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Beta-testing Workshop 2:  Tabletop Simulation of the WHO/AFRO 

Public Health Events of Unknown Etiology: A framework for response in 
the African Region 

Executive Summary  

On July 3-4, 2013, WHO/AFRO, WHO/Uganda and USAID sponsored a workshop that brought together the 
Uganda National Task Force (NTF) leadership and members from Uganda‟s MoH, MAAIF, UWA, UVRI, as well 
as other key stakeholders, including from CDC-Uganda, and RESPOND/EPT staff. The overall objective of the 
workshop was to use a tabletop simulation to test the operationalization of the WHO/AFRO Public Health 
Events of Unknown Etiology: A framework for response in the African Region (hereinafter referred to as the 
Framework).   
 
Specific Objectives 

1) Exercise, in real time, the decisions and actions key officials and responders are expected to take during 

the alert management, field investigation and field response stages of the Framework 
2) Identify strengths and gaps in the current Uganda capacity to detect, investigate, determine the etiology 

and respond to public health events 
3) Provide additional field-based feedback to WHO/AFRO regarding recommendations from Uganda NTF 

participants about how  the Framework could be strengthened to provide clear, practical guidelines for 
outbreak response in additional countries in the region 

The July 3-4th exercise was the second of two workshops undertaken in Uganda by WHO/AFRO and the WHO 
country office in collaboration with Uganda‟s NTF as part of the beta-testing designed to improve the newly 
developed Framework for Investigating Public Health Events of Initially Unknown Etiology (PHEIUE).  
WHO/AFRO invited Uganda to participate in the early phases of the development because of its recognized 
leadership in disaster preparedness and response, experienced national and district staff, organized disease 
surveillance and laboratory capacity, and their routine use of a multi-sectoral National Task Force to coordinate 
outbreak response.  Based on these strengths, it was decided that the Ugandan Ministries and stakeholders 
could provide feedback valuable to strengthen the development of practical elements of the Framework and 
potentially have utility for other countries in the region. The purpose of the Framework workshops was not to 
evaluate Uganda‟s capacity; nevertheless, the simulation provided an excellent opportunity to better understand 
the function and structure of systems during an exercise designed to be a PHEIUE. Further, the scenario 
permitted the NTF to review their systems and consider how they might align with the Framework as well as 

utilize other lessons learned, including from after action reviews. 

Key Findings 

The workshop produced a number of detailed findings relating to the Framework and to Uganda‟s systems for 
preparedness and response.  Some of the key findings are highlighted here.  
 
The Framework: 

 Participants reaffirmed the usefulness of the Framework guiding preparedness, investigation and 
response to outbreaks of initially unknown etiology. 
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 Inclusion of job aids and references throughout the Framework document would enhance its utility.  
Suggestions included: 

o  Draft terms of reference for job categories,  
o Provide examples of  agendas for initial NTF meetings and discussions 
o Provide draft response plan templates.   
o Hyperlinks of key Framework concepts to references about specific IDSR sections, IHR (2005), 

and other available resources would be useful. 
 Given the critical role of preparedness in a country‟s capacity to respond to outbreaks, the 

Preparedness section of the Framework would benefit from greater specificity.   
 Once the Framework is finalized with input from Uganda, and DRC subsequently (scheduled for 

November 2013), efforts  to inform and sensitize policy makers and other senior officials will be 
important to enable multi-sectoral collaboration and streamlined decision-making that is of the utmost 
importance in responding effectively to PHEIUE.   
 

Uganda‟s NTF Systems: 
 Preparedness at all levels should be given a high priority and requires high level support. 
 Formalizing and standardizing the NTF functions and procedures will improve efficiency, including 

through: 
o Formally appointing members of the NTF 
o Preparing TORs for member positions 
o Ensuring the sustainability of the NTF by expanding the mandate to include preparedness 

activities 
 A multi-sectoral approach during the earliest stages of alert management is critical to an effective 

response. During the early phases of response related to a PHEIUE, this may only require clear 
communications of data and information about the outbreak and possible cause(s). 

 Issues of funding accessibility impede timely actions which are essential to respond to PHEIUE.   
 There is a need to improve communication systems, including to keep the public informed and in order 

to prevent chaos (? or “protect public order”); this process should begin before confirming the actual 
etiology of the PHEIUE. 

 Considering research as part of preparedness systems is key to timely initiation of research during an 
outbreak. 

 Social mobilization needs to be strengthened to ensure adequate information and services to 
communities.  

 Inclusion of district officials in future simulations will enable more comprehensive testing of 
preparedness and communications, and help to guide follow-up actions. 

Beta Testing Methodology 

During the March 25-27, 2013 Workshop 1, WHO-AFRO introduced the logic and importance behind 
developing a  Framework to serve as a practical guide for governments to deal more effectively with the 
investigation and reporting of PHEIUEs.  Participants were given the opportunity through individual tasks, small 
working groups and plenary discussions to review, discuss and provide feedback on each section. Participants‟ 
feedback was collected via qualitative and quantitative methods.  Reflections on the clarity  and value-added of 
each section were captured using a five-point Likert scale.  In order to test the operationalization of the 
Framework, the National Task Force mapped the decisions and actions they would expect to take in an 
outbreak to the phases and stages of the Framework, identifying strengths, gaps and incongruities.  
 
The second workshop on July 3-4th used a tabletop simulation to test, in real time, the operationalization of the 
Framework through the mapped decisions and actions of the Uganda NTF articulated in Workshop 1.  See 
Appendix B for the NTF Decisions and Actions Chart. A tabletop simulation was selected as a cost effective 
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format to foster constructive dialogue among participants on the Framework and Uganda‟s systems related to 
preparedness and response. 
 
The simulation scenario was developed by a design team that included human health, animal health and 
laboratory experts, as well as simulation expert and facilitators.  This exercise was a PHEIUE set in a fictitious 
Ugandan district bordering a country with a history of outbreaks and was nominally based on the 2010 Nigerian 
outbreak of lead (Pb) toxicity due to exposure gold ore with a high Pb concentration during artisanal mining and 
refining activities in villages.  Given recent outbreaks of Marburg, Ebola, and Yellow Fever in Uganda, the design 
team assumed that the participants might be more comfortable with and would potentially default to an 
infectious disease paradigm for investigation and response to reported symptoms in the fictitious PHEIUE.  Lead 
(Pb) toxicity was chosen to challenge the participants‟ assumptions, to permit NTF to exercise routine 
procedures and communications during a PHEIUE, and encourage experts to engage in critical thinking, going 
beyond their previous experience. It was hoped that this would provide useful feedback on how and where the 
Framework was helpful or could be strengthened in terms of providing practical guidelines useful for 
investigating and responding effectively to an outbreak of unknown origin.   
 
Following the simulation, participants and observers participated in an after action review, consisting of a 
simulation debriefing, identification of lessons learned, reflections on the Framework and planning for next steps.  
This report outlines the workshop proceedings and details the outputs for each session.  

Acknowledgement 

The facilitation team would like to acknowledge the leadership provided by WHO/AFRO and WHO/Uganda as 
well as the extensive collaboration of partners from WHO-Geneva, USAID, CDC-Uganda, FAO and RESPOND 
in designing and conducting the beta testing of the Framework. 
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Section 1: Getting Started 

The two day workshop on July 3-4, 2013 began with an introduction by Dr. Issa Makumbi (Assistant 
Commissioner of Health Services, Ministry of Health).  He briefly welcomed all participants, observers, and 
facilitators and then introduced the two speakers who officially opened the workshop.  Dr. Soloman Fesseha 
(WHO Officer-in-Charge) and Dr. Amone Jackson Kaka (Acting Director General of the Ugandan Ministry of 
Health) welcomed participants,  expressed appreciation that Uganda had been selected and invited  participants 
to be active and take on a spirit of learning (see appendix C for full texts of both speeches).  Following a group 
picture, the Moderator for the first day, Dr. Miriam Nanyunja (WHO Disease Prevention and Control Advisor) 
set the stage for the workshop and the participants introduced themselves by NTF subcommittee and by the 
observer group.  Dr. Tshioko Florimond (IHR Regional Advisor, WHO/AFRO) reviewed the key contributions 
to the Framework revision process of the Ugandan participants at the previous workshop in March 2013.  Dr. 
Tshioko also explained the expected process for completing the beta-testing with contributions from the 
Democratic Republic of the Congo during upcoming workshops and then text revisions (presentation slides in 
Appendix D). 
 
Dr. Tamara Curtin Niemi (Technical Officer Global Capacity, Alert and Response Department, WHO/Geneva) 
offered an overview of the value of tabletop simulations as a tool within the spectrum of other discussion -based 
and operations-based exercises (presentation in Appendix E).  With this background of previous activities and 
'why a tabletop?', a workshop facilitator then presented the objectives, the two-day agenda, and the overview of 
how the simulation would work for the remainder of the first day including the expectations of the participants 
to act 'as they normally would' and how the observers would conduct their tasks. 

Section 2: Overview of Simulation Exercise 

The scenario narrative developed through a series of short rounds. During each round, participants were given 
relevant information to use in making their decisions and taking actions.  Based on the information provided, 
participants were asked to take the actions as if this were a real situation.  An illustrative description of each 
Round and the actions taken is provided below.  Facilitator actions are in italics; participant actions are not. 
(scenario handouts in Appendix G).  
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ROUND 1: ALERT MANAGEMENT I 
To initiate the simulation, all participants were given basic information about the district where the public health event 
was occurring and a communication from the Basindi District Health Officer (DHO) to the Epidemiological Surveillance 
Division (ESD) alerting them of a developing situation involving sick children and rumors of animal sickness and death. 
The DHO also informed that he had sent an RRT to investigate further.  
 
The WHO officer-in-charge was also given a communication from WHO/AFRO requesting verification of information 
provided in an article published in a Ugandan tabloid regarding an outbreak of a “strange disease”.  
 
The head of the ESD indicated he would inform his team of the alert, log the alert for follow-up, request more 
information from the DHO, and begin seeking funding.  
 
The WHO officer-in-charge indicated he would contact the MoH and IHR National Focal Point to request 
verification of the information in the newspaper article within 24 hours, log the event into an event management 
system, meet with the MoH to discuss preparedness and offer assistance.  
 

 
 

ROUND 2: ALERT MANAGEMENT II 
In this Round, all participants were given a memo from the Basindi DHO to MoH Director General, informing her of the 
public health event in Basindi District and requesting a RRT team be sent from central-level to support further 
investigation and response. The memo included an extract from the District RRT report indicating an escalation of human 
and animal-related morbidity and mortality. 
 
The Acting Director General convened a meeting in which it was decided that a team should be sent to Basindi 
District and that the NTF sub-committees should meet and provide recommendations to the NTF on the 
composition of the RRT to be deployed from the national level.  
 
The sub-committees met and determined that the team should include an epidemiologist, a lab expert, a 
veterinarian, a biology expert and a clinician.  It was also determined that they should get in touch with Uganda 
Wildlife Authority and take samples to see if there is a relationship between the human and animal deaths. 
Laboratory experts from CDC and UVRI also decided to collect specimens from the children and to engage the 
Central Public Health Lab.  
 
The Case Management sub-committee recommended sending a pediatrician and an expert in community 
medicine, calling on the infection prevention and control (IPC) committee of the hospital and preparing to 
strengthen preparedness at the district hospital, including infection control. They also noted additional 
information they required. 

 
It was also recommended that local government structures be alerted, a supply of PPE be requested, an isolation 
ward be identified and a social mobilization expert be engaged to look at the behavior of the children or 
behavioral risk factors that could contribute to this problem. 
 
The WHO representative joined the meeting at his own initiative and offered PPEs from their stockpile.  
 
MAAIF decided to ask the District Veterinarian Officer for more information and to dispatch a team to the 
district to retrieve specimens from Misori village, representative samples from neighboring districts, and 
additional information.  They also decided to contact AFENET for assistance.  
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Three missed call notifications from reporters were provided to one participant who returned the calls indicating that the 
MoH would organize a press conference the following day to share more information. 
 

ROUND 3: FIELD INVESTIGATION I  
Round 3 began with the convening of the NTF by the Acting DG to receive reports of all the different subcommittees in 
preparation of what to do next.  
 
It was reported that: 

 A request to the finance department has been sent though funds were not yet available  

 The terms of reference have been spelled out for each of the team members in a report that was 

provided at the beginning of the meeting 

 WHO will provide supplies and support the other 4 members of the RRT and technical experts, in 

necessary 

 The Infection, Prevention and Control Committee put the training team on alert in case the outbreak 

reaches Kampala 

 MSF was contacted to provide support in case management  

 District health personnel are ready and available as necessary 

 The University, RESPOND, EPT program, CPTH were contacted for support 

 Based on the report from the DVO, more funding would be needed to formulate a case definition of the 

affected animals, to limit movement of animals in and out of the district, and advise the population on 

the risk of consuming animal products; samples of affected animal carcasses would be sent to CDC and 

UVRI.  

It was decided: 
 The subcommittees would be reactivated 

 Dr. Wamala would be the field coordinator 

 It would be useful (important) for a high-level official to visit the District 

 DHOs responsible in surrounding districts and other stakeholders would be informed  

 Additional information is required to work towards a case definition and diagnosis 

 Psychosocial subcommittee would conduct a needs assessment, mobilize materials and personnel to 

train available staff in the community  

 A response plan for mobilization of resources would be drafted with a consolidated budget 

 The RRT would include an epidemiologist, a case management clinician, an ecologist, an animal 

health specialist, a social mobilization specialist and a psycho social specialist.  The report from RRT 

would be provided within 3 days. 

 
ROUND 4: FIELD INVESTIGATION II  
In Round 4, the RRT was provided with an extract of their field report indicating significant escalation of the public health 
event.  

 
On the basis of this information, they made the following observations and recommendations to the NTF: 

 A review of data (inject) collected in the community survey showed that an increased number of 

deaths among young children had occurred each month over the past year, so the outbreak began 

12 months ago. 
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 Diagnosis is not yet certain, but lab results have ruled out most viral and bacterial diseases. More 

investigations would need to be undertaken both in animals and humans. 

 Given that lab results suggest that PHEIUE may not be infectious, the working hypothesis is that the 

cause of the outbreak may be due to exposure to a heavy metal, such as lead (Pb).  

 Therefore, Pb toxicity should be investigated, due perhaps to some aspect of the local processing of 

gold ore in affected villages.  

 Samples should be shipped to more advanced laboratories (human, animal and environmental). Some 

of the samples should be shipped to the government analytical laboratory for chemical testing.  

 Symptomatic treatment should be provided 

 Case management should continue to ensure safe burials 

 People should be educated not to eat meat that is not inspected by qualified personnel. 

 

ROUND 5: FIELD RESPONSE  
In this Round, the NTF heard the recommendations of the RRT.  
 
The RRT reasoned that lead contamination would “bring many of our ideas together” 

 The high proportion of children affected may be due to alluvial mining. 

 Alluvial mining is often done by women. They could be exposed to contamination passively through 

breathing the dust or drinking contaminated water.  

 Even if both adults and children are exposed to heavy metals such as Pb, young children experience 

more serious side effects and toxicity, and higher death rates. 

 Animals feeding on contaminated grass, drinking contaminated water or inhaling dust could result in 

Pb-contaminated milk, thus affecting children whose families are not involved with mining.  

 Birds can feed on the carcasses of dead affected animals, and could also eat contaminated food or 

water, which could explain illness and death among birds.  

