tracing of contacts, quar-
antine and isolation procedures and facility and poor
global coordination and response mobilization [49]. The
WHO has declared COVID-19 a pandemic of global
public health importance. The public health response
required from every nation to deal with this serious
epidemic as clearly laid by the global health watch-
dog is simply to isolate infected persons, trace contacts,
quarantine exposed persons at risk and maintain social
distancing [50].

Few data are available regarding costs and cost-
effectiveness of pandemic preparedness and response
measures, and they focus almost exclusively on hos-
pital incident command system (HICs). The available
data suggest that the greatest cost-related benefits in
pandemic preparedness and response are realized from
early recognition and mitigation of disease (prompt
catching and stopping the sparks before they spread).
Costs can be reduced if action is taken before an out-
break becomes a pandemic. Similarly, once a pandemic
has begun, preventing illness generally is more cost-
effective than treating illness, especially because hos-
pitalizations typically have the highest direct cost per
person. High cost may also occur as a result of in-
terventions (such as quarantines and school closures)
that lead to economic disruption. These interventions
may be more cost-effective during a severe pandemic.
Investments to improve pandemic preparedness may
have fewer immediate benefits, particularly relative to

other pressing health needs in countries with heavy bur-
dens of endemic disease. Therefore, characterizing pan-
demic risk and identifying gaps in pandemic prepared-
ness are essential for prioritizing and targeting capacity-
building efforts. Building pandemic situational aware-
ness is complex, requiring coordination across bureau-
cracies, across the public and private sectors, and across
disciplines with different training and different norms
(including epidemiology, diagnostic services, clinical
medicine, logistics, and disaster response). However,
an appropriately sized and trained health workforce
(encompassing laboratory or biomedical scientist, doc-
tors, nurses, epidemiologists, veterinarians and others)
that is supported by adequate coordination systems is
a fundamental need. The World Health Organization
has recommended a basic threshold of 23 skilled health
professionals per 10,000 people [51]. Maintaining sup-
portive care during an epidemic or pandemic can im-
prove mortality rates by alleviating the symptoms of
disease. During the 2014 West Africa Ebola epidemic,
for example, evidence suggests that earlier case identi-
fication, supportive care, and rehydration therapy mod-
estly reduced mortality [52]. Indeed, despite the un-
availability of antivirals or vaccines, efforts to engage
communities with added medical supplies and trained
clinicians decreased the case-fatality ratio moderately
as more patients trusted, sought, and received clinical
care [53]. Medical supplies that may be needed for sup-
portive care during a pandemic include hospital beds,
disinfectants, ICU supplies (such as ventilators), and
personal protective equipment [54,55].

1.5. The need for global concerted effort in
management of pandemics

Today, the world is facing the threat of COVID-19
pandemic that is ravaging the entire globe with associ-
ated significant mortality rate. The challenge is partic-
ularly daring in low income developing countries with
fragile health infrastructure. There is need to set up a
concerted global preparedness team that could work
collaboratively with the WHO and the world bank to
ensure that countries are better prepared to manage
global health crisis. It is often common to see most
countries invest less into pandemic preparedness only
to end up paying hugely for their inactions. The US
failed to recognize the need or value to invest in pre-
paredness in West Africa in the early stages of the Ebola
2014 outbreak. Failure to invest in the preparedness by
strengthening the health infrastructure in the affected
West African countries led the government to expend-
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ing $2.4 m about half the total international investment
to support Sierra Leone, Liberia and Guinea in their
effort to arrest the 2014–2016 outbreaks. The social and
economic cost of the outbreak was estimated at $53 bil-
lion at an average of $1.8 m per Ebola case. A fraction
of the money spent by the US could have been enough
with reduced mortality if there were a timely proac-
tive intervention rather the reactionary measures taken
when after the pandemic had begun. It is becoming in-
creasingly clear that the world is fast becoming a global
village and that pandemic does not respect borders, re-
gions, continents, skin color, ethnicity and religious af-
filiations [56–58]. The only strategic long-term solution
is for all responsible government worldwide is to work
as a team by investing significantly towards prepared-
ness for pandemics [59]. Experience from the world’s
management of the Ebola crisis should strengthen our
resolve to work together to make the world safer for all.
In the early days of the Ebola crisis the West initially
turned a blind eye believing that the pandemic was an
African problem. Shortly thereafter infected persons
started reach the shores of developed economies. It was
then it dawned on these nations that the pandemic was
a global public health problem rather than being an
African problem. In the light of the ongoing COVID-
19, this resilience spirit is what is required to fight this
pandemic. We should all advocate for globalization and
collaborative approaches by building bridges across na-
tions and businesses with people becoming more con-
nected and interdependent through increased economic
integration, communication exchange, cultural diffu-
sion, public health and travel [60–62]. The world needs
to shift from the blame game and promote the notion
of inclusiveness and working in partnerships in our re-
sponse to addressing a wide array of economic, envi-
ronmental, social and health problems facing the human
race. There is need for a paradigm shift in global orien-
tation. It should no longer be seen as an African, Chi-
nese, developing countries problem but rather it should
be seen as our global problem [63,64].

1.6. Provision of support to manage economic impact
of pandemics

Pandemics can cause acute, short-term fiscal shocks
as well as longer-term damage to economic growth.
Early-phase public health efforts to contain or limit out-
breaks (such as tracing contacts, implementing quar-
antines, and isolating infectious cases) entail signif-
icant human resource and staffing costs [65]. As an
outbreak grows, new facilities may need to be con-

structed to manage additional infectious cases; this,
along with increasing demand for consumables (medi-
cal supplies, personal protective equipment, and drugs)
can greatly increase health system expenditures [66].
Diminished tax revenues may exacerbate fiscal stresses
caused by increased expenditures, especially in Low-
and Middle-Income Countries (LMICs), where tax sys-
tems are weaker and government fiscal constraints are
more severe. This dynamic was visible during the 2014
West Africa Ebola epidemic in Liberia. While response
costs surged, economic activity slowed, and quarantines
and curfews reduced government capacity to collect
revenue [67]. Recent health disasters and epidemics in-
cluding Ebola virus disease epidemic in West Africa,
the Middle East Respiratory Syndrome (MERS) out-
break in the Republic of Korea, rise of antimicrobial-
resistant pathogens and now with the COVID-19 pan-
demic should get the global public health commu-
nity talking and advocating for investments in global
health security [68]. The public health community must
wake up to current realities and work collaboratively
to strengthen national systems to avoid international
spread of disease, recognize that biological threats not
only have global health impacts but also wide-ranging
socioeconomic disruptions [69]. The UN’s trade and
development agency (UNCTAD) has recently reported
that the slowdown in the global economy attributable
to the coronavirus outbreak is likely to cost at least
$1 trillion. This is apart from the tragic human conse-
quences of the COVID-19 coronavirus epidemic [70].
The cost of the disruptions to the GDP of China and
South Korea is estimated at $17 billion. It is glaringly
clear that global emerging and endemic infectious dis-
ease events have a wider socioeconomic consequence.
There is the need for critical information sharing, re-
sources and key partnerships between governments,
public and private health systems in preparation for
potential infectious disease events and their socioeco-
nomic consequences [71].

1.7. Preventing the spread of COVID-19. West African
countries must implement evidenced-based best
practices

Once a pandemic has begun in earnest, public health
efforts often focus on minimizing its spread. Limiting
the spread of a pandemic can help to reduce the num-
ber of total people who are infected and thus also miti-
gate some of the indirect health and economic effects.
Strategies that countries in West Africa can implement
to potentially minimize pandemic spread include the
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following; curtailing secondary infection or interac-
tions between infected and uninfected populations (pa-
tient isolation, quarantine, social distancing practices
and school closures, use of personal protective equip-
ment, and travel restrictions), reducing infectiousness of
symptomatic patients (antiviral and antibiotic treatment
and infection control practices) and reducing suscepti-
bility of uninfected individuals (effective vaccination).
The practice of quarantine began in the fourteenth cen-
tury in response to the Black Death and continues to be
an effective tool even today [72]. Quarantine and social
distancing (such as the prohibition of mass gatherings)
during the 1918 influenza pandemic and the experi-
ence from the recent Chinese government drastic mea-
sure to shut down Wuhan in the face of the COVID-19
pandemic [73] has the potential to reduce spread and
mortality rates, particularly when implemented in the
early stages of the pandemic [74,75]. During SARS and
Ebola outbreaks, health agencies and hospitals limited
disease spread by isolating symptomatic patients, quar-
antining patient contacts, and improving hospital infec-
tion control practices [76,77]. During the 2003 SARS
pandemic, none of the health care workers in hospitals
in Hong Kong and China, who reported appropriate
and consistent use of masks, gloves, gowns, and hand
washing (as recommended under droplet and contact
precautions) were infected [78]. Travel restrictions are
sometimes implemented by governments to curtail dis-
ease spread. Fear and lack of scientific understanding
may motivate the imposition of travel restrictions [71].