It was determined that: 
 The water needs to be tested upstream and downstream to measure water quality. 

 Ecological team should determine if the people and animals are using the same water and test animal 

organs along with human samples. 

 Case Management should continue with training on IPC and triaging of patients 

 WHO would request chemical experts and additional PPEs following receipt of a letter of request 

from the MoH.  Additional chlorine drums were procured to send to the field for infection 

prevention and control. 

 Messages to the communities should be sent out early to: 

- reassure the public that the MoH is conducting the necessary investigation 

- inform of possible prevention measures 

- link people to necessary treatment services. 

Following the NTF meeting, lab results and an assessment of the outbreak were provided to the acting DG and MAAIF. 
 
In response, MAAIF convened a meeting to discuss the findings, where the hypothesis of lead toxicity was 
confirmed. The DG joined the meeting and shared the human lab results also confirming elevated blood lead 
levels.  The following next steps were recommended: 

 Determine the source of the poisoning 
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 Do a graded analysis of the water quality 

 Plan for orientation and training of health workers on how to treat patients. 

 Request official IHR notification from the MoH to WHO 

 MoH to draft a letter to international partners  

 Identify a chemical expert to support the National Response Team 

 Form a committee to formulate a comprehensive response plan following WHO guidelines. 

 MoH to alert the public 

 Prepare a clear communication plan to inform the public and the communities involved 

The simulation concluded at this point. For the balance of the day, participants worked in groups to discuss the 

decisions and actions taken in each round. 

Section 3: Group reports and Plenary Discussion on Simulation Exercise  

Day Two began with time for participants to continue their discussions from the previous day and to prepare a 
presentation of their conclusions.  The purpose of the debrief was to encourage reflection and reaction by both 
participants and observers on each round of activity of the simulation and to share those in a plenary 
session.  Participants divided into groups according to which round they participated in.  They organized their 
reflections and presentations according to the following questions: 

 What went well? 
 What challenged or surprised you? 
 What would you have done differently? 

The observers focused their discussion and 
presentations on: 

 How closely did the participants follow 

the decisions and actions for this round 
in alignment with the WHO 
Framework? 

 Who was involved in this round? Was 
this appropriate? 

 What do you think they should have 
done differently? 

 What other observations do you have? 

Each round was debriefed by participant presentation, observer presentation and plenary discussion. A summary 
table of the presentations and plenary discussions follows. 
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Table 1: Debriefing the Decisions & Actions taken during the Rounds 1-5 

 

Alert Management (Rounds 1 & 2) 

P
a
r
ti

c
ip

a
n

t 
C

o
m

m
e
n

ts
 

What went 
well? 

 Immediate linkage with the DHO 

 Sharing information with colleagues (department or section) 

 Intricate issues came out 

 Early case definition  

 Involving hospitals in the area  

What 
challenged 
you? 

 To ensure funds and logistics support were readily available for field investigation 

 Have a permanent Core Team (initial), including 

o Epidemiologist 

o Clinician 

o Lab tech 

o S/M communication expert 

o Room to co-opt 

 Formally appoint all NTF members with clear ToR. 

Public information should not wait for diagnosis (Dx) 

What would 
you have 
done 
differently? 

 Clear pathway to guide social mobilization response activities 

 Stock pile (medicines, PPE, IPC materials) 

 Community surveillance: still a challenge. It took a long time to pick it up.  

O
b

se
r
v
e
r
 c

o
m

m
e
n

ts
 

 Round1 – all tasks addressed but not completely--credibility assessment steps. Expert roster needs to 

involve all partners (need to identify all partners before). Preparedness! 

 Round 2 – Need for standardized processes. The NTF is understood, but not formalized. RRT – staff, 

materials are ad hoc. Preparedness! 

 Job aids for credibility assessment. 

 Roster for NTF 

 Expert roster for NTF 

 Formalize NTF 

 Links to other guidance – communications, outbreak investigation, etc. 

 Consider having an environmental officer on the NTF team early during a discussion of an outbreak 

that could be due to environmental toxins or exposures (pesticides, heavy metals, radiation). 
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Alert Management (Rounds 1 & 2) 

P
le

n
a
r
y
 o

n
 R

o
u

n
d

 1
 &

 2
 

 Policy change is needed. To effectively institutionalize, there needs to be a high level of political buy-

in. For example, to formalize the appointment of the NTF.  

 From the social mobilization component still remains very weak. Formal confirmation takes time. The 

community assessment and diagnosis takes less time. The 2-3 days between community and formal 

assessment, is a critical time gap. The social mobilization person(s) need to be part of the core team.  

 Since the resource center receives regular information about the diseases we do surveillance on, the 

resource center should be able to highlight an alert.  

 It would be helpful for the Framework to have a checklist agenda for the first NTF meeting to help 

ensure all of the key points are covered, and multi-sectoral stakeholders are represented formally. 

 

Field Investigation 1 (Round 3) 

P
a
r
ti

c
ip

a
n

t 
C

o
m

m
e
n

ts
 

What went 
well? 

 Multi-disciplinary multi sector team 

 Team work & unitary coordination  

 Getting in touch with district (DHO, CAO) 

 Framework followed to some degree 

 Samples collected from human and animal 

What 
challenged 
you? 

 Failure to collect environment samples 

 No environmental expert on the team 

 Minimal involvement of district health staff 

 Social mobilization  team absent 

 Mode of transmission not  elucidated   

 i.e. epidemic not clarified, situation report (SITREP) 

 lack of emergency funds by government institution to commence investigation  

 delay of animal testing 

 no contacts listed  

What would 
you have 
done 
differently? 

 Preparedness was not initially tracked.  

 delayed logistics 

 Improve the capacity for animal sample testing 

 Should have established alert network e.g. hot line, toll trees, alert districts  

 Identified areas of potential research  
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Field Investigation 1 (Round 3) 

O
b

se
r
v
e
r
 c

o
m

m
e
n

ts
 

 Actions  completed, but based on informal processes 

 Formalize NTF ToR, RRT ToRs and rosters 

 Documentation of some of the NTF processes 

 Prepare a model agenda for first NTF meeting 

 Material RRT checklist 

 Informing the district and having more two-way communication between the district and the NTF 

 Issue of funding. It was clear that there were no funds for the RRT. There was no formal 

communication to partners to request support. There should be better preparedness to request 

funds for the RRT.  

P
le

n
a
r
y
 o

n
 R

o
u

n
d

 3
 

 Funds are available for deployment of initial RRT, but not readily accessible 

 We have ToR for subcommittees but not for individuals. However, individuals may not all be aware 

of the subcommittee ToR. 

 Communication plan must start early to avoid panic 

 Communication should start before confirmation of the diagnosis  

 It is important for the national focal point to  initiate an informal, confidential conversation with the 

WHO IHR focal point 

 Declaration of the event is the job of the MoH  

 On paper, it might appear that the different sub-committees are distinct. In reality, however, the 

subcommittees almost comprise the same people. Often times the same people are part of the NTF 

and the RRT in the field.  

 In the NTF, you have the permanent team. Those people sit in the national level. Members of the 

subcommittee can be dispatched to the field to operate and represent the subcommittee.  

 There should be ToR for the individual competency of the RRT members (i.e. lab person).  

 When you are preparing, should you have multi-sectoral surveillance initially which will lead to faster 

response. Improve communication between systems.  

 The Framework is lacking a description of the core function of members of the RRT & the 

EMC/NTF, and it lacks a job aid for developing a roster for the RRT or the EMC.  

 The audience for the Framework should be expanded, especially for the Preparedness phase.  

 We need to expand the role of the EMC or the NTF when there is not an outbreak. They should 

have the capacity to advocate the importance of preparedness. 

 

Note: The Participant group which debriefed Round 4 chose to deliver their presentation according to the steps 

in the Field Investigation section of the Framework. 

Field Investigation 2 (Round 4) 

P
a
r
ti

c
ip

a
n

t 

C
o

m
m

e
n

ts
 

What went 
well? 

Steps 1 & 2  
 Full field investigation 

 Much of logistics in place. 

 Delay of 7 days NTF telephone contacts available 
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Field Investigation 2 (Round 4) 

 Funds were quickly made available funds by AFENET and MSF 

Steps 3 & 4  
 Exhaustively done with data and info 

 Excluded some differential diagnoses  

 Info too broad to narrow down to an hypothesis 

 Inclusive team composition  

Step 5  
 Clinicians collected blood and cerebrospinal fluid samples 

 Results excluded malaria, most VHFs and bacterial infections as a possible cause. 

Labs can only diagnose a few  

 Didn‟t come up with precise cause or diagnosis, but determined non-infectious 

etiology was likely 

Step 6  

 None  

 Didn‟t tell people not to eat dead animals 

 Invest in a district RRT 

Step 7  

 Well done according to available information 

 Symptomatic treatment recommended 

 Local work IEC materials on standby in proportion to epidemiology of area 

Steps 8 & 9  
 Field investigation report written and submitted 

 Didn‟t adhere to recommended format „annex 6‟ 

 Information not well presented 

 No recommendations  

 Where samples were collected need to have a standardized reporting format  

 Include environmental officer on the initial team 

Step 10 

 None -Environmental research on heavy metals 

 

What 
challenged 
you? 

Steps 1 & 2 
 No ring fenced (set aside) and accessible funds at the national or district levels 

 Delay of 7 days 

Steps 3 & 4 

 Information too broad to narrow down to an hypothesis 
Step 5 
 Labs can only diagnose a limited number of infectious diseases, and  

environmental toxins or heavy metals may require special sample collection , or 

specific testing capacity (e.g., use of Pb-free needles and collection tubes)  

 Didn‟t come up with diagnosis 

Step 6 
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Field Investigation 2 (Round 4) 

 Didn‟t tell people not to eat dead animals 
Step 7  

 Symptomatic treatment recommended 
Steps 8 & 9 
 Didn‟t adhere to recommended format „annex 6‟ 

 Info not well presented 

 No recommendations  

 Where samples were collected 

What would 
you have done 
differently? 

Step 1 & 2 
 Have NTF telephone contacts available 

 Available detailed funds to decrease delay 

Steps 3 & 4 

 Inclusive team composition 

Step 6 

 Invest in a district RRT 
Step 7  

 Local work IEC materials on standby in proportion to epidemiology of area 
Steps 8 & 9 
 Need to have a standardized reporting format  

 Include environmental officer on the initial team 

Step 10 

 Environmental research on heavy metals 

O
b

se
r
v
e
r
 c

o
m

m
e
n

ts
 

 Actions were completed 

 The group worked with what was given 

 There wasn‟t a push for more information (from labs, line-list, higher animal health) 

 Additional tests were identified.  

 Labs need to be identified in advance – referral IATA trained staff, processes. 

 Preparation and capacity building at the district level. 

 Decisions were based on results 

 Links needed to existing guidance for report templates etc. in a single location  
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Field Investigation 2 (Round 4) 

P
le

n
a
r
y
 o

n
 R

o
u

n
d

 4
 

 The Ugandans have highly skilled, well trained people available.  There was good collaboration. 

 Do you have an environmental person on the investigation team? If so, that person should be 

included on the NTF. 

 Environmental and animal experts should be included in NTF teams and should be included in the 

framework.  

 We need to look at strengthening the preparedness of the districts. There could be a checklist in an 

annex of the Framework that includes the items that the districts should have.  

 The WHO is preparing a sort of atlas of all of the districts. It is important to know the profile of the 

districts.  

 Part of preparedness is to ensure that members of the team are knowledgeable so that they can 

prepare their course of action. For example, if lead toxicity is suspected, environmental experts 

should be informed so they can communicate with their appropriate contacts, obtain proper certified 

Pb-free needles and supplies, and assure the collection of proper specimens, as well as certified 

laboratories which can provide accurate results.  

 Importance of community structures for communication. We need a mechanism to monitor and 

build capacity in the response.  

 Research issues: 

o There is a need to include researchers in discussion 

o Countries might consider dividing research into two types. 1) theoretical 2) operational 

research. .  Theoretical research may require months of planning and IRB approvals vs. 

operational research, which is usually done rapidly during the outbreak, with the objective of 

providing data to managers to better guide disease prevention and control activities. 

o The response needs to be focused on the people. Research should be part of the 

preparedness to plan ahead to access resources for example, from Predict. 

o If topics for research were identified and approved in advance, research to identify risk 

factors or methods of disease transmission can be initiated early in an outbreak. This can be 

facilitated by the creation of a generic form facilitating rapid IRB approval of practical, 

operational research.  

o The first report of the RRT should include suggestions for areas of research. The research 

must start during the emergency, so that it is a priority and because it takes a long time to 

complete research.  

o We need to document information gaps that exist after outbreaks to help us to continue 

research even after the end of an outbreak. For example, we want to know the source of the 

Ebola outbreak in Uganda.  

o In between epidemics, we need to identify priority research questions. This should be in the 

Framework.  

o You have to look at the pathogen to link it to the epidemiology. You should keep pathogens 

and run it against a gene bank. 
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Field Response (Round 5) 
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What went 
well? 

 The meeting convened and all key sub-committees attended and contributed 

 A summary of the field investigation recommendations were discussed in the NTF 

 The animal health laboratory results pointed to a clear diagnosis 

 Consistency in laboratory results for animals and human samples 

What 
challenged 
you? 

 No definitive diagnosis made by RRT 

 Report of RRT lacking in detail in terms of person, place and time 

 No wildlife studies conducted 

 No situation report was received from the field 

What would 
you have done 
differently? 

 The RRT should have conducted comprehensive investigations addressing all risk 

factors 

 Preparation of detailed report (person, time, place analysis) 

 Link affected homes with animal/bird cases and other environmental factors e.g. 

water sources, location of gold mine 

 Water quality testing at different levels (up and down stream) 

 Soil sample analysis 

 Wild animal sample connection and analysis  
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 Really good questions were asked 

 Environmental focus 

 Media, IHR notification 

 We did not see a response plan. The Framework might include a template for a response plan. 

 It would be helpful for the Framework to reference IHR guidelines 
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 Guidance on an exit strategy  should be included in the Framework 

 Opportunity for advocacy to be included in the Framework 

 The MoH, through the Ministry of Foreign Affairs,  should consider sharing information with 

neighboring  countries  

 A scale back section of the Framework might include 

o  „exit strategy‟  

o follow-up of  persons who are ill  

o research  

 Suggestion for the Framework to recommend allowing entrance to national parks in the event of an 

outbreak. Tourists should be briefed so that they are aware of what to do to reduce infection risk.  

 The Uganda wildlife Authority does not have enough technocrats to do sample collection. Capacity 

building is needed.  

 We need to make it a priority to find out if the Ebola outbreak came from the wildlife. 

 Should facilitate process for operational research. National council on Emergencies has protocols on 

the conducting of research during an emergency. 
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Plenary Discussion on rounds 1-5 
 When there is no emergency to come together, it is not justifiable for people to come together for 

preparation. EMC, NTF do not meet regularly when there are no outbreaks.  

 We have been having monthly IDSR meetings. Most of those 80 people would also sit in the NTF meeting. 

Perhaps, it would make sense to have an additional agenda item on Preparedness as part of the IDSR 

meetings.  

 It is always the same group of people involved in response. There is a psychosocial impact on all of the 

responders when they are not rotating appropriately. We cannot continue to have the same people in 

Uganda to be deployed for long periods of time. There is not clear guidance on how long health workers 

should be working in the field. This will inform the human capacity levels needed to have enough human 

resources to keep rotating staff. 