1.8. Cost of complacency in West Africa in the face of
COVID-19 pandemic is huge (experience from
Iran, Italy and USA)

Coronavirus “knows no borders neither does it dis-
tinguishes between ethnicities, continents, or faiths.
These are stalk realities we are beginning to see from
the poor handling of the COVID-19 pandemic in Iran.
It is complacency to confuse a real pandemic with sci-
ence fiction or to dismiss COVID-19 as just the flu. It
is complacency for a nation like Iran to have cases of
the COVID-19 spreading in their country but failed to
report it. Some experts and critics of the Iranian govern-
ment report that it is likely the virus is far more severe
than officials are reporting, alleging that leaders have
sought to cover up the full extent of the outbreak [79].
Iran didn’t acknowledge the presence of coronavirus in
the country until February 19. The Iranian government
was slow to acknowledge the coronavirus outbreak be-
cause February 11 is the anniversary of the Islamic

revolution and February 21 was already scheduled as
date for parliamentary elections. The government was
complacent to impose restrictions on either of these
public events as it was seen as potentially damaging
to a government already under pressure. As a result of
this complacency and failure to report, Iran has become
one of the worst-affected countries by the coronavirus
pandemic, reporting nearly 1,000 deaths and more than
16,000 cases [80]. Satellite images emanating from Iran
has shown the deadliness of the virus with workers been
seen digging mass burial pits for weeks. Only recently,
an Iranian state TV journalist said the country could see
4 million cases of COVID-19 and 3.5 million deaths
if people don’t comply with the government’s travel
warnings and guidance to socially isolate. Public com-
placency about COVID-19 is being promoted by the
Iran and experience in this nation provides an interest-
ing example of the difficulty of predicting how fast an
epidemic can spread in the midst of denial. The coron-
avirus has infected a disproportionate number of Iran’s
elite; senior clerics, government officials and the higher
echelons of the Republican Guard. There are several
complacency-related factors driving the epidemic in
Iran; the nation is an Islamic Republic where religion
and state are intertwined, there is poor implementation
of social distancing (the people interact frequently and
greet one another with kisses), the nation has refused to
ban social gathering particularly in the holy city of Qom
where Shia pilgrims from all over the world continue to
congregate in close proximity, American sanctions on
Iran is putting a lot of strain on the nation as the govern-
ment struggles with a shortage of medical equipment
and much needed personal protective equipment.

On Jan. 31, Italy had two confirmed cases of COVID-
19. By Tuesday, the 17th or March, it had more than
10,000. The Italian Government and Donald Thump
tried complacency with COVID-19 and both countries
are paying dearly for it. Between December 1st and
February 5th, a number of direct flights went from
Wuhan to Rome (28) and Paris (23) as well as to San
Francisco and New York (23). The government in these
countries did little or nothing to carry out due diligence
on these passengers from high risk Wuhan and to en-
courage self-isolation of passengers on these flights.
Italy is today under coronavirus lockdown and the na-
tion is finding a fragile sense of solidarity after initially
being complacent with COVID-19. The Italian prime
minister, Giuseppe Conte, has recently announced that
the whole of Italy was to be designated a “protected
zone”, and placed under lockdown as cases of COVID-
19 in the country rose to 9,172, with 463 deaths. For
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the next month, until 3 April, 60 million Italians will
be obliged to remain at home, and have been ordered
to go outside only for “urgent” work, to attend health
appointments or to purchase basic provisions. Bars and
restaurants will be forced to close at 6pm, and people
have been asked to maintain a distance of a metre from
one another in all public spaces. The Italian case paint
a clear picture of what can potentially happen when
a government become complacent and make political
blunder resulting from political infighting particularly
at a critical time of a pandemic or national emergency.
The reactional approach and poor management of the
Italian government plans to quarantine an area in the
north of the country lead to thousands of people from
Italy’s worst-hit northern areas heading south to rela-
tively poor regions such as Puglia and Calabria (these
areas before now have been largely unaffected by the
virus). This complacency has put Italy’s weak, subopti-
mal and struggling economy and health infrastructure
at even more risk [81].

Between Dec. 1 and Feb. 5, roughly the same number
of direct flights went from Wuhan to Rome (28) and
Paris (23) as went to San Francisco and New York (23
each). U.S. is believed to be the fifth most likely country
to import COVID-19 from China, after Thailand, Japan,
Taiwan and South Korea. As of Wednesday March 12,
the US has seen 1,323 confirmed cases of COVID-
19, the disease stemming from the coronavirus, and 38
deaths. Public health officials estimated that millions
of people may eventually be infected with COVID-19.
Government’s top infectious disease experts including
Dr. Anthony Fauci, director of the National Institute of
Allergy and Infectious Diseases and a member of the
White House coronavirus task force had warned that
complacency and failure to readily and aggressively
contain and mitigate this pandemic could increase the
number of those infected. However, that same evening,
President Donald Trump addressed the nation from the
Oval Office and complacently downplayed the public
health risk of the growing pandemic by saying that the
virus was on the brink of disappearing, contradicting
evidenced-based facts and statements of the govern-
ment’s top infectious disease experts possibly to explain
out his administration initial slow response to the cri-
sis [82]. In the midst of a looming crisis, there are two
reactions that should be avoided. The first is panic and
the second is complacency. Faced with the coronavirus
epidemic, President Donald Thump had falling into the
second [83]. President Donald Thump exhibited com-
placency to the COVID-19 pandemic in several ways;
the government was slow to distribute tests kits meaning

that fewer people were being tested (at the time of mak-
ing his complacent comments less than 8,500 people
have been tested in the US while South Korea was test-
ing 15,000 per day) and the true picture of the epidemic
was not immediately seen; claimed without evidence
that the footprint of the virus was small and shrinking;
downplayed the coronavirus as something similar to
the seasonal flu; his baseless optimism that Americans
should not be overly concerned about something that
would quickly pass (this statement did not match the
reality and evidence from health expert and U.S. public
health agencies) and responded to the pandemic with
denial and blaming foreigners. One obvious remedial
step to curtailing the spread of the virus is by banning
large gatherings (while trump was making his compla-
cent remarks his campaign announced one in Milwau-
kee and a number of rock concerts, church services, and
festivals were still taking place.). The president initially
set unrealistic expectations. However, faced with reality
of the increasing numbers of Americans infected had to
face reality. Trump’s denial in the face of rising cases of
the COVID-19 pandemic and expert advice on the pan-
demic led to biggest stock market one-day crash since
1987’s Black Monday crash. In the span of 48 hours,
the 73 years old president was compelled to retrace his
steps by releasing national emergency funds of $50bn to
address the Coronavirus outbreak. Reality seems to be
setting in as coronavirus continues to cripple businesses
across the US. President Trump is coming to terms with
realities on ground by recently signing into law a relief
package passed by the House and approved by the Sen-
ate to provide free testing, expanded funding for food
security programs and paid sick, family and medical
leave for workers at companies with 500 employees or
fewer.