Section 4: Lessons Learned for Uganda 

During this session, participants were asked to work in trios and identify three lessons learned as the basis for 
planning next steps during the last session.  In plenary, each group read the three lessons and the facilitator hung 
each list on a 'clothesline' strung at the back of the room.  The facilitator then asked participants to prioritize 
the three lessons that seemed most important for Uganda.  The facilitator guided a discussion of the prioritized 
list of lessons learned.  In the discussion, entries that were similar were combined and given summary titles by 
the participants.  Below is the categorized list of lessons learned per category and the number of votes each one 
received.  
 

Preparedness (30 votes total) 
 Need to prioritize preparedness at all levels (10 votes) 

 Risk mapping and epidemiological profile key preparedness prerequisite (10 votes) 

 Need available funds (7 votes) 

 Preparedness is key and requires high-level support (advocacy is a needed skill set) (3 votes) 

Formalization/Standardization (11 votes total) 
 Need formal NTF & RRT SOPs for efficiency (6 votes) 

 Need to formalize structures and functions (3 votes)  

 An outbreak response framework is necessary (2 votes) 

 Need a list of experts in terms of research (1 vote)  

 Develop standardized checklist for each stage 

 Succession planning for the NTF 

Communication/Sharing information broadly (11 votes total) 
 Importance of sharing information with all stakeholders at the beginning of an event (7 votes) 

 The key role of communication at all phases of response (4 votes) 

 Need to build a national critical mass for preparedness and response  

Early Inclusion of representatives of all sectors (8 votes total) 
 All key competencies should be included in the initial RRT (5 votes) 

 Need for early involvement of social mobilization and communication experts (3 votes) 
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Open mindedness as to the source of the public health event (5 votes total) 
 Simultaneous consideration of both animals and humans (2 votes) 

 Broad mind in approach in each potential PHE ( 1 vote) 

 We need to be open minded when investigating PHE (1 vote) 

 During outbreak investigation, the RRT should be open minded (1 vote) 

Simulation 
 The expertise gives a quick impression of management of epidemics  

 The simulated actions do not necessarily match the actual field situation 
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Section 5: Reflections on Framework Post-Simulation 

Participants and observers worked together to reflect on the Framework against their experience and 
reflections of the tabletop simulation exercise.  Each of four groups worked on a phase or stage of the WHO 
Framework (Preparedness, Alert Management, Field Investigation and Field Response) utilizing a chart 
summarizing the items of their assigned phase or stage. Participants indicated the helpfulness and relevance of 
each item on the chart as well as noting anything that would be helpful to include.   After the groups completed 
the chart, one presenter of each group remained at his or her table while the other members rotated to the 
next table.  The presenters had 10 minutes to explain to the visiting group what was captured on the chart and 
respond to and include additional notes and comments.  The visiting groups rotated two more times so that 
participants could contribute to changes and suggestions to the four Framework stages.  Presenters noted all of 
these on the large charts that are reproduced here. 
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FRAMEWORK PHASE: PREPAREDNESS  
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EMC /NTF:  The EMC/NTF is a national, recognized and collaborative multi-sectoral 
and multidisciplinary platform of institutions with effective communication and 
collaboration.  
 
 

 
 

RRT:  The RRT is sufficiently agile and resilient to be deployed one an alert is deemed 
credible 
RRT is the armed branch and backbone of the NTF 
Participant suggested that the “agile” and “resilience” be defined. (i.e. resilient = depth? Agile = 
multi-disciplinary?) 

 
This was 

indicated as 
most helpful 

 

Surveillance:  Country and regional multi-sectoral surveillance and information systems 
are in place that are capable of providing formal and non-formal PHE alerts to the 
NTF/RRT 
 

 

 

Training/capacity building:   

 NTF/RRT members have read published scientific literature pertinent to their 
files of expertise and all PHEs occurring in their geographic area of responsibility 
Participant question: How to verify? 

 RRT capacity has been built through scenario-based field training and deployment 

 RRT Formal training as well as Health staff, local authorities  and Community 
leaders and CHW 

Participant suggested that a distinction be made between community levels + district vs. national 

 

 

Infection, prevention and control:   

 All relevant infection, prevention and control national policies are established 

and their corresponding systems are functional for preventing the spread of 
disease and hazardous agents 

 Case management protocols developed 

 Vaccination coverage (RRT, Case management staff) 

 RRT has the capability to implement these measures when conducting field 
investigation and response 

Participant wondered at what level this would be established. 

 
This was 

indicated as 
most helpful 

 

Communication plan:  Responsibilities and lines of multi-sectoral and multidisciplinary 
communication for ensuring efficient and effective technical and political support and 
action are defined. 
Include in training. Coordinate with other sectors on public messaging also 

 

 

 

Logistics and finance: 

 Preparedness and response activities are sufficiently supported logistically and 
financially. 

 A budget is available for the purchase of petrol and an adequate number of 
vehicles are functional and immediately accessible prior t the field investigation 
stage 

 Materials and supplies are pre-positioned at appropriate locations 
 

 

 

Written response plan: 

 A written copy of the country-adapted and context-relevant PHE of IUE 
preparedness and response plan. 
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FRAMEWORK PHASE: PREPAREDNESS  
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 A case management strategy is in place for each specific PHE that could 
potentially occur in the country and/or region as well as Health sector strategy 
and plans in place 

 Social mobilization, psychosocial support for discharged patients‟ parents, families 
and community. 

 Relationship between NTF/RRT and the IHR Focal Point is defined 
Participants saw the need for a sample response plan. Risk mapping 

Diagnostic laboratories: 

 A written and politically endorsed agreement between NTF/RRT and the 
laboratories identified for receiving and processing patient samples for diagnostic 
confirmation. 

 RRT has readily available all diagnostic sampling kits deemed potentially  
necessary for obtaining and sending samples when conducting  a PHE of IUE field 
investigation 

 Samples SOPs and MTAs prepared to expedite shipments out of the country. 
 

 

 

 
Additional comments by participants on this phase are listed below: 

 All RRT deployments are reviewed after the event for strengths/opportunities for improvements and 

plans/procedures amended 

 Procedures/triggers for RRT deployment 

 ToRs for RRTs 

 Emergency fund + access procedures 

 Surge capacity/ staff rotation to sustain response  

 HR inventory 

 Formalize/establish testing algorithm   

 

 

FRAMEWORK STAGE: ALERT MANAGEMENT 
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Establish of an alert network:    

 Ensure that the NTF has an established, functional and  maintained country-wide 
and regional information source network for receiving and managing formal and 
non-formal alerts 

 Agree upon, record, disseminate and adhere to clinical and epidemiological case 
definitions and epidemic thresholds for all PHEs that could potentially occur in 
the country and region 

 

 

 

Maintain Vigilance:  THE NTF/RRT is vigilant when monitoring both formal and non-
formal alert sources for potential PHEs occurring in their sector of responsibility. 
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FRAMEWORK STAGE: ALERT MANAGEMENT 
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Receive alerts and assess their credibility I: 

 The NTF/RRT assesses the credibility of alerts received. 

 When an alert is received, record how it was received, and by whom it was 
communicated to the NTF/RRT 
 

  

Receive alerts and assess their credibility II:  Use proposed list criteria to 
determine if an alert is credible or not. 
 

 
 
 
 

 

Commence coordination of the field investigation:  commence coordination of 
field investigation,   if the RRT Manager/Team Leader, in agreement with the NTF 
Chairman or equivalent, determines that an alert is credible.  State  what possible public 
health risk(s) may be underway and ensure that relevant multi-sectoral and multi-
disciplinary stakeholders are informed  and ready to support the field investigation. 
N.B. This stage could not be hindered by lack of previous agreed logistical and/or 
financial support 
Respond to all alerts regardless of sources , emphazing the role of district RRT in 
initiating investigation and response  
 

  

Evaluate:  Evaluate the alert management stage for efficiency and effectiveness at least 
once per month, including writing a short report detailing; 

 number of alerts received, 

 number of alerts deemed credible 

 number of credible alerts that were infectious versus non-infectious PHEs  

 number of alerts responded to with a field investigation by the RRT. 
 

  

 

Additional comments by participants on this phase are listed below: 

 Alert network is helpful but should be premised on harmonized functional multi-sectoral surveillance. 

Continuous risk mapping is pre-requisite. 

 Other opportunities: IHR committee & One Health approach 

 Vigilance: share credible alerts with other sectors 

 Receive alerts & assess credibility: merge credibility 1 & 2 steps 

 Source of alert is missing, it should be included 

 Have a template within the framework for recording     receiving 

 Relevant department personnel division 

 RRT should be used to assess credibility 
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FRAMEWORK STAGE: FIELD INVESTIGATION 
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Pack the vehicle  Pack the vehicle medicine for infected patients encountered during the 
investigation, diagnostic sampling kits, PPEs, office supplies, communication devices, data collection 
templates, analysis tools and money for expenses 
 
Proposed Edits: Pack the vehicle  Pack the vehicle with all necessary supplies e.g. medicine for infected 
patients encountered during the investigation, diagnostic sampling kits, PPEs, office supplies, communication 
devices, data collection templates, analysis tools and money for expenses 
 

 

 

 

Arrive on location   Develop collaborative relationships among local, district, national and regional 
health and political authorities from the start.  To the extent possible,  establish working 
relationships that complement each entity‟s investigative responsibilities 
 
Proposed Edits: Arrive on location   Ensure meet + plan.  Develop collaborative relationships among 
local, district, national and regional health and political authorities from the start.  To the extent possible,  
establish working relationships that complement each entity’s investigative responsibilities 
 

 

 
 

 

Conduct a preliminary assessment and collect data    Review all available sources of 
information in the affected community together with local authorities.  Collect demographic, 
epidemiological and clinical data at health facilities and in the community. Provide standardized data 
collection templates. 
 
Proposed Edits: Conduct a preliminary assessment and collect data    Review all available sources 
of information in the affected community together with local authorities.  Collect demographic, epidemiological 
and clinical data at health facilities and in the community. Provide standardized data collection templates, 
social data. 
Develop community case definition and update 

 

 
 

 

Formulate an initial hypothesis   

 Formulate an initial hypothesis regarding the possible causes of the PHE of IUE.  
Continuously assess the hypothesis and, where appropriate, modify it according to the 
emergence and availability of new information 

 Block and prohibit access to sources or locations thought to be responsible for primary 
transmission of the  PHE of IUE 

 
Proposed Edits: Formulate an initial hypothesis  + working hypothesis  

 Formulate an initial hypothesis regarding the possible causes of the PHE of IUE.  Continuously assess 
the hypothesis and, where appropriate, modify it according to the emergence and availability of new 
information 

 Block and prohibit access to sources of primary transmissions e.g. food, water, animal resources or 
locations thought to be responsible for primary transmission of the  PHE of IUE 

 Draft response plan 

 

 

Collect and send specimens and/or patient samples for laboratory diagnosis      

 Collect samples, including patient, animal or environmental samples based on the preliminary 
hypotheses and in accordance with laboratory protocols for confirming a diagnosis.   

 Advise the appropriate laboratory that samples are being sent.   

 Communicate the procedures and reasons for a diagnostic test to patients and their family 
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FRAMEWORK STAGE: FIELD INVESTIGATION 
 
 

 

H
e

lp
fu

l 
 

N
o

t 
re

le
va

n
t 

o
r 

n
o

t 
h

e
lp

fu
l 

and only perform them upon receipt of verbal consent 

 Proposed Edit: Ensure ethical considerations are taken. Communicate the procedures and 
reasons for a diagnostic test to patients and their family and only perform them upon receipt 
of verbal consent 
 

 

Training   Provide medicine and PPE to local health staff or others when necessary and after they 
have received training on their use. 
 
Proposed Edits: Training   Provide education materials, and necessary supplies & equipment 
education after relevant training medicine and PPE to local health staff or others when necessary and 
after they have received training on their use. 
 

 

 
 

 

Ensure the provision of optimum clinical care    Prioritize the health and safety of those 
infected; encourage health authorities to provide optimum clinical care and early clinical management  
for those infected and isolate patients if appropriate  
 
Proposed Edits: Ensure the provision of optimum clinical care    Prioritize the health and 
safety of those infected as well as health care workers; encourage health authorities to provide 
optimum clinical care and early clinical management  for those infected and potential contacts and 
isolate patients if appropriate + safe burial. 
 

 

 

 

 

Communicate to the NTF and enact support channels     

 Communicate with NTF regarding the field investigation findings so that technical and 

political support channels can be immediately activated and utilized.  

 Initiate IHR reporting at national level. 
 

 

 

 

 

Write a field investigation report     Write a report to inform all authorities and stakeholders 
are informed.  

 
 

 

Identify potential research     Identify potential research that may contribute to the improvement 
of PHE of IUE identification, control, prevention and/or treatment efforts.  Respect all standards for 
clinical research and participant protection, including using  Ethical Review Board  (ERB)-approved 
study protocols and obtaining written consent for research participation from individuals who have 
been informed of potential risks, benefits, alternatives and responsibilities of the study prior to their 
enrollment. 

 

 

 

Additional comments by participants on this phase are listed below: 

 How do you develop hypothesis – line testing 

 Practical development of hypothesis 

 Check on social investigations should be doing medical 
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FRAMEWORK STAGE: FIELD RESPONSE 
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Scale up response components:  Ensure that the response components commence as soon 
as possible, addressed by a relevant entity.  Ensure daily community and multi-sectoral 
communication for and coordination of implemented response components 
Participants would like to see a definition of scale up , more specifics on activities, and clear roles & 
responsibilities  
 

 

 
 

 

Maintain response components:  Ensure that all response components are effective and 
maintained throughout the duration of the event. Ensure daily community and multi-sectoral 
communication for and coordination of implemented response components 
Participant suggestion: Monitor & adjust response according to the situation 
 

 

 

 

 

Scale back response components:  Slowly begin to scale back the response components, in 
discussion with multi-sectoral and multi-disciplinary stakeholders. Remain vigilant.  Ensure that 
standards for clinical research and participant protection are respected. (This includes using and 
ERB-approved study protocol and obtaining informed written consent for participation prior to 
enrollment in the study. W possible, conduct post-PHE health services restoration, patient 
follow up and reporting 
Additional patient or environmental samples may be necessary)  Participants suggest Removing 
this sentence. Over-arching. 

 

 

 

 

Additional comment by participants on this phase is listed below: 

 Capture “research” as a separate Framework stage 
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FRAMEWORK STAGE: FIELD RESPONSE 

Response Components 
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 Component 1: Epidemiological surveillance and case detection :  Organize an 
epidemiological surveillance and case detection system in which community leaders and members 
alert the RRT of suspect cases. This system should refer individuals fulfilling a PHE of IUE 
epidemiological case definition, when available, to a health facility for clinical assessment and, if 
appropriate, admission. 
 
 Proposed Edit to title: Component 1: Epidemiological surveillance and suspect case detection 
in community:   

 

 

 

 Component 2: Case diagnosis   Accompany individuals who fulfill the clinical and epidemiological 
case definition to a hospital ward for clinical assessment and, where appropriate, categorization as 
PHE of IUE suspected patient.  Discharge patients with eventual laboratory confirmed negative test 
results and assess them for an alternative illness or retest them if the PHE of IUE clinical suspicion 
remains. Contribute to clinical discussions regarding discharge protocols and long-term follow up. 
 