Government in West African countries must learn
from these mistakes and take real stringent measures
and beef up their level of preparedness to manage this
pandemic and to contain this infection. This strategy
is quite vital particularly now that the number of con-
firmed cases in the region is still low. It is projected
that Western democratic governments that have been
most complacent or incompetent with the COVID-19
pandemic stands the risk of being torn to shreds by un-
forgiving electorates for failing to act fast and propor-
tionately [83,84]. Countries in West Africa will need
to heighten their surveillance capacity to rapidly test
and identify imported cases and implement measures
aimed at preventing secondary transmission within the
community and among healthcare workers (HCW) [85].
If countries like the USA and Italy with better health
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infrastructure are paying duly for initial complacence
with the COVID-19, countries in West Africa with their
weak and fragile health infrastructure cannot afford to
even contemplate being complacent with this COVID-
19 pandemic. By now one will expect countries in West
Africa or indeed ECOWAS to have developed a strate-
gic plan for management of COVID-19 (including case
definition of a suspected case, provision of a fit for
purpose and equipped facility for isolation, have mea-
sures in place for contact and co-exposure tracing as
well as stockpiling of relevant supplies including PPE.
Based on current evidence a possible case definition
may be (a person presenting with a severe acute lower
respiratory infection (shortness of breath), cough and
fever (> 37◦C) requiring admission to hospital with a
history of travel to or residence in Wuhan, China, Iran,
South Korea, Italy, Spain or other countries with sig-
nificant number of COVID-19 infected cases in the 14
days before symptom onset. A confirmed case can be
defined as a positive SARS-CoV-2 RT-PCR on respi-
ratory samples, performed by an accredited laboratory
by real-time RT-PCR procedure [86]. Contact or co-
exposed persons can be defined as persons who shared
the same risks of exposure with a confirmed case of
COVID-19. Contacts are traced from the date of onset
of clinical symptoms in a patient with a confirmed case
of COVID-19. A mechanism for active surveillance of
contacts/co-exposed persons should be implemented.
There should be stockpile of relevant medications and
personal protective equipment (gloves, hand gloves,
disposable coats and visor).

It is becoming increasingly clear that no one can pre-
dict exactly when or where the next epidemic will oc-
cur. We live in a difficult and challenging world. There
is significant risk of infectious disease outbreaks with
attendant socio and economic consequences. Evidence
from the current COVID-19 and past epidemics like
EBOLA has proven that complacency has huge socio,
public health and economic implications. Despite am-
ple evidence of this threat, little progress has been made
with regards to preparedness and prompt response. Ev-
idence has shown some level of complacency and poor
preparedness with recent outbreaks (West Nile, SARS,
2009 H1N1 and H5N1 influenza, MERS, Zika, the
West Africa Ebola outbreak). Prompt and proactive re-
sponse is what is required rather been reactive with
attendant economic cost and significant loss of lives.
WHO Director-General’s opening remarks at the mis-
sion briefing on COVID-19 on the 26th of February
2020 encouraged nations not to be complacent with the
COVID-19 infection. When EBOLA outbreak was first

reported in 2014, the international community initially
was complacent because the disease was seen as an
African problem. When cases of infected persons began
to arrive the shores of developed countries, it dawned
on the them that the world was fast becoming a global
village and that concerted effort was required because
what affect country one or a continent can potentially
end up affecting all. West African countries must guard
against complacency in the fight against the COVID-19
pandemic.

World Health Organization member states should
strive to meet specific standards for detecting, reporting
on, and responding to outbreaks. There was compla-
cency by the Chinese government when this virus was
first identified in Wuhan. After weeks of inaction, the
Chinese authorities were pressured to mount a rapid
and coordinated response to control the virus. They im-
plemented best practices suggested by the WHO (shut
down Wuhan, a city of 11 million people, tested a sig-
nificant number of people, set up within a short space
of time mobile testing centers and reduced turnaround
times from four days to four hours thereby reducing
significantly the time between the onset of symptoms
to definitive laboratory result from 12 to three days.
They did contact tracing and identified exposed fam-
ily clusters and arranged isolation centres for exposed
family clusters. The evidenced based best practice of
avoiding complacency is paying off in China today as
the number of cases report daily has significant reduced
in a population of nearly 1.4 billion people. Also, mor-
tality rate from the virus has also plummeted signif-
icantly. Several other countries, including South Ko-
rea, Japan, Singapore and Taiwan are beginning to im-
plement these evidenced-based best practices/strategies
with little modification to meet their peculiar local
needs. This is the kind of response that is expected
from member countries of ECOWAS. We have all seen
how over reaching the effect of complacency can be
from the case of the USA. On Wednesday the 11th of
March President Donald Trump assured Americans that
the novel coronavirus was on the brink of disappear-
ing. Two days later, faced with reality that the virus
was rapidly spreading in major American cities he was
pressured to admit that the virus was not at the brink
disappearing after all. In the face of this reality, he re-
leased $50 billion in government funding to address the
growing crisis of the coronavirus.