Participant suggested taking out the word “confirmed” in the second sentence.  

 

 

 

 Component 3: Case detection in the health facility Screen patients on admission as well as 
those hospitalized on general wards. Screen corpses. General wards refer suspected cases to a 
specific ward.  Encourage health facilities authorities to operate all normal services  and negotiate 
with them if health services suspension or reduction of non-essential services  
 
Proposed Edit to title: Component 3: Case detection in the health facility + community    

 

 

 

 Component 4:  Case management   Provide optimum patient care (defined as best possible 
care available based on the probable diagnosis of the PHE of IUE and the context).  Follow case 
management protocols in accordance with national and/or international standards. 
 

 

 
 

 

Component 5:  Design and construction of the ward If necessary, design and construct a ward 
which has separate areas for the eventual suspected and confirmed cases. 
Erect transparent web-like net fencing around the ward 
  

 

 

 

 Component 6:  Psychosocial support and psychological care   Ensure that relatives of the 
deceased participate in burial and disinfection activities while adhering to bio-safety norms. Speak 
directly with patients and care givers to explain procedures, listen to concerns and ensure agreement 
with programme participation. Sensitize family members, neighbors and bystanders to the causes and 
modes of transmission of the PHE/illness/hazard and the intervention. Inform patients and their 
families about the PHE of IUE and allay fears. 
 

 

 

 

 Component 7:  Peripheral health facility support   Train staff of health facilities located on or 
near the fringe of the PHE‟s epicenter on prevention measures; request them to identify possible 
infections (or illness) and to report potential cases to authorities. 
 

 

 

 

 Component 8:  Information, education and communication campaign Initiate an IEC 
campaign appropriate to the type of event that is transpiring.   Identify an IEC component 
spokesperson. Use mass media communication and discussion with community groups and individual 
families 
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FRAMEWORK STAGE: FIELD RESPONSE 

Response Components 
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 Component 9:  Safe burial and disinfection   Ensure safe burial of potential infected corpses, 
disinfection of household items and replacement practices are initiated that are appropriate to the 
type of event that is transpiring.  Explain the processes to family members and allow them to witness 
the processes. 
 

 

 

 

Component 10:  Home-based risk reduction (HBBR) Implement HBBR practices, appropriate 
to the type of event, if an individual resists hospital-based care.  Follow up the patient daily (by a 
medical professional and psychologist) to ensure adherence to the HBRR protocol, to replenish 
medical stocks and to clinically assess the patient.  Ensure that a designated caregiver (family 
member)is provided with PPE and trained to care for the patient 
At each visit, encourage the patient to accept hospitalization. 
 
Participants suggested adding “(Discharge strategy)” at the end of the title of this component.  

 

 

 

Component 11:  Infection control in the health facility   Implement infection control in the 
health facility appropriate to the type of event. Infection control should address PPE appropriate for 
method disease is transmitted (e.g., respiratory), proper handwashing, improving water quality, 
storage and delivery, as well as creating systems for safe disposal for sharps and contaminated waste, 
use of surface disinfectant, sterilization of equipment. Limit, when possible, the number of injections  
 

 

 

 

 

Additional comments by participants on this phase are listed below: 

 Components should be linked to guidelines 

 Define/unpack phrases (glossary) 

 Due to multiple activities, strong coordination is needed 

 Reorganize & sequence components according to: 

1. Surveillance 

2. Case management 

3. Infrastructure/ HPC 

4. Exit  

 Take out component numbers so as not to infer that they are listed in order by priority or that should occur 

sequentially in that order because many of the components occur simultaneously .
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Section 6: Next Steps for Uganda and WHO/AFRO 

This session provided an opportunity for participants and observers to consider how they wanted to move 
forward, particularly in light of the prioritized Lessons Learned, which the rapporteur distributed at the 
beginning of the exercise for referral.  The facilitators divided the participants into groups of NTF sub -
committees with some sub-committees combined to facilitate discussion:  Epidemiology/Lab and 
Ecology/Research; Case Management/Infection Prevention; Coordination and Logistics; and Psychosocial and 
Social Mobilization.  The observers formed a separate group.  The facilitator then led a presentation-then-
question/answer session where each group presented its next steps and all others could comment or request 
clarification. 
 
The summary below captures the presentations and comments offered in plenary.  

Case Management Subcommittee 

 Standardizing forms and protocols 

 Increasing the number of people available to respond 

 Learning more and doing additional research on infection control 

 Inventory of equipment that are easily accessible and deployable to the field 

 Having drills and simulations 

 New personnel in case management 

 Strengthening control in facilities across the country 

 Case management protocols disseminated  

 Have permanent isolation units  at least regionally for response, training and drills 

 People should be continuously practicing universal infection prevention protocols 

 We should identify existing protocols. Rather than reinventing the wheel and recreating protocols, we 

should adapt and update existing protocols to match current contexts. 

 

Epidemiology/Lab, Ecology & Research Subcommittees 

 Proposal to have a permanent National Epidemic Preparedness & Response Committee to meet 

regularly and focus on preparedness, rather than having a temporary NTF which only meets during 

epidemics.  

 Formalize the National Epidemic Preparedness & Response Committee. We need to formally nominate 

the members 

 Institutionalize the National Epidemic Preparedness & Response Committee. We could have co-chairs 

from relevant sectors. It should have a budget and a clear ToR for the committee members 

 Formalization of the RRT & formal nominees of the members 

 Regular training of the RRT. Simulations every 6 months when there is not an outbreak. 

 We need regional RRT teams built around the regional hospitals  

 IDSR trainings 

o Target all districts 

o In the spirit of One Health should engage HCWS, DVOs, Wildlife officers, CPOs etc. 

 Community surveillance. 

o Training PHT and community leaders to enhance community capacity 

 Risk mapping & epidemic district/regional profiling 
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 Develop standardized algorisms for specimen handling and sample analysis 

 Mass production and dissemination of SOPs to the districts. 

o IDSR tech guidelines 

o Lab SOPs 

o Case definition charts  

 Build a national critical mass for preparedness and response  

 

Psychosocial Subcommittee 

 We need to develop a checklist for psychosocial needs assessment/situational analysis 

 Adaptation of an existing psychosocial manual to the local context 

 Guideline on the establishment of a wellness facility for health workers and the response team.  

 Guidelines on training of local personnel (health workers in psychosocial response). 

 Guideline on identification, care and management of people with specific psychosocial and mental health 

needs, communities, families etc. 

 Checklist for monitoring and evaluation of psychosocial response. Identification and training of a strong 

psychosocial team at the national level 

 Guideline on patient discharge management i.e. initial counseling, managing solidarity kits, transport back 

home and follow-ups 

 Need to plan for succession and back-up 

 

Social mobilization Subcommittee 

 Identify, mobilize and constitute a strong social mobilization team at the national level. 

 Identify and develop relevant social/communication guidelines.  

 Develop a checklist/monitoring tool that can be used to assess preparedness and monitor response 

activities. 

 Develop materials for advocacy with leaders at different levels. 

 Mapping of different media organizations that can be used in dissemination in public education 

information. 

 Develop standard message templates 

 Social mobilization guidelines 

 Standardized message templates that can be disseminated through different channels 

 

Logistics & Coordination Subcommittees  

 Designate a functional, multi-disciplinary and multi-sectoral national task force on the national and 

district level. Train and protect them and make them ready for deployment with relevant vaccinations. 

 Develop a costed National EPR plan informed by a comprehensive risk mapping.  Use this  for resource 

mobilization including technical assistance 

 Resource mobilization. Have readily available and accessible funds 

 We identified partners to share the EPR plan with: WHO, USAID, EPT program, CDC and other 

partners 
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 We will coordinate development and disseminate SOPs and guidelines and disseminate to stakeholders 

at all levels 

 Stockpile essential medicines, vaccines, PPEs, and position them at strategic positions in case of 

emergency 

 Conduct simulation for Epidemic Preparedness and Response Plan 

 Ensure coordinated flow of information between stakeholders using WHO guidelines 

 Need a bottom up approach for logistics. For example, case management and epi need to detail their 

budget before they can pass it on to logistics & coordination 

 

Partners’ Subcommittee 
 The Framework needs to emphasize the importance of a multi-sectoral effort. It currently focuses more on 

public health while the role of animal and environmental health is critical. 

 The preamble needs to address multiple sectors. 

 Finalize the report from this meeting by mid to late August. 

 DRC workshop dates are set.  

 We may readjust how we do the workshops in the DRC by possibly combining the workshops. Ideas 

include either holding them back to back, or to integrate the two.  

 After all of the beta-testing workshops are completed, WHO plans to hold a workshop in Brazzaville to 

participate in the re-drafting with a consultant who will provide an initial redraft to work from.  

 Subcommittees requested to submit a 1-2 page request to WHO by this Sunday so that WHO can submit 

the requests to partner agencies for support.  

 The donor community can indirectly push the Uganda‟s government to put aside money for preparedness, 

and not just response.  

 We all need to be advocates for an emergency fund. 

Closing 

In closing the workshop, Dr. Tshioko congratulated everyone on their successful participation in the tabletop simulation 
and their thoughtful discussions during the after action review.  He thanked the Government of Uganda for their 
willingness and efforts to beta test the Framework and their 
contribution to its improvement.  Dr. Makumbi extended his 
appreciation to WHO and USAID for this opportunity for 
collaboration and expressed thanks to the participants for 
their hard work and commitment to improving Uganda‟s 
systems for preparedness and response.  Finally, the 
facilitation team presented certificates of achievement to all 
participants and extended special thanks to Dr. Tshioko, Dr. 
Nanyunja, Dr. Makumbi, Ms. Kramer and Mr. Silva for their 
leadership and support throughout the beta testing effort.  
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Appendix A: List of Invited Participants 

NO TITLE NAME DESIGNATION  INSTITUTION  
SUB-
COMMITTEE EMAIL 

1 Dr 
Amone Jackson 
Kaka 

Assistant 
Commissioner 
Health Services 

Ministry of 
Health  

Case 
Management & 
IPC amonekaka@yahoo.co.uk 

2 Dr Henry Luzze  
Senior Medical 
Officer 

Ministry of 
Health  

Case 
Management & 
IPC luzzehenry@hotmail.com  

3 Dr 
Immaculate 
Ampeire  

Senir Medical 
Officer 

Ministry of 
Health  

Case 
Management & 
IPC ampaire7@yahoo.co.uk 

4 Dr Henry Kyobe 
HIV/AIDS 
Director UPDF UPDF 

Case 
Management & 
IPC hskyobe@gmail.com 

5 Ms 
Christine  
Akumu  Nursing Officer  

Ministry of 
Health  

Case 
Management & 
IPC christineakumu45@yahoo.com 

6 Dr Deborah Atai  
Consultant 
Family Physician 

Ministry of 
Health  

Case 
Management & 
IPC ataiomo@yahoo.co.uk 

7 Dr Titus Beyeza Deputy Director 

Mulago 
National 
Referral 
Hospital 

Case 
Management & 
IPC beyeza2012@yahoo.com  

8 Mr.  Elzein Elsiddig Logistician MSF 

Case 
Management & 
IPC   

9 Ms.  
Jackie Ouire 
Ronit 

Medical 
Coordinator MSF 

Case 
Management & 
IPC   

11 Mr. 
Raymong 
Kirungi Program Officer 

Office of the 
Prime 
Minister Coordination  nungiray@gmail.com 

12 Dr. Winyi Kaboyo 

Assistant 
Commissioner 
Health Services 

Ministry of 
Health  

Ecology and 
Research winyikaboyo@yahoo.com 

13 Mr. Fred Mulabya 

Senior Principal 
Environmental 
Health Officer 

Ministry of 
Health  

Ecology and 
Research mulabyafred@yahoo.com  

14 Dr. 
Esther 
Namukose 

Technical 
Assistant 

Ministry of 
Health  

Ecology and 
Research preciousmuwanguzi@yahoo.ca 

15 Dr. 
Victor 
Tugumizemu 

Technical 
Assistant 

Ministry of 
Health  

Ecology and 
Research tugvictor@yahoo.co.uk 

16 Dr. 
Patrick 
Atimnedi 

Veterinary 
Coordinator  

Uganda 
Wildlife 
Authority 

Ecology and 
Research 

patrick.atimnedi@ugandawildlife.
org 

17 Dr. Deo Ndumu 
Senior 
Veterinary 

Ministry of 
Agriculture 

Ecology and 
Research ndumudb@gmail.com  

mailto:luzzehenry@hotmail.com
mailto:hskyobe@gmail.com
mailto:christineakumu45@yahoo.com
mailto:beyeza2012@yahoo.com
mailto:mulabyafred@yahoo.com
mailto:ndumudb@gmail.com
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NO TITLE NAME DESIGNATION  INSTITUTION  
SUB-
COMMITTEE EMAIL 

Officer 

18 Dr. 
Gladys Kalema-
Zikusoka 

Chief Executive 
Officer CTPH 

Ecology and 
Research gladys@ctph.org  

19 Dr. Rose Ademun 

Principal 
Veterinary 
Officer 

Ministry of 
Agriculture 

Ecology and 
Research ademunrose@yahoo.co.uk 

20 Dr. Issa Makumbi 

Assistant 
Commissioner 
Health Services 

Ministry of 
Health  

Epidemiology & 
Lab issamakumbi@gmail.com  

21 Dr. 
Joseph F 
Wamala 

Senior 
Epidemiologist 

Ministry of 
Health  

Epidemiology & 
Lab josephwamala@gmail.com 

22 Dr. Charles Okot  

National 
Professional 
Officer 

World Health 
Organization  

Epidemiology & 
Lab okotc@ug.afro.who.int 

23 Mr. Luswa Lukwago 
Senior 
Epidemiologist 

Ministry of 
Health  

Epidemiology & 
Lab luswal@yahoo.com  

24 Mr. 
Mugagga 
Malimbo  

Principal 
Biostatistician 

Ministry of 
Health  

Epidemiology & 
Lab malimbom@yahoo.com  

25 Dr. Robert Musoke Epidemiologist 
Ministry of 
Health  

Epidemiology & 
Lab robert.musoke@yahoo.co.uk 

26 Dr. Francis Adatu  

Principal 
Medical Medical 
Officer 

Ministry of 
Health  

Epidemiology & 
Lab adatu.francis@gmail.com 

27 Dr. James Sekajugo 

Principal 
Medical Medical 
Officer 

Ministry of 
Health  

Epidemiology & 
Lab jsekajugo@gmail.com 

28 Mr. Atek Kagirita 
Laboratory 
Scientist 

Central Public 
Health 
Laboratories 

Epidemiology & 
Lab akagirita@gmail.com 

29 Dr. Julius Lutwama 
Senior Principal 
Research Officer 

Uganda Virus 
Research 
Institute 

Epidemiology & 
Lab jjlutwama03@yahoo.com 

30 Dr. 
Luke 
Nyakarahuka 

Program Officer, 
CDC/UVRI 

Uganda Virus 
Research 
Institute 

Epidemiology & 
Lab Nyakarahuka@gmail.com 

31 Mr. 
Trevor 
Shoemaker 

CDC Special 
Pathogens Lab. 
Director CDC 

Epidemiology & 
Lab tis8@UG.CDC.GOV 

32 Dr. 

Barnabas 
Bakamutumah
o 

Laboratory 
Scientist 

Uganda Virus 
Research 
Institute 

Epidemiology & 
Lab bbarnabas2001@yahoo.com 

33 Dr. Olivia Namusisi 
Programme 
Officer AFENET 

Epidemiology & 
Lab namusisiolivia@afenet.net 

34 Mr. Okumu Morris Program Officer 
Ministry of 
Health  Logistics morriokum@gmail.com 

35 Dr. Julius Muron 
Consultant 
Psychiatrist 

Mulago 
National Psychosocial julius.mura@gmail.com  

mailto:gladys@ctph.org
mailto:issamakumbi@gmail.com
mailto:josephwamala@gmail.com
mailto:luswal@yahoo.com
mailto:malimbom@yahoo.com
mailto:robert.musoke@yahoo.co.uk
mailto:julius.mura@gmail.com
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Referral 
Hospital 