1.9. The need for ECOWAS to build local capacity for
management of pandemics

Local capacity building is vital for the effective man-
agement of pandemics. There is need for West African
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countries to leverage on experience gained in the man-
agement of the 2014 Ebola epidemic particularly from
evidenced based best practice exhibited by the Nigerian
government from her polio eradication efforts which
facilitated the successful response and management of
the few cases Ebola imported into Nigeria [87]. Previ-
ous national experience managing large scale and ex-
perience using the global positioning systems (GPS)
in Nigeria, Sierra Leone and Mali facilitated contact
tracing in the Ebola 2014 outbreak [88,89]. There is
need for ECOWAS countries to stockpile relevant sup-
plies and personal protective equipment (PPE) (such
as nose masks, gowns, hand gloves, visor, hand sani-
tizers and ventilators) [90,91]. During a pandemic like
we currently have with COVID-19, such stockpiles can
become handy and readily available leaving the country
enough time to boost local production or to purchase
the needed supplies from foreign sources. There is also
the need for ECOWAS countries to build local capac-
ity for local production/manufacturing of these neces-
sary supplies which can potentially strengthen their pre-
paredness to manage epidemic rather than depending
on other nation who may need such supplies to deal
with similar challenges in the country of manufacture.
We are already seeing similar situation with COVID-19
pandemic where these supplies have become very ex-
pensive and in limited (sanitizers and nose mask) sup-
plies in most West African countries. Boosting local
production capacity for necessary supplies may be a
viable strategy that can facilitate better pandemic pre-
paredness and will allow for optimum stockpiling with
the option to promptly produce at short notice these
consumables when there is urgent need for them. This
will prevent the risk of outdating, reduced warehousing
cost and loss of potency associated with short life span
laboratory reagents.

2. Evidenced based best practices countries in
West Africa can implement to prevent and
effectively manage the COVID-19 pandemic

1. Wash your hands frequently with water and soap
or use an alcohol-based (60% alcohol) hand sani-
tizer if you have no access to water and soap.

2. Coughs and sneezes into a tissue (avoid coughing
into your hand and contaminating materials that
can potentially be handled by other).

3. Self-isolate at home if you develop symptoms of
coronavirus (high fever, continuous cough and
shortness of breath) for 7–14 days.

4. Avoid touching your eyes, nose and mouth with
unwashed hands.

5. Avoid close contact with people who are unwell.
6. If you have a fever, cough and difficulty breathing,

seek medical attention and call in advance.
7. If you feel unwell, stay at home, do not attend

work or school.
8. Clean and disinfect frequently touched objects

and surfaces in the home and work environment.
9. Maintain at least 1-meter (3 feet) distance between

yourself and anyone who is coughing or sneezing.

3. Priorities for possible implementation across
West Africa

There is need for West African countries to imple-
ment the following priorities in a bid to effectively man-
age the COVID-19 epidemic in the region.

1. All member countries of ECOWAS must protect
her suboptimal numbers of health care workers
(Medical Laboratory Scientist, Doctors, Nurses,
Pharmacists and other front-line healthcare work-
ers by providing a conducive and safe environ-
ment for them to carry out their work. There
is need for government to stockpile all the per-
sonal protective equipment (hand sanitizers, hand
gloves, nose mask, disposable over coats and dis-
posable visor) and other supplies (drugs, venti-
lators, consumables and test kits etc.) required
to enable them manage patients safely and ef-
fectively to prevent widespread secondary infec-
tion and associated staff sickness absences that
can potentially jeopardize the fragile public health
services in the region.

2. Secondly, there is an urgently need for public en-
lightenment on the need for citizens not to be
complacent but rather to take necessary precau-
tions to protect themselves particularly the vul-
nerable members of the community (elderly and
persons with underlying health conditions and co-
morbidities).