36 Dr. 
Janet 
Nakigudde Psychologist 

Mulago 
National 
Referral 
Hospital Psychosocial janetnakigudde@gmail.com 

37 Dr. 
Muhwezi 
Wilson 

Associate 
Professor of 
Clinical 
Psychology 

Mulago 
National 
Referral 
Hospital Psychosocial w.muhwezi@yahoo.com  

38 Dr. 
Christopher 
Oleke  

Assistant 
Commissioner 
Health Services 

Ministry of 
Health  

Social 
Mobilization olekec@yahoo.com 

39 Ms. Lilian Luwaga  
Senior Health 
Educator 

Ministry of 
Health  

Social 
Mobilization lilianeluwaga@yahoo.co.uk 

40 Ms. 
Rukia 
Nakamatte 

Public Relations 
Officer 

Ministry of 
Health  

Social 
Mobilization mbrukia@yahoo.co.uk 

41 Mr. Ben Sensasi 

National 
Professional 
Officer 

World Health 
Organization  

Social 
Mobilization sensasib@ug.afro.who.int 

42 Mr. Samuel Mutebi  

Marketing and 
Communication
s Assistant CTPH 

Social 
Mobilization mutebi@ctph.org  

43 Mr. Anyika Morris  
Health 
Coordinator  URCS 

Social 
Mobilization morrisayika@yahoo.com  

44 Dr. Patrick Tuslime 
District Health 
Officer of Kabale 

Ministry of 
Health  

Epidemiology & 
Lab   

45 Dr. 
Robert 
Downing 

Laboratory 
Specialist CDC 

Epidemiology & 
Lab   

46  Dr.  
Miriam 
Nanyunja Observer 

World Health 
Organization  Coordination  nanyunjam@ug.afro.who.int 

47 Dr. 

Tshioko 
Florimond  

Observer 

WHO 
Regional 
Office     

48  Ms.  Lisa Kramer Observer USAID     

49 Dr. Douglas Hatch Observer RESPOND     

50  Mr.  
Georges 
Bakgongo Observer 

RESPOND 
    

51  Mr.  Mark Austin Observer CDC Atlanta     

52  Mr. Rob Ryan-Silva Observer RESPOND     

53  Mr. Jeff Borchert Observer CDC Uganda     

54  Dr. 
Tamara Curtin 
Nemi Observer 

WHO Geneva 
Office     

55  Mr.  Thomas Easley Observer 

USAID 
Regional 
Office     

56  Mr. Steven Becknell Observer CDC Uganda     

mailto:janetnakigudde@gmail.com
mailto:w.muhwezi@yahoo.com
mailto:mutebi@ctph.org
mailto:morrisayika@yahoo.com
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57  Ms. 
Helen 
Petrozzola 

Facilitation 
team RESPOND     

58  Ms. 
Margaret 
Morehouse 

Facilitation 
team RESPOND     

59  Dr. Ruth Walkup 
Facilitation 
team RESPOND     

60  Ms. Nina Maiwand Rapporteur RESPOND     

61  Ms. Rose Nauma Event support RESPOND     
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Appendix B: Workshop Agenda 

 

                                  

 

 

Agenda for the Workshop #2:  Tabletop Simulation 

3-4 July 2013, Kampala, Uganda 

 

DAY ONE SIMULATION: 3 JULY 2013  

                 MODERATOR:  DR. MIRIAM NANYUNJA 

 

The overall objective of this scenario-based tabletop simulation is to use the WHO Framework as a guide for 

testing how the guidelines would be operationalized in Uganda and continue to provide field-based input for 

the final revisions of the guidelines.   

Specific Objectives 

4) Exercise, in real time, the decisions and actions key officials and responders are expected to take during 

the alert management, field investigation and field response stages of the WHO Framework. 

5) Identify strengths and gaps in the current Uganda capacity to detect, investigate, determine the 

etiology and respond to public health events. 

6) Provide additional field-based feedback to WHO/AFRO regarding the Framework 

8:30 –9:00  Registration 

9:00-9:15  Official Opening 

 Opening Remarks 

9:15-9:30  Group Photo 

9:30 -10:00   Getting Started  

 Moderator comments 

 Introduction by participants 

 Review key feedback to WHO/AFRO from first workshop and process for revision 

 Objectives of the workshop 

 Review agenda of the two days 

 Introduce tabletop simulation  

10:00 – 10:30  Round 1: Alert Management I 
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10:30 – 11:15  Round 2: Alert Management II 

11:15-11:30  BREAK 

11:30-12:00  Round 3: Field Investigation I 

12:00 -1:00  LUNCH  

1:00 -1:45  Round 4: Field Investigation II 

1:45 -2:30  Round 5: Field Response 

2:30 – 3:00  BREAK 

3:00 – 4:45  Debriefing of the Decisions and Actions taken during the Rounds 1-5 

 Table Task  

 Preparation of presentations  

4:45 – 5:00  Day’s Wrap Up 

 Moderator comments  

 

DAY TWO AFTER ACTION: 4 JULY, 2013  

MODERATOR:  DR. TSHIOKO K. FLORIMOND 

 

9:00-9:15    Welcome to Day Two 

 Moderator comments 

9:15-9:45  Group Work 

9:45 -11:45     Group Reports and Plenary Discussion 

11:45-1:oo  Lessons Learned for Uganda 

 Trio work and read-outs 

 Prioritization of lessons learned 

1:00-2:00   LUNCH  

2:00-3:45  Reflections on Framework Post-Simulation 

 Group work  

 Table walk 

 Plenary discussion 

3:45-4:30  Next Steps for Uganda and WHO/AFRO 

 Group work  

 Plenary discussion 

4:30 – 5:00  Closing of Workshop 

 Moderator comments   

 Official closing 

 Workshop Evaluation 
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Appendix C: Official Opening Remarks 

 
Dr. Solomon Fisseha, Acting WHO Representative Uganda 

Opening Remarks for the WR at the Opening of the Table-Top Simulation Exercise for Beta-Testing the WHO 
Framework for Investigation and Response to Public Health Emergencies of Initially Unknown Origin  
 
Protocol 
Acting Director General of Health Services 
Colleagues from WHO/AFRO 
Representatives from USAID/RESPOND 
Representatives from CDC 
Other Senior MoH Officers 
 
Ladies and Gentlemen, 
 
I am honored to give some remarks at the opening of this second work shop for beta-testing the WHO 
Framework for investigation and response to Public Health Events of Initially Unknown Origin. Let me start by 
thanking Uganda for accepting to beta test the WHO framework, and using your great experience in 
investigating and responding to Public Health Events, especially the Viral Hemorrhagic Fever Outbreaks, to 
suggest improvements to the framework, to make it a useful tool to all WHO member states in the region. 
WHO/AFRO receives reports of over 100 Public Health Events from countries within the region annually; 
including infectious, chemical, food safety, and zoonotic events of public health concern. Whereas response to 
the Public Health Events is greatly improving with the experience being gained and support from partners, there 
is still a big problem of late detection and delayed confirmation of these events, leading to unnecessary morbidity 
and mortality before an effective response is mounted. The WHO Framework aims at providing guidance in 
alert management, investigation and response, with particular focus on shortening the period between 
occurrence of event and confirmation of the event. This would then enable timely response to the PHEs.  
 
Given the experience of Uganda and our neighbor DRC in investigating and responding to public health events, I 
believe WHO/AFRO made the best choice in selecting Uganda and DRC as the countries for beta-testing this 
framework. I was informed that the team here provided lots of input into the document in the first workshop in 
March 2013. This workshop presents yet another opportunity for the National Task Force to beta-test the 
Framework through a table-top simulation exercise.  
 
A simulation exercise tries to test a plan or guideline in an environment as close to reality as possible, before 
onset of an event, basically to ascertain whether in case the event occurs, the plan and/or guidelines are 
adequate to respond to the event. Simulation exercises are recommended for testing and evaluating plans, 
policies, and procedures, so as to identify any weaknesses or gaps, improve coordination and communication 
mechanisms, and train personnel as may be required. Simulation exercises must be planned very well in order to 
achieve the desired goals. WHO recognizes that simulation exercises are not commonly done in Africa 
countries, to rest our plans, mainly because of lack of capacity. Since 2011, WHO has embrace don building 
capacity of countries to conduct defend type of simulation exercise; and has also supported participants form 

some member states to participate in simulation exercise. In 2011 a training workshop was conducted in 
Nairobi for Anglophone countries and at least 2 member s from the NTF in Uganda were trained in conducting 
simulation exercises. This workshop also provides yet another opportunity for many NTF members to 
participate in a simulation exercise and appreciate its importance.   
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As you may know, there are several type of simulation exercises – drills that test in most times a specific 
operation or function; table top exercises that facilitate group analysis of an event in an informal, stress-free 
environment and enable examination of operational plans, problem identification, and in-depth problem solving; 
functional exercises which are interactive exercises also for testing capability of an organization to respond to a 
simulated event; and full-scale exercises which simulate a full event as close to reality as possible. In this 
workshop, a table top simulation exercise will be undertaken. 
 
Testing of plans, especially emergency/preparedness plans in highly recommended by WHO and is the way to go 
to ensure country readiness for handling public health events. I thus implore you to participate actively and also 
use this opportunity to improve your skills in conducting table top exercises. During this time, also think 
through national plans that need simulation and how MoH should go about them e.g. influenza pandemic 
preparedness plan, and many others. In the near future, WHO will organize more training opportunities for 
countries on the other types of simulation exercises. I also request that you use this exercise to provide more 
input into the WHO Framework and also to review the appropriateness of your own structures, mechanisms, 
and decisions as a country in investigation and response to PHEs and ascertain areas of improvement.  
 
Once again, on behalf of WHO/AFRO, I thank you all for taking time to participate in this important workshop. I 
wish you a successful and fruitful workshop. Thank you for your attention. 

Dr. Jackson Amone, Acting Director General, Ministry of Health 

Protocol 
WHO country representative  
USAID representative 
Respond representative 
CDC officials 
Officers from other sectors 
Staff of the Ministry of Health 
On behalf of the Director General 
 
It is a pleasure for me to give opening remarks at this second work shop for beta-testing the WHO Framework 
for investigation and response to Public Health Events of Initially Unknown Origin. 
 
First let me thank you individually for responding to our invitation to participate in this important workshop. Let 
me also thank WHO for choosing Uganda to beta test the framework because of our wealth of experience in 
investigating and responding to Public Health Events, especially disease outbreak due to different etiologies, 
including Viral Hemorrhagic fevers. I believe that the Uganda team is providing very useful inputs into the WHO 
framework that will make it a useful regional guideline for timely investigation and response to public health 
events in the African region.  
 
Uganda is prone to several public health events; until now the type of public health events experienced have 
been mainly infectious disease outbreaks, a few chemical events like methanol poisoning, and food safety events 
including among others botulism poisoning experienced a few years back.  
 
Similar to the global picture on emerging diseases, most of the infectious disease outbreaks in Uganda have 
linked to animals and are hence zoonotic in origin – including Ebola, Marburg, Yellow fever, Plague, and anthrax. 
In 2012 alone, Uganda experienced 3 outbreaks of Viral Hemorrhagic Fever, which was unprecedented.  
 
Uganda not yet experienced radio-nuclear public health events and may not have much capacity in investigation 
and response to these. However, in regards to the other types of events, Uganda has a lot of experience to 
share and to use in reviewing the WHO Framework.  
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I understand that the first workshop that was aimed at reviewing and inputting into the framework was a 
success and this follow on workshop is for table-top simulation of the Framework, using our own experience as 
the National Task Force. 
 
Simulation exercises are conducted to evaluate on organization‟s capability to execute one or more aspects of 
its response or contingency plan, policies, guidelines, or procedures. A plan, policies, guidelines, or procedures. 
A plan that is developed may be a good plan but before it is tested, we may never know whether it is feasible or 
not. Testing plans or procedures may reveal some weaknesses or gaps that need addressing before a real event 
takes place to enable better preparedness for the event. It also ensures that all the key players are aware of 
their different roles, when they come into play, and how they link up with other players. 
 
As you may be aware, simulation exercises can be of different forms – these include drills, table-top exercises, 
functional exercises, and full scale exercises. Simulation of plans, procedures and or guidelines has not been a 
common practice in Uganda; however I hope that this table-top simulation exercise will not only serve the 
purpose of beta-testing the WHO Framework but also to build national capacity on simulation of plans. It should 
also test our own mechanisms as a National Task Force to ascertain if we are effective in terms of timely 
decision making and response. Participants in this workshop should pay close attention to and ensure they pick 
the skills of conducting table top simulation exercises. Now that we are working on development of a sector 
emergency preparedness and response plan; and are establishing an emergency operation center with support 
from CDC, with the aim of timely detection and response to different types of Public Health Events. We will 
need to conduct several simulation exercises to ensure that we have all the capabilities to respond to the 
mapped and prioritized public health events as well as all the others as highlighted by International Health 
Regulations (2005). I therefore wish to encourage all of you to participate very actively and attentively in this 
workshop. 
 
Once again, we thank our partners WHO and USAID/RESPOND for choosing Uganda as one of the countries 
to beta-test the WHO Framework, and all the support that has been provided to enable this to happen. The 
partnership is applauded. We also request that when we need to conduct simulation exercises of our own plans 
within the MoH and in the Emergency Operation Centres, the same partnership, and even more, should support 
us! 
 
I would like to wish you a fruitful exercise that will generate useful information for both Uganda and WHO at 
large. 
 
With this, it is my honor to declare this workshop official opened. 
 
Thank you for your attention. 
 
Dr. Jane Ruth Aceng 
Director General Health Services 
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Appendix D: Presentation on Framework by Dr. Tshioko K. Florimond 

 

 

 



 

41 
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Appendix E: Presentation on Tabletop Simulations by Dr. Tamara 

Curtin Niemi 
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Appendix F: Uganda NTF Decision and Actions 

 
Response Phase Stage I:  Alert Management 

NTF Sub-committees’ Decisions and Actions 

 Coordination  

Leadership 

 

Epidemiology 

& Lab 

Social 

mobilization 

Psycho-social 

support 

Eco/Environ 

& Animal 

Health 

Case Management & 

IPC 

Logistics 

Step 1: 

Ensure the 

establishment 

of an alert 

network 

 1. Provide 

technical 

information 

2. Nationwide 

facility based 
weekly 

reporting 

system 

3. Facility based 

immediate 

event 

notification to 

higher level 

4. Community 

alert network 

of VHTs 

armed with 
community 

case 

definitions for 

detection and 

reporting 

priority to the 

nearest health 

facility 

5. A well 

established 

system for 
documenting 

and follow up 

of event at 

health facility, 

district, and 

national level 

Establish 

membership of 

the SM 

network 

 
Develop tools 

for data 

collection for 

rapid KAPB 

including 

community 

perceptions 

 

Adapting  or 

developing a 

psychosocial 

response training 

manual for PHE 
outbreaks 

 

Standardization of 

psychosocial content 

and training/delivery 

methods 

Develop / 

Review guideline 

Conduct animal 

surveillance 

Train animal 
health extension 

workers 

 

Conduct clinical assessments  
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Response Phase Stage I:  Alert Management 

NTF Sub-committees’ Decisions and Actions 

 Coordination  

Leadership 

 

Epidemiology 

& Lab 

Social 

mobilization 

Psycho-social 

support 

Eco/Environ 

& Animal 

Health 

Case Management & 

IPC 

Logistics 

Step 2: 

Maintain 

Vigilance 

  

Regularly analyze 

weekly IDSR 

data to be able 

to detect any 

outbreak that 

may be missed at 

district level 

Strengthen/Cre

ate channels of 

communication 

and agree on 

schedule on 

updates with 

media  

 

Guidelines used: 

PHE 
communication 

strategy 

 

Formulation of 

culturally appropriate 

PHE guidelines 

 

Build national, district 

and local 

psychosocial 

response capacity  

(reserve psychosocial 

personnel)  ready for 
deployed at short 

notice 

Maintain animal 

disease 

surveillance 

 

1. Provide case definitions 

2. Train health workers 

3. Document cases 

4. Create awareness among 

the health team 

 

 

Step 3: 

Receive alerts 

& assess their 

credibility I 

 1. Assess the 

credibility of 

alerts 

2. Record all 

alerts in an 
event log and 

ensure they 

are 

investigated 

and responded 

to 

3. Review the 

event log on a 

weekly basis 

to summerise 

the alerts 

received, 
investigated 

and responded 

to.  

 

Capture and 

analyze alert 

communication

s for processing 

social 
mobilization 

messages.  

 

 

 

 

Guidelines used: 

case by case 

analysis of 

information/ 

qualitative 

 

Capture psychosocial 

issues in alerts for 

purposes of adapting 

generic response to 

the specific PHE 
 

Guidelines, content, 

manuals, personnel 

attuned to the likely 

PHE  outbreak 

1. Provide 

information 

for 

public/animal 

health 
workers 

(DVO/DDH

O) 

2. Attend 

EMC/NTF 

meetings 

3. Highlight the 

public health 

risks and 

animal health 

risks 

Guideline used: 
Surveillance SOP 

Evaluate  available clinical 

information and guide on the 

appropriate samples correction 

(persons, optimal timings) 

Develop/update list of key 

supplies, structures and 

funds that might be 

needed in case a 

response/ intervention is 
called.  

 

 

Guidelines used: WHO inter-

agency guidelines for 

commodities management 

in emergencies.  
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Response Phase Stage I:  Alert Management 

NTF Sub-committees’ Decisions and Actions 

 Coordination  

Leadership 

 

Epidemiology 

& Lab 

Social 

mobilization 

Psycho-social 

support 

Eco/Environ 

& Animal 

Health 

Case Management & 

IPC 

Logistics 

Step 4: 

Receive alerts 

and assess 

credibility II 

1. Convene 

EMC meeting 

2. Conduct the 

EMC meeting 

to review the 

report on 

PHE alert and 

plan for the 

response 

3. Plan for 
deployment of 

RRT from the 

National level 

 

1. Determine 

team 

composition, 

logistics for 

other needs & 

lab 

investigation  

2. Hotline for 

receiving and 

calling to 
verify alerts 

3. Availabiity of 

well trained 

and tested 

multidisciplinar

y rapid 

response 

teams for 

verifications 

4. Availability of 

standardized 

outbreak 
verification 

guidelines 

5. Standby 

outbreak 

investigation 

kits 

6. Availability of 

ready 

resources for 

rapid team 

deployment 

 

 1. Convene 

psychosocial 
response meetings 

2. Conduct 

psychosocial 
response meetings 

to review the 
report on PHE 
alert and plan for 

the response 
3. Plan for 

deployment of the 

relevant  
psychosocial 
response team  

 

1. Go 

community to 

access the 

credibility of 

the rumors 

2. Seek more 

information 

from the 

district RRT 

3. Analyze 
district 

reports AA-

AHIS analysis 

 

Guidelines used: 

OIE torrential 

coddle. Animal 

Act 

 

1. Determine credibility of 

an alert 

2. Conduct secondary 

assessment of the 

suspected alerts/suspected 

cases 
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Response Phase Stage I:  Alert Management 

NTF Sub-committees’ Decisions and Actions 

 Coordination  

Leadership 

 

Epidemiology 

& Lab 

Social 

mobilization 

Psycho-social 

support 

Eco/Environ 

& Animal 

Health 

Case Management & 

IPC 

Logistics 

Step 5: 

Commence 

coordination 

of field 

investigation 

1. Deploy RRT 

2. At times the 

Chair of the 

EMC (DG) 

makes 

decisions on 

behalf of EMC 

and reports 

later to EMC 

meeting. e.g. 
mobilize and 

deploy RRT 

for field 

investigation 

3. Officially 

communicate 

to partners to 

seek 

involvement 

and assistance  

 

1. RRT led risk 

assessment to 
determine the 
etiology, 

magnitude, and 
risk factors for 

transmission 
2. Collect 

epidemiological 

information to 
describe the 
outbreak  

3. Collect, ship, 
and test relevant 
samples at local 

or international 
collaborating 

laboratories to 
confirm the 
outbreak 

4. Initiation of 
immediate 
treatment of 

cases, case 
isolation, 

infection 
control, barrier 
nursing. 

5. Identification 
and follow up of 
contacts to 

prevent further 
spread. 

6. Report back 
with 
recommendatio

n for initiation 
of appropriate 
response 

measures. 

1. Participate in 

coordinated 

team work 

2. Begin full 

blown social 

mobilization 

effort 

3. Process 

community 

perceptions 
and update 

messages to 

address the 

knowledge 

gaps/needs. 

 

 

1. Coordinating and 

motivating VHTs 

to psychosocially 

respond to 

problems 

associated with 

the PHE outbreak 

(i.e. fear, stigma, 

family conflicts, 

rejection,  etc) 

2. Mobilization of 
the general public 

and private sector 

to support the 

psychosocial 

cause 

3. Training and/or 

retraining various 

district/local  

personnel for 

psychosocial 

management in 

the PHE outbreak 

4. Communicating 

with employers of 
team members 

early about the 

likelihood of 

deploying their 

earmarked staffs 

at short notice to 

manage PHE 

outbreaks 

 

As instructed by 

NTF, undertake 

field 

investigation in 

wildlife, 

livestock 

populations and 

environment 

 

Guidelines used: 
NTF meeting 

 

1. Identify a person to 

coordinate field 

investigation and be 

involved in evaluation 

2. Identify options for 

possible siting of the 

isolation facilities 

3. Review the experts 

database and confirm  

their availability  for 
response 

Determine  

 Supplies needed for 

intervention 

 How much of each 

supply 

 How much money is 

needed 

 When to dispatch 

supplies  

 Request release of the 

supplies/ commodities  

 Arrange for transport 
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Response Phase Stage I:  Alert Management 

NTF Sub-committees’ Decisions and Actions 

 Coordination  

Leadership 

 

Epidemiology 

& Lab 

Social 

mobilization 

Psycho-social 

support 

Eco/Environ 

& Animal 

Health 

Case Management & 

IPC 

Logistics 

Step 6:  

Evaluate 

1. Convene 

EMC meeting 

to review and 

discuss 

preliminary 

field report 

2. Determine 

necessary 

additional 

support to 
initiate 

response 

 

Performance 

indices include:  

1. Completeness 

and timeliness 

of routine 

weekly 

reports 

2. Number of 

alerts received 

3. Number of 
credible alerts 

that were 

investigated 

4. Number of 

outbreaks 

with lab 

confirmation 

Develop tools 

for evaluating 

SM 

interventions 

 

Analyze 

Qualitative info 

for the report   

 

Guidelines used: 
tool proposed in 

framework 

should be 

revised.  

 

1. Determine 

necessary 

psychosocial 

support needed  

2. Identify a person 

to coordinate 

psychosocial 

activities 

3. Assess the 

adequacy of 
available 

guidelines 

4. Collect 

quantitative and 

qualitative 

psychosocial data 

Confirm the 

outbreak 

Assess whether 

the outbreak is 

zoonotic 

Assess the 

capacities 

available to 

manage the 

outbreak 

Identify person(s) to 

coordinate field investigation 

and be involved in evaluation 
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Response Phase Stage 2: Field Investigation Activities 

NTF Sub-committees’ Decisions and Actions  

 
 Coordination  

Leadership 

Epidemiology & 

Lab 

Social 

mobilization 

Psycho-social 

support 

Eco/Environ & 

Animal Health 

Case Management 

& IPC 

Logistics 

Step 1: Pack 

the Vehicle 

 Outbreak 

investigation kits; 

guidelines; experts; 

PPEs & disinfectants, 

case investigation, 

line list, and 

specimen collection 

forms, case 

definitions 

Develop and 

package 

appropriate  

messages to 

communicate and 

manage 

community 

expectations 

(translate as 

required) 
 

Develop a 

dissemination plan. 

1. Earmark 

transport for 

the team to 

facilitate 

community 

work 

2. Assemble 

materials for 

psychosocial 

use 

3. Prepare and 

assemble the 

entire 

paraphernalia 

4. Secure the 

necessary funds 

5. Contact the 

district 

health/vet 

authority of 
your eminent 

arrival 

Guidelines used: 

Outbreak 

investigation SOP 

1. List drugs and IPC 

materials and 

chemicals 

2. Attend meetings 

with the local task 

force 

3. Review materials 

field materials 

prepared by the 

Logistics team for 
completeness , 

usefulness, quantity 

and 

1. Approve the 

dispatch of 

products, time 

and 

personnel/car 

2. Agree on 

schedule for 

movement, 

packing, 

checking and 
dispatch to the 

field 

Guidelines used: 

supply guidelines 
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 Coordination  

Leadership 

Epidemiology & 

Lab 

Social 

mobilization 

Psycho-social 

support 

Eco/Environ & 

Animal Health 

Case Management 

& IPC 

Logistics 

Step 2: Arrive 

on Location 

 1. Get a debrief 

from the local 

response teams 

2. Meet local 

leaders, health 

workers 

managing cases 

Respect 

Communirt entry 

protocols e.g. 

courtesy calls to 

the relevant 

district 

officials/leadership 

 

Identify the focal 

person for social 
mobilization at 

district level and 

agree on roles and 

responsibilities 

 

Provide 

communication to 

promote 

collaboration and 

responsibilities 

 
Develop a social 

mobilization plan 

 

Guidelines used: 

communication 

strategy 

1. Make courtesy 

call to the 

leadership in 

PHE area 

2. Psychological 

first aid to 

frontline staff 

3. Training of 

health facility 

staffs & 
volunteers in 

crisis 

management, 

debriefing & 

abnormal 

bereavement 

(principles of 

counseling 

emphasized 

4. Make courtesy 

call to the 

district 

leadership 

5. Plan meeting 

with the public 

health and 

veterinary 

section 

Guidelines used: 
Protocol (code of 

conduct) 

1. Identify competent 

local health workers 

from the district 

HC IVs or hospitals 

2. Assign tasks with 

the case 

management and 

IPC cluster 

 

3. Set up required 

structures 

(water, 

tent/building, 

power, etc.) 

4. Assign tasks for 

logistics staff 

5. Set procedure 

for accessing 

supplies 
Guidelines used: 

supply guidelines 
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 Coordination  

Leadership 

Epidemiology & 

Lab 

Social 

mobilization 

Psycho-social 

support 

Eco/Environ & 

Animal Health 

Case Management 

& IPC 

Logistics 

Step 3: 

Conduct a 

preliminary 

assessment 

and collect 

data 

 Actions: 

1. Go to the 
community  

2. Have a DHT 

meeting to gather 
additional 
information 

3. Visit nearest H/C to 
gather additional – 

record 
review/meeting 
H/W 

4. Decide with which 
DHT members to 
work  

5. Orient 
hospital/health 

facility staff to 
situation, case 
definition, & their 

roles and 
responsibilities.  

6. Pay courtesy call to 

local leadership 
7. Review available 

clinical and 
epidemiological data  

8. Take necessary 

guidelines to its 
local teams  

9. Fill case forms with 

good clinical data at 
health facility (train 
if needed) 

Decisions: 
1. When to initiate 

field investigation 
2. Composition of 

RRT 

3. ToR for RRT 
4. Category of HW to 

be trained 

5. Type of logistics are 
needed for RRT 

 
 
 

 

Anthropologist 

use in-depth 

interviews to 

collect qualitative 

data about 

probable causes 

and community 

reactions to PHE.  

 

 

Psychosocial team 

a triangulation of 

methods 

(qualitative in-

depth interviews, 

questionnaires, 

checklists, etc) to 

collect qualitative 

data about 

psychosocial 
issues of the PHE 

and community 

reactions to PHE 

 

Mapping of 

existing 

psychosocial gaps 

and available 

services still 

needed 

 
 

 

1. Review 

surveillance 

protocol and 

case definitions 

2. Obtain 

standardized 

data collection 

template 

1. Micro-planning  with the 

district team for siting of 

the isolation facility 

2. Identify and ascertain 

applicability of an isolation 
facility 

3. Ascertain the number , 

cadre mix and distribution 

of available trained health 

workers in PHE 
4. Conduct systematic clinical 

examination of cases/alerts 

to enrich the hypothesis 

5. Liaise and compare  with 

Logistics team on siting 

and requirements for the 
case management, 

infection control and siting 

of the isolation facility 

6. Initiate preliminary 

isolation of cases 

7. Design an appropriate 
triage system at the 

closest Health facility to 

the index cluster 

8. Assess facility capability 

beyond basic care  taking 
into consideration for 

management of critically ill 

patients 

9. Test and assess the health 

facility support 

equipment‟s in critical care 
(suckers, oxygen 

concentrators, pulse 

oximators, infusion pumps, 

monitors ) for availability 

and functionality 

10. Reactivate the infection 
control team in the facility 

and train it to as the core 

district IP ToT team for 

the response. 

11. Draw a plan for 
continuous clinical data 

sharing  on the cases and 

alerts with the epi/lab 

team 

12. Always consider and 

investigate other 
differential diagnoses 
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 Coordination  

Leadership 

Epidemiology & 

Lab 

Social 

mobilization 

Psycho-social 

support 

Eco/Environ & 

Animal Health 

Case Management 

& IPC 

Logistics 

Step 4: 

Formulate an 

hypothesis 

 Meet with core epi 

group to review 

data and shortlist 

potential agents 

causing outbreak. 

 

 

1. Participate in 

hypothesis 

formulation in a 

manner that 

promotes 

effective 

communication, 

(IEC) 

approaches. 

2. Hold 
consensus- 

building / 

conceptualizati

on meeting 

before 

communicating 

hypothesis. 