3. Thirdly we must do all that is humanly possible
to test suspected cases and to isolate confirmed
cases while making effect to trace contacts who
should be encourage to self-isolate in arranged
isolation centres for a minimum of 14 days. West
Africa is family friendly region. The risk of the
virus spreading among family clusters is very high
and could fuel this epidemic. This virus spreads
mainly through extended close contact. This put
family members potential at risk.

4. Fourthly there is the urgent need to implement
a TITTCSD (Test, Isolate, Treat, Trace Contact,
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Quarantine and Social Distancing) policy by mon-
itoring borders across the West African region to
ensure that measures are in place to determine as a
minimum the temperature of persons coming into
any of the member countries from abroad and to
seek consent to test those presenting with symp-
toms of cough, fever and shortness of breath with
high index of suspicion for COVID-19. Those
found positive should be promptly isolated and
treated. All contact to the index patients should be
traced and quarantined. The population must be
educated to implement social distancing. Effort
must be made to contain the infection by detect-
ing cases early; following up close contacts and
prevent the secondary transmission of the disease.

5. Fifthly member countries should be able to pro-
vide statutory sick pay or relief for workers who
are found positive, unable to go to work and
forced into self-isolation. This will serve as in-
centive for persons at risk to self-isolate know-
ing fully well that their livelihood would not be
threatened. The risk of not doing this as a priority
is that persons at risk will go to the workplace in
a bid not to lose their financial security and by so
doing put many more lives at risk.

6. Sixthly there is need to protect vulnerable mem-
bers of the public particularly elderly or senior
citizens and people with pre-existing health con-
ditions and comorbidities who are more likely to
experience severe illness or potentially die from
the infection.

7. Seventhly there is need for the implementation of
a policy on social distancing (1 meters apart) as
well as limiting public mass social gatherings and
encouraging more people particular those at risk
to work from home as well reduce non-essential
travel.

8. Eighthly WHO recommend that blood supply be
sourced from low risk voluntary non-remunerated
altruistic donors. There is no evidence that SARS-
CoV-2 can be transmitted through blood trans-
fusions. It is envisaged that blood supply short-
ages was likely to occur within the duration of
this pandemic. There is therefore the urgent need
for the transfusion community to prepare accord-
ingly. ECOWAS countries in the light of the few
cases of COVID-19 in the region should put strin-
gent measures in place to facilitate the delivery
of adequate and safe supply of blood and blood
products should the number of infected cases rise
in the region.

9. Ninthly, there is the need for a paradigm shift in
the mindset of people in West Africa. In the light

of the coronavirus pandemic, a number of busi-
nesses have started advising employees to work
from home in an ongoing bid to curb the coron-
avirus outbreak. This strategy will help keep em-
ployees further apart from each other particularly
those that are self-isolating and will reduce the
chance of group spread as well as reduce the op-
portunity for the virus to spread as people com-
mute to work in public transport (bus, train, or
tram). It is vital for government in West Africa to
develop the capacity and required technology for
people to potentially work from home.

4. Conclusion

The worldwide pandemic of the novel coronavirus
SARS-CoV-2, which causes COVID-19 disease is dis-
rupting healthcare services across the globe. Concerted
effort is need to effectively manage this pandemic.
Countries in West Africa tend to have suboptimal health
infrastructure often due to decade of underinvestment.
Only few cases of the COVID-19 infection have so far
been reported so far in West Africa. This seems a heart-
ening news. However, this should not call for compla-
cency but rather an opportunity to invest in preparedness
to manage the pandemic to ensure that the spread is put
under check. There is need for the region to consolidate
locally-generated evidence from the management of the
Ebola epidemic in 2014 as well as evidence-based best
practices from other countries like China and South
Korea to develop a locally-driven strategy to effectively
manage this pandemic.

There is need to build capacity to test persons pre-
senting with symptoms (fever, cough and shortness of
breath), isolate and treat those found positive, trace and
quarantine contacts, implement a policy on social dis-
tancing, ensure optimum stockpiling of essential sup-
plies including PPE, test kits, ventilators and other con-
sumables and boosting local production capacity for
necessary supplies. These are viable strategies that can
facilitate better management of this COVID-19 pan-
demic. There is the need to strengthen our resolve as a
global community to move away from a blame game
and work together and collectively fight this pandemic
with the hope of making the world safer for all.
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