 Participate in 

hypothesis 

formulation 

in a manner 

that 

promotes 

coping, 

resilience 

and healing 

 Assessment 

of how to 

re-establish 

psychosocial 

rhythm in 

communities 

to help re-

start social 

life e.g. 

recreational, 
sporting, 

artistic and 

cultural 

programmes, 

group 

discussions, 

support 

groups and 

forum 

theatres, etc 

 

Formulate 

hypothesis if cause 

is likely animal/ 

environmental 

origin 

1. Include information 

of the hypothesis in 

training contents 

(step six) 

2. Continuously assess 

& analyze clinical 

data and case/alerts 
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 Coordination  

Leadership 

Epidemiology & 

Lab 

Social 

mobilization 

Psycho-social 

support 

Eco/Environ & 

Animal Health 

Case Management 

& IPC 

Logistics 

Step 5: 

Collect and 

send 

specimens 

and/or 

patients 

samples for 

laboratory 

diagnosis 

 

 1. Collect 

appropriate 

specimens 

2. Orient hospital 

lab staff on what 

type of samples 

to collect and 

safe sample 

collection, 

packaging, and 
transport.  

3. Orient lab & 

clinical staff on 

proper data 

collection, critical 

data to collect, 

and proper 

sample labeling 

and identification 

per sample.  

4. If safe, perform 
on site basic 

testing if available. 

If not, coordinate 

with logistics 

team to transport 

samples back to 

Kampala/Entebb. 

5. Maintain data 

records for lab 

samples sent and 

dates 

 
 

 1. Collect 

information on 

clients in the 

PHE outbreak 

and segregating 

their specific 

needs 

 

2. Resource 

mobilization to 
meet the 

manifest and 

felt 

psychosocial 

needs of the 

clients 

1. Collect 

demographic 

data and 

related case 

history/histori

es 

2. Collect different 

types of 

specimens in 

domestic/ wild 
animals plus 

environmental 

samples 

 

Guidelines used:  

 surveillance 

protocols  

 standardized 

data collection 
SOP 

1. Take 

specimen/samples as 

appropriate 

2. Assist the Epi/Lab 

team in collection of  

samples to minimize 

inappropriate 

samples/specimens 

3. Investigations for 

other differential 
diagnoses should be 

conducted 

 

1. Prepare/procure 

the system for 

transmitting 

samples. 

2. Release means of 

transport  

 

Guidelines: laboratory 

guideline 
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 Coordination  

Leadership 

Epidemiology & 

Lab 

Social 

mobilization 

Psycho-social 

support 

Eco/Environ & 

Animal Health 

Case Management 

& IPC 

Logistics 

Step 6: 

Training 

 1. Surveillance 

training on 

application of the 

case definitions, 

use of case 

investigation 

forms, line lists,, 

contact tracing 

forms 

2. Train HCW & 
VHTs on active 

case search, 

contact follow-

up; case and 

corpse 

verifications; 

specimen 

collection & 

shipment 

3. Training in 

application of 
standard 

treatment 

protocols; 

infection control 

& including 

barrier nursing 

and using PPEs, 

1. Train 

community 

leaders on key 

response  

messages 

2. Sensitize 

community and 

general public 

on disease 

outbreak and 
its management 

3. Package 

messages on 

use of PPE 

taking into 

account public 

perception 

1. Equip the 

VHT system 

to respond 

to 

psychosocial 

problems 

associated 

with 

outbreaks 

2. Training a 
district 

psychosocial 

response 

reserve 

personnel 

3. Train 

counseling 

professionals 

(wherever 

they are) in 

trans-
cultural, 

systemic and 

emergency 

psychosocial 

response 

approaches  

1. Provide 

appropriate 

PPEs to the 

district staffs.  

2. Carryout 

trainings 

 

Guidelines: training 

manuals 

 

Train H/W, support 

staff and community on 

use of IPC material 

 

Draw a district training 

program for health 

workers leveraging the 

trained IP team to 

cascade to the other 

facilities. 
 

Training objectives 

 1. Case definition 

and management 

2. Designing an 

isolation facility 

3. Discharge and 

burial procedures 

4. Infection 

prevention and 

control including 
use of PPE 

 

 

 

 
 

Training on supply 

management with 

focus on specific 

PHE at hand. 
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 Coordination  

Leadership 

Epidemiology & 

Lab 

Social 

mobilization 

Psycho-social 

support 

Eco/Environ & 

Animal Health 

Case Management 

& IPC 

Logistics 

Step 7: 

Ensure the 

provision of 

optimum 

clinical care 

 1. Enhanced 

surveillance for 

early detection 

and initiation of 

appropriate 

treatment and 

supportive care 

2. Regular data on 
all new 

admissions; and 

deaths 

1. Sensitization of 

HW & 

communities 

about case 

pathways & 

messages to 

overcome 

anxiety/barriers 

to care 

2. Provide 
psychosocial 

support to care 

givers 

3. Develop 

guidelines for 

psychosocial 

support 

1. Provision of 

psychosocial 

support 

health 

workers 

2. Provision of 

psychosocial 

support to 

the epidemic 

victims and 
survivors 

3. Provision of 

psychosocial 

support to 

communities 

4. Catering for 

the material 

needs of 

victims and 

their families 

5.  

1. Institute a 

quarantine in 

the area where 

necessary 

2. Treat the sick 

animals 

3. Commence 

ecological 

studies 

4. Carryout 
environmental 

risk assessment. 

1. Use a checklist to offer 

optimum clinical care at all 

levels 

2. Supervise the H/W 

3.  Customizing the a check-
list to the facility 

4. Identify , train and 

orientate and appropriate 

number of the a mix 

health workers including 
all cadres 

5. Activating retrieval of 

health workers in the 

expert database from the 

respective district 

6. Systematic application of 
triage system to identify 

and isolate and manage 

cases 

7. Concurrent establishment 

of an appropriate isolation 

facility and isolation of 
suspected and a confirmed 

cases 

8. Segregation and zoning of 

the isolation facility/ward 

in Suspected cases, 
confirmed (Critical and 

non-critical) and ensuring 

no mix up or over-lap and 

no cross over. 

9. Ensuring systematic clinical 

data collection, storage 
and transmission outside 

the potentially 

contaminated zones. 

10. Ensure security of staff 

and patients in Liason with 

the Coordination team 
11. Consistent documentation 

and logging  of daily events 

on patients condition and 

numbers, follow up, 

disease evolution, stocks, 
challenges and planned 

activities. 

12. Consider other differential 
diagnoses 

1. Monitor supplies 

level & change in 

demand/use 

2. Order/dispatch 

additional 

supplies as 

required. 

3. Ensure 

continuity of 

supplies and 
equipment for 

safety, clinical 

and infection 

control 

Guidelines: supply 

management 

guidelines, & 

protocols 
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 Coordination  

Leadership 

Epidemiology & 

Lab 

Social 

mobilization 

Psycho-social 

support 

Eco/Environ & 

Animal Health 

Case Management 

& IPC 

Logistics 

Step 8: 

Communicate 

to EMC and 

enact support 

channels 

Link with RRT for 

updated 

information 

 

Update partners 

and EMC 

members  

 

Activate NTF sub-

committees 
1. Surveillance & 

lab 

2. Case 

management 

and infection 

control 

3. Social mob 

4. Logistics and 

coordination 

5. Psychosocial 

 
Develop response 

plan within 48 

hours of 

confirmation – 

subcommittees to 

contribute to 

development of 

costed response 

plan 

 

Decide on 

frequency of EMC 
meetings 

 

1. Contribute 

and/or take lead 

in writing and 

preparing daily 

situation reports 

that are sent to 

the EMC 

2. Regular updates 

on outbreak 

investigation 
findings 

3. Review and 

dissemination of 

surveillance data 

during the inter-

epidemic phase 

 

 1. Enhancement of 

social support 

& cultivation of 

coping 

2. Dealing with 

discrimination 

& subsequent 

stigmatization 

of  the affected 

by the 
community 

members 

3. Managing 

intense fear of 

rejection of ex-

patients by the 

community and 

even the health 

providers 

4. Managing the 

helplessness, 
withdrawal 

from social life, 

and lack of 

social support 

5. Preparation of 

families, 

neighbors, 

employers & 

related 

communities to 

receive 

discharged ex-
patients 

6. Follow-up of 

ex-patients to 

assure 

community 

members of 

their safety  

7. Conducting 

home & 

community 

visits to 

support 
affected 

individuals and 

families by way 

of emphasizing 

with those 

affected facing 

severe distress, 

Daily updates to 

Epidemiology & 

Lab so that they 

are captured in the 

daily situation 

reports 

 

The DVO in the 

district affected 

should also be 
updated daily 

Contribute to the 

situation report 

 

1. Provide 

functional/feasibl

e communication 

means and 

equipment. 

2. Guidelines: 

security 
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 Coordination  

Leadership 

Epidemiology & 

Lab 

Social 

mobilization 

Psycho-social 

support 

Eco/Environ & 

Animal Health 

Case Management 

& IPC 

Logistics 

Step 9: Write 

a field 

investigation 

report 

MoH declares 

outbreak.  

 

NFP notifies 

WHO 

 

Lead writing field 

report 

 

Regular reports 

on community 

response and 

implementation of 

planned SM 

activities. 

Lead writing of a 

comprehensive 

psychosocial field 

investigation 

report and 

response initiated 

 

Make regular 

reports of incident 

command 

 

Pool and analyse clinical 

data and contribute to 

the response report 

Share out the report 

1. Write logistics 

report 

2. Regularity 

requirements 

3. Guidelines: 

organization 

guideline 

 

Step 10: 

Identify 

potential 

research 

1. EMC decides if 

there is need 

for further 

research & 

what the 

research is 

2. RRT can 

suggest when 

there is 
information 

that is unclear, 

so that the 

research can 

take place 

early. 

Premature step, but 

epi/lab group takes 

lead in identification 

on potential 

research questions 

and identification of 

persons/groups to 

carry this out.  No 

research should be 
performed if it will 

take away resources 

or personnel 

required to 

adequately respond 

and investigate to 

the outbreak.  

 

1. Develop 

research 

question 

2. Formulate 

research 

protocol 

 

1. Develop 

research 

questions 

and 

hypothesis 

 

2. Formulate 

research 

protocols 
 

3. Implementing 

research 

activities 

(data 

collection, 

analysis and 

reporting) 

 

Identify the 

information gaps 

and identify 

possible research 

areas. 
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Response Phase Stage 3: Field Response Activities 

NTF Sub-committees’ Decisions and Actions  
 Coordination  

Leadership 
Epidemiology & 
Lab 

Social 
mobilization  

Psycho-social 
support 

Eco/Environ & 
Animal 
Health 

Case 
Manageme
nt & IPC 

Logistics 

Step 1: Scale up 

response 

components 

Determine and 

request for 

additional 

technical and 

financial 

resources needed 

per sub-
committee 

 

Re-deployment of 

staff (surge 

capacity) 

 

Enlist support 

from other 

potential partners 

including private 

sector  

 
Conduct a press 

conference at the 

media center 

 

NTF Chair to 

review and 

endorse all press 

releases  

 

 

1. Identify additional 

members to join 

the RRT already in 

the field to 

transition to a 

response.  

2. Evaluate each 
person‟s roles and 

responsibilities and 

reassign members 

to different tasks if 

necessary 

1. Support 

programming and 

care of members of 

RRT 

2. Provide care for 

cases with 

psychosocial 
problems 

3. Build capacity of 

communities to 

death PHE sequels  

4. Prepare official 

press release 

5. Decide on 

communication 

channels and flow. 

6. Intensify public 

information 

messages 
 

1. Provide care for 

cases with 

psychosocial 

problems 

2. Provide on-going 

psychosocial 

support since 
people develop 

psychosocial 

complications way 

after the outbreak 

3. Build psychosocial 

response capacity of 

communities and 

health facility 

personnel 

 

1. Demarcate the 

affected dirty and 

clean zone 

2. Restrict animal 

movement 

3. Carry out 

sensitization 
awareness using 

multimedia 

4. Restrict food 

vending 

5. Ban slaughter and 

sale of animal 

products 

6. Arrange to 

undertake 

stamping out 

procedures of 

animals 
7. Carry out 

massive 

vaccination 

1. Decide to 

scale up 

response 

depending 

on the 

magnitude 

on the 
ground 

2. Quantify 

requirement

s/ resources 

for scaling 

up 

3. Duplication 

and surging 

of activities 

in Step 7 

1. How much 

more supply 

is needed 

and should 

be 

procuremen

t? 
2. What 

additional 

funds are 

required? 

 

Guidelines used: 

supply 

guidelines/EMC 

response plan 

 

Step 2: Maintain 

response 

components 

1. NTF Chair to 

review and endorse 
all press releases 
and information 

being submitted to 
media 

2. Plan regular media 
briefs 

3. Continue with daily 

NTF meetings 
4. Maintain regular 

contact with DTF  

1. Update response 

plan 

2. Mobilise response 

logistics and 

supplies 

3. Provide feedback 

to communities 

4. Produce situational 

reports 

5. Decide on 
composition of 

Prepare and disseminate 

Response inserts and 

fact sheets for print 

media 

1. Supporting 

communities in 

re-establishing 

community life 

and rituals, 

including grieving 

rituals 

2. Taking care of the 

mental health and 

coping of health 
workers that 

1. Conduct active 

surveillance for 

the disease in 

question 

2. Provide daily 

reports 

3. Provide 

feedback to the 

community 

1. To maintain 

quality case 

management 

2. Having daily 

meeting 

1. Mobilise 

response 

logistics 

and 

supplies 

2. Carry out 

procurement 

of other 

logistics and 

supplies not 
available 
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Response Phase Stage 3: Field Response Activities 

NTF Sub-committees’ Decisions and Actions  
 Coordination  

Leadership 
Epidemiology & 
Lab 

Social 
mobilization  

Psycho-social 
support 

Eco/Environ & 
Animal 
Health 

Case 
Manageme
nt & IPC 

Logistics 

response team looked after PHE 

3. Staff wellness 

clinics for the 

health facility 

staffs and the 

volunteers 

4. Sensitization of 
HW & 

communities 

about case 

pathways & 

messages to 

overcome 

anxiety/barriers 

to care 

3. Do budget 

variance 

analysis and 

review 

 

Guidelines used: 

Financial 
management 

guideline/proced

ure 

Step 3: Scale 
back response 
components 

1. Decide on  

scale down of 

different 

response 

components 

2. Determine 

critical National 

level staff to 

remain in the 

field 

3. Decide on 

frequency of 

EMC meetings 

4. Decide on 

frequency of 

situation 

reports and 

media briefs 

5. Determine 

when to declare 

end of outbreak 

6. Review and 

support exit 

strategy 

7. Declare end of 

outbreak 

 Complete actions 

included in Component 

6 of figure 6 – page 26 

in the Framework 

 

1. Streamlining 

specialized 

psychosocial care 

for people with 

pre-existing 

mental disorders, 

those living in 

institutions and 

people in acute 

distress through 

referral, wherever 

possible, or direct 
provision of 

essential services 

2. Psychosocial 

support team is 

enduring and 

should be the last 

team to move out 

of an affected area 

3. There is need to 

mainstream the 

psychosocial 

response function 
 

Review outbreak 

response 

 

1. Basing on 

the stability 

of the 

situation 

consider on 

either  

thining out 

or on scaling 

down basing 

on epi 

assessment  

and central 
directed 

response 

evolution 

management 

2. Exit strategy 

1. Decode shen 

to withdraw 

select 

equipment 

and supplies? 

2. Withdraw 

unused 

supplies and 

equipment 

3. HR planning 

for scale-

down 
4. Withdraw 

staff 

 

Guidelines used: 

response plan, 

HR policy, supply 

guidelines 
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Appendix G: Scenario 

 

Round 1:  Alert Management I 
 
Location: Basindi District  
Background information: 

1. Located in Western Uganda bordering a country with a history of infectious disease 

outbreaks 

2. District with an estimated 2013 population 580,000. 

3. Agriculture is the main economic activity and small-scale livestock, including goats and 
cattle.  Other economic activities include hunting, logging, gold mining of small alluvial 
deposits, and oil exploration. 

4. In the past five years, the district has confirmed human cases of Ebola and Marburg virus 
infection, and several cases of yellow fever virus infection. Other diseases reported 

regularly in the district include malaria, typhoid fever, and viral and bacterial causes of 
both meningitis and diarrhea (including cholera).  

5. The district has also experienced animal cases of rabies, foot and mouth, Rift Valley 

Fever, brucellosis and other diseases. 
6. Immunization coverage in children under 5 years of age is approximately 85%; however 

this level varies by village.  

7. The district has a hospital and there is a regional referral hospital located in the 

neighboring district.    
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From:   Basindi District Health Officer    23 August 2013     9:00 am 
To:   Epidemiological Surveillance Division  
Cc:   Dr. Issa Makumbi, Dr. Joseph Wamala 
Subject:  Alert 

 
Dear Dr. Makumbi and Colleagues, 
I am writing to inform you of a developing situation for which we may need your assistance.  
The Misori Village Health Team (VHT) reported that 20 children from different families had 

become ill in the last two weeks. All the ill children were between 1 and 5 years of age. The 
parents reported that all (100%) had experienced vomiting, 13 (62%) had abdominal pain and 

poor appetite, 10 (50%) had fever in previous 2-3 weeks, 10 (50%) children also had drowsiness, 
and five (25%) were difficult to wake up, even for meals. A single child had loose, watery stools 
without blood. 

In the past 24-48 hours, five children (25%) with symptoms were observed to have jerking of the 
arms and legs (one reportedly had fever) lasting several minutes, and this had occurred multiple 

times in nearly all these children. Parents took the children to a Level IV health centre, where the 
local clinician diagnosed possible meningitis. Two of the children were unconscious, but the 
facility did not have equipment to perform an investigation for meningitis. Each was given 

intravenous fluids, was treated with antibiotics as per the clinical protocol for suspected bacterial 
meningitis and was transferred to the district hospital. One of the children died in transit and the 

other died within several hours of arriving at the district hospital. 
At this point, rumors are spreading that the new “strange disease” is due to “spirits” or “the evil 
eye.”  There have also been rumors of some wildlife and livestock deaths.  

I have mobilized our District RRT and will promptly inform you with more up-to-date 
information. 
 
Sincerely, 
Dr. David Lukwiya 
DHO, Basindi District 
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Message 1: Communication from WHO 

 
From:   WHO AFRO     23 August 2013     11:00 am 
To:   DPC WHO Uganda 
Cc:   Dr. Charles Okot; Dr. Wondimagegnehu Alemu 
Subject:  Article for verification 
 
 
Dear Epidemiological Surveillance Division/Uganda, 
 
The attached article appeared in the Red Pepper today about a strange disease in Misori Village.  Please 
verify. 
 
Regards, 
WHO AFRO 
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AUG 23, 2013 
 

STRANGE DISEASE KILLING CHILDREN IN MISORI VILLAGE 
 

Isaac Otala reporting for Red Pepper 

A strange disease which is said to cause a loss of appetite, vomiting, fever, coma and eventual 
death has struck the border village of Misori. Dr. Asuman Ibanda at Misori Health Centre 
confirmed that the strange illness is already claiming the lives of children. It It began several 

weeks ago and has raised fears of another Ebola outbreak among the locals 

The community of Misori has been thrown into panic after the Village Health Team 
acknowledged that the children were not responding to common treatments. An insider in the 

hospital who preferred to remain anonymous told our reporter that three medical staff refused to 
report to work yesterday, in fear of contracting the deadly Ebola-like disease, Red Pepper can 

authoritatively report.  

The deadly contagion is believed to be spreading rapidly.  The Ministry of Health has not yet 
done anything and appears to be ignoring the situation.  Red Pepper was unable to reach anyone 
from The Ministry of Health for comment.  The district has been living in fear following the 

outbreaks of Ebola and Marburg Fever last year. 

When asked how safe the District is, a polite head nurse at the District Hospital exclusively told 
Red Pepper that she wouldn‟t want to arouse fears because the District has not recovered from 

the „Ebola tragedy‟, but that staff were worried about the community and their families. 

One village elder in Misori believes evil spirits have caused the strange disease and the deaths.  
For now, at least, no one seems to be offering any other explanation.  
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Round 2:  Alert Management II 
 
MEMO: 
To:   Dr. Jane Ruth Aceng, Director General 
From:   Dr. David Lukwiya, Basindi District Health Officer 
Re:  Recent alert 
  
          24 August 2013     2:00 
pm 
 
Dear esteemed Director General, 
A situation is developing for which we request your support.  Upon first information of a potential 
outbreak in Misori village area, the District Rapid Response Team was deployed.  Below is an extract 
from their report.  We request a team be sent from the central level as soon as possible to support us in 
further investigation and response.   The press is requesting an interview tomorrow morning. 
Highest regards, 
Dr. David Lukwiya 
 
 
 
Cc: ESD 
 Dr. Issa Makumbi 
 Dr. Joseph Wamala 
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Extract of:    Report of Field Investigation, Basindi District RRT, 24 August 2013  

Findings: 
1) At the level IV health centre, 27 additional children had symptoms consistent with the “strange 

disease”, of whom two died.  On the advice of the RRT, eight were referred to the district hospital.  

Three of the children also had bleeding from the nose and one had a rash. The health centre reported 

that three adult men and two pregnant women reported being ill recently, with symptoms including 

fever, vomiting, abdominal pain and weakness and/or confusion. 

2) Children who had become ill lived in both Misori and at least two other villages. Most of the children 

were members of households in different areas and several actually lived in small neighboring 

villages located several kilometers distant from Misori village.  Some of the families with ill children 

attended the same church and may have attended a funeral one week earlier, for which a cow was 

slaughtered.   

3) Interviews with parents of the children at the health centre showed: 

a) The majority of children were under 5 years of age. 

b) Parents reported other unexplained deaths in the community with similar symptoms.. 

c) The main source of food for families was reportedly vegetables grown locally on small 

agricultural plots tended by families.  Other protein sources included milk, chickens and 

occasionally beef from livestock owned by local farmers; sometimes bush meat from wildlife 

killed in surrounding forests by local hunters was available.  

d) Although the VHT had determined that many families with ill children had visited a local 

traditional healer within several days of symptoms onset, interviews with parents showed 

only one of the five children initially hospitalized had taken any treatment recommended by 

the traditional healer.  

4) A few cows have been found dead in the villages where children have been affected and farmers 

reported cows having spontaneous abortions, or poor feeding in the previous two weeks. Dead birds 

have also been found. 

5) Information from Health Centre:     

a)  Immunization records for sick children under 5 were reviewed and more than 90% had been 

immunized as per the officially recommended MoH vaccination schedule, and their clinic charts 

suggested nearly all had been previously healthy. None of the ill children had been immunized in 

the month prior to the “strange” illness appearing; several had been treated properly in the 

previous month for suspected malaria. 

b) Tests performed at the level IV health centre were limited to blood smear or rapid test for malaria, 

and  basic urinalysis. Laboratory results on the initial five children showed only a single malaria 

rapid test was positive.  The urinalyses showed some evidence of dehydration in several children 

referred to hospital, but were otherwise normal.  One blood culture was sent to the regional 

referral laboratory; included with the sample was the name, address and age of the patient.  

c) Despite the seizure-like activity and coma in several children initially hospitalized, clinicians at 

the health centre could not perform a spinal tap due to lack of proper, sterile equipment and lack 

of experience or staff training for this procedure, so no cerebrospinal fluid specimen was 

collected, examined or cultured at the health centre.   

6) Information from Hospital: At the district hospital, results of the clinical exams and laboratory tests 

on the children initially hospitalized showed: 
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a) The clinicians‟ initial diagnosis was suspected bacterial meningitis, with secondary coma 

and/ convulsions. 

b) Clinicians obtained blood cultures, repeated the malaria smear and rapid test, and drew a 

sample of blood in a red-top glass tube of blood for serum chemistry and subsequent 

serological testing. 

c) A lumbar puncture was performed  and cerebrospinal fluid sent to the regional referral 

hospital for culture and analysis. 

d) A Gram Stain was performed and showed no signs of bacterial meningitis; cultures will be 

available in 1-2 days).  

e) A sample of urine was also collected 

f) Hospitalized children received intravenous antibiotics at the proper doses recommended in 

the MoH protocol for treatment of bacterial meningitis.  Children in coma are receiving anti-

malarial medications as well. 

7) The DHO, clinicians and local health officials agreed upon an initial “case definition” to identify any 

possible child (individual) in Misori and adjacent villages who might be ill with the “strange” disease:  

 
 
 

 

 

 
 

 

 

 
 
 
 
8)    Nearly all families in Misori live in basic dwellings (e.g., with earthen floors) and the poor 

socioeconomic status of families with ill children was similar to the vast majority of other families in 
Misori. 

9)    Visits to the homesteads will commence tomorrow.  

  

Case definition: 
- Any unexplained death in child under 5 years of age in the past  
month in Misori village, or neighboring villages, or  
- One or more of the following symptoms in a child up to 18 years of 
age in the last 2 weeks:  

a) Fever 

b) Vomiting 

c) Abdominal pain 

d) Weakness 

e) Mental status change (drowsiness, confusion, or loss of 

appetite) 

f) Seizure or seizure-like activity 

g) Coma  or lack of responsiveness 
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Message 2:  Reporter Calls  

Message 1: 
 From:  Amanda Pitt, BBC 
 To:  Rukia Nakamatte 
 Date:  23 Aug 2013, 12:47pm 
 Re:   Outbreak in Misori Village 
 Urgently return call! 
 
Message 2: 

 From:  Shifa Mwesigye, New Vision 
 To:  Rukia Nakamatte 
 Date: 23 August, 1:08pm 
 Re:   Deaths in Basindi District 
 Please call back today, as soon as possible. 
 
Message 3: 
 From:  Doreen Komuhangi, NTV Television  
 To:  Rukia Nakamatte 
 Date: 23 August, 2:22pm 
 Re:   Misori Outbreak 
 Awaiting your call.  Preparing for story for tonight. 
 
 

 
 
 
Round 3:  Field Investigation I 
 

Location: Kampala 

25 AUGUST 2013, 1400 hrs 
 
No scenario handouts or injects were distributed for Round 3.  
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Round 4:  Field Investigation II 
 

Extract from National RRT Report of Investigations in Basindi District, 30 August 2013, 

0900h 

1. All existing 164 homesteads (a total of 1,830 residents) in Misori village and two small 

neighboring villages were visited during the survey led by RRT members, with DHO and local 

staff.   

Findings and Observations:   
a) Dwellings are mostly of mud brick construction, with earthen floors.  

b) Drinking water sources include communal wells, or either a small slow-moving river 

(near Misori) or stream (near the two smaller villages).   

c) Based on the case definition, between 3- 6 children died each month in the past 12 

months. These 43 additional deaths were three times higher than the average district 

mortality for children under five. 

d) Field workers identified a total of 19 children under 5 years whose parents reported a 

convulsion or seizure-like activity in previous two weeks; none had been taken to the 

health centre. Only two of these seizures were reported to occur following fever.   

e) Many families have a small number of livestock linked to homesteads; these include 

goats, pigs and cattle. Interviews with heads-of-households and herders showed that there 

was an increased number of deaths among domestic animals in recent months; these 

deaths were preceded by affected animals losing appetite, having difficulty walking, 

seizure-like activity, and death of many small ruminants.  Many cows had spontaneous 

abortions recently. An unusual number of birds have also been seen dead. 

f) Many families engage in small scale cross-border trading. Some family members work in 

the informal processing of gold ore.   (insert more) 

 
2. Results of laboratory testing were generally negative.  

a. The initial testing of the serum specimens sent to UVRI/CDC-Uganda from the referral 

hospital showed antibody tests (IgM) were negative for yellow fever, Ebola, Marburg and 

Rift Valley Fever viruses.   

b. Blood cultures from hospitalized children did not demonstrate any bacterial growth after 

48-72 hours.   

c. Only 2 blood smears taken from ill children hospitalized were confirmed positive for 

malaria (P. falciparum) and children were treated according to protocol. 

d. The hospital laboratory reported that  samples of cerebrospinal fluid (CSF) taken from 

three children hospitalized with seizures or coma in the first two days of the outbreak 

showed no bacteria on Gram Stain (centrifuged specimen); also had normal CSF protein 

and glucose concentrations. The CSF cell count was normal; an average of 4 white blood 

cells (WBCs) per mL (range: 0-6), with 90% lymphocytes. All CSF specimens showed 

no growth in the microbiology laboratory at 48-72 hours.    

e. All sampled children had evidence of moderate or severe anemia (mean haemoglobin 

concentration = 7.9 mg/dL; range: 5.5 to 8.4 (WHO reference norm:  10-14 mg/dL). 
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Message 4  

 
VETERINARY LABORATORY RESULTS 
Animal samples taken as part of the post mortem were negative for hemorrhagic septicaemia, Rift Valley 
fever and rabies.  
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Round 5:  Field Response  
 

 

Message 5:  Message From DVO of Basindi Distict 

1.  Birds are local, wild, and free ranging:  found dead and also found ataxic 

2. Clinical signs in cattle and sheep 

 GI symptoms:  diarrhea, constipation in some, colic, loss of appetite 

 Slobbering, ataxia, apparent blindness, convulsions 

 Some abortions in cattle 

 Sudden death 

3. A few dogs in the village have also been found stumbling around and salivating as well as few 

have been found dead 

4. A few dead vervet monkeys were found in the forests near the village 

What should we test for?  What samples do you need?  
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Message 6: Test results 

 
 
RESULTS: 
A separate tube of blood was collected from several symptomatic children who met the case definition, as 
well as children from Misori still hospitalized. These samples were promptly sent to The Government 
Chemist Laboratory to test for lead (Pb) and other toxic metals (e.g., mercury).  Results of laboratory 
testing of blood samples taken from the five children with evidence of moderate or severe anemia (mean 
haemoglobin concentration = 7.6; range: 6.5 to 9.4), as well as three adults working in the gold ore 
processing and smelting activity.  Blood lead (Pb) levels or “BLLs” in sampled children were a mean 
(average)  of 62 mcg/dL (range: 34 to 176), a level associated with anemia, vomiting and abdominal pain, 
renal disease (or renal failure), mental status abnormalities, convulsions, coma and potentially death (the 
WHO/CDC standard of childhood toxicity is defined as a maximum of 10 mcg/dL*).

1,2
  Adult workers 

sampled had a mean BLL concentration of 83 mcg/dL, substantially above the level of concern for adults 
with occupational exposure to Pb (40 mcg/dL). 
 
 

                                                 
1 WHO guidelines on Pb toxicity in young children: 

http://www.who.int/ceh/publications/leadguidance.pdf 
2 WHO article on Pb in drinking water: 

http://www.who.int/water_sanitation_health/diseases/lead/en/ 
 

 

http://www.who.int/ceh/publications/leadguidance.pdf
http://www.who.int/water_sanitation_health/diseases/lead/en/